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The  first  line  of  defense  against  breast  cancer  is  at 
every  woman's  fingertips  through  monthly  breast  self- 
exam. Yet  only  27  percent  of  all  American  women  do 
this.  Compliance  with  American  Cancer  Society 
recommendations  for  regular  mammography  in 
Nebraska  also  is  low  - the  lowest  in  the  United  States. 
The  latest  statistics  show  only  52.3  percent  of 
Nebraska  women  over  age  40  have  ever  had  a 
mammogram. 

The  Importance  of  a Physician 
Recommendation 

You  have  great  influence  on  whether  or  not  your 
female  patients  have  mammograms.  Statistics  show  in 
Douglas  County  alone,  74  percent  of  women  over  age 
50  who  have  had  a mammogram  said  it  was  their 
physician's  idea. 

Greater  Compliance  Through 
Education 

You  can  also  help  by  educating  your  patients  on  the 
importance  of  hreast  self-exam,  mammography  and 
physician  breast  exam. 

• Continue  to  stress  the  importance  of  these  life- 
saving breast  cancer  detection  methods. 

• Reinforce  your  recommendation  with  information 
on  the  American  Cancer  Society's  guidelines. 

• Make  sure  patients  know  when  they  need  a 
mammogram  and  where  they  can  go  to  have  one 
performed. 

• Increase  your  patients'  awareness  of  breast  cancer 
risk  factors. 


Methodist  Cancer  Center  - 
Extensive  Breast  Care  Services 

Scheduled  to  open  in  early  1993,  the  Methodist  Cancer 
Center  will  feature  a comprehensive  breast  cancer 
center.  Services  will  include: 

• breast  ultrasound 

• mammography 

• screening 

• cancer  treatment  planning 

• education 

• needle  localization 

• stereotactic  biopsy 

• fine  needle  aspiration 

• risk  assessment 

• support  groups 

For  more  information  on  these  and  other  services 
from  the  Methodist  Cancer  Center,  please  call  the 
Physician  Priority  line  - 1-800-627-6363. 

A message  from  the  American  Cancer  Society  and  the 
Methodist  Cancer  Center. 


© 

METHODIST 

CANCER  CENTER 

"Special  Touch"  is  a theme  of  a hreast  cancer  program  of  The  American  Cancer  Society. 


Take  a break  from  your  routine.  Leam  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you'll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT 
(913)  491*3701 


ARMY  RESERVE  MEDICINE*  BE  ALL  YOU  CAN  BE 


Stereotactic 

ENDOCURIETHERAPY 

at  Clarkson  hospital 


STEREOTACTIC  ENDOCURIETHERAPY 

Endocurietherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy.  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues.  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital 


= CLARKSON 
HOSPITAL 


Nebraska’s 


Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 


The  Nebraska  Medical  Journal 


EDITOR 

BENJAMIN  R.  GELBER,  M.D. 
Neurological  Surgery 
2221  So.  17th  St.,  Suite  310 
Lincoln,  NE  68502 


VOL.  78  NO.  1 


PRESIDENT'S  PAGE 

"Oh  Boy,  Another  Committee 


II 


D.  J.  Loschen,  M.D. 


EDITORIAL  BOARD 


JANUARY  1993 


1 


James  0 Armitage,  M.D.,  Omaha 
Ronald  L.  Asher,  M.D.,  North  Platte 
Rodney  S.W.  Basler,  M.D.,  Lincoln 
Jehangir  B.  Bastani,  M.D.,  Lincoln 
John  H.  Casey,  M.D.,  Lincoln 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Scott  P.  Liggett,  M.D.,  Lincoln 
Hal  K.  Mardis,  M.D.,  Omaha 
Pradip  K.  Mistry,  M.D.,  Norfolk 
Richard  A.  Morin,  M.D.,  Lincoln 
Walter  J.  O'Donohue,  M.D.,  Omaha 
Timothy  P.  O'Holleran,  M.D.,  No.  Platte 
Joseph  C.  Scott,  Jr.,  M.D.,  Omaha 
Michael  A.  Schmidt,  M.D.,  Lincoln 
Kenton  L.  Shaffer,  M.D.,  Kearney 
David  L.  Smith,  M.D.,  Lincoln 
Joseph  M.  Stavas,  M.D.,  Lincoln 
William  L.  Vosik,  M.D.,  Kearney 
Arthur  Weaver,  M.D.,  Lincoln 
Stuart  P.  Westburg,  M.D.,  Lincoln 
Charles  S.  Wilson,  M.D.,  Lincoln 


ORIGINAL  ARTICLES 

Diagnostic  Features  and  Treatment  of  the 

Askin  Tumor  — Malignant  Small  Cell  Tumor  of  the 

Thoraco-Pulmonary  Region:  A Case  Report 2 

John  F.  Fitzgibbons,  M.D.  Steven  J.  Feldhaus,  M.D. 

Lee  F.  McNamara,  M.D.  Robert  M.  Langdon,  Jr.,  M.D. 

Potential  Health  Consequences  of  Ground-Water 


Contamination  by  Nitrates  in  Nebraska 7 

D.D.  Weisenburger 

Panel  Discussion:  Health  Consequences 11 

D.D.  Weisenburger 

Medicaid  and  Managed  Care  for  Nebraska 
A Draft  Proposal  (or  one  man's  opinion) 13 

Dale  E.  Michels,  M.D. 


SUBSCRIPTION  RATE 

$20.00  Per  Year  U.S. 

$22.00  Per  Year  Foreign  Country 
Single  Copies  - $1.75  Each 


Copyright©  1993  Nebraska  Medical  Associa- 
tion. Information  concerning  reprints  of  the 
articles  in  this  Journal  and  concerning  obtain- 
ing permission  for  the  reproduction  of  any 
portion  of  this  Journal  may  be  obtained  from 
the  Editor. 

The  Nebraska  Medical  Journal  does  not  as- 
sume responsibility  for  statements  made  or 
opinions  expressed  by  the  authors.  Products 
and  services  advertised  are  neither  endorsed 
nor  warranted  by  the  Nebraska  Medical  As- 
sociation. The  Nebraska  Medical  Journal  re- 
serves the  right  to  accept  or  reject  advertising 
copy. 

Published  monthly  and  Second-Class  Postage 
paid  at  Lincoln,  Nebraska  and  at  additional 
mailing  offices  (ISSN  0091-6730). 

Address  all  correspondence  related  to  sub- 
scriptions, advertising  or  address  changes  to 
William  L..  Schellpeper,  Business  Manager, 
233  So.  13th  St.,  Suite  1512,  Lincoln,  Ne- 
braska 68508.  Phone  (402)  474-4472  POST- 
MASTER: Send  address  changes  to  Nebraska 
Medical  Journal,  233  So.  13th  St.,  Suite  1512, 
Lincoln,  Nebraska  68508. 


PERINATAL  PAGE 

Management  of  Rupture  of  the  Fetal  Membranes 16 

Richard  P.  Perkins,  M.D. 

THE  AUXILIARY 

Health  Projects 20 

Debbie  Elson 

COMING  MEETINGS 21 


COVER  PICTURE 

"CRYSTAL  TREE" 

JOHN  C.  YEAKLEY,  M.D. 
Lincoln,  Nebraska 


PHOTOGRAPHERS  & ARTISTS: 

Pictures  wanted  for  front  cover  of  the  Nebraska  Medical  Journal.  Vertical  format  prints  of  subjects 
typical  of  Nebraska  preferred,  but  horizontal  pictures  can  be  modified  as  necessary.  Mail  to  Stuart 
P.  Westburg,  M.D.,  2756  O Street,  Lincoln,  NE  68510. 


January  1993  Nebraska  Medical  Journal  5-A 


YOCON 

YOHIMBINE  HCI 


NATIONAL 

ORGANIZATIONS 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ! is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1'3 
Dosage  and  Administration:  Experimental  dosage  reported  In  treatment  of 
erecti'e  impotence,1'3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr  5 4 mg  in 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 

531 59-001-10 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Gold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
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Glenn  W.  Johnson,  Executive  Director 
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2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
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Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
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Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heilzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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Physicians,  Residents,  and  Medical  Students: 

Do  You  Know  How  to 
Protect  Your  Finances 
Against  HIV? 


FACT> 


HIV  Infection  Puts  You  at 
Financial  as  Well  as  Physical  Risk. 

As  a medical  professional,  you  take  precautions  to  safeguard  yourself  physically  from  the  threat 
of  HIV  infection.  But  have  you  taken  precautions  financially?  1 he  inability  to  earn  an  income 
and  the  depletion  of  your  assets  are  two  hurdles  you  would  have  to  overcome  should  you  become 
infected  with  HIV. 

I1M  il|l|.  Traditional  Insurance  Was  Not  Designed  to 
B ^ Provide  Financial  Protection  Against  HIV  Infection. 

You  may  have  protected  yoursell  with  adequate  amounts  of  life,  health,  and  disability  insurance. 
But  while  each  of  these  coverages  offers  valuable  protection,  none  was  designed  to  protect 
against  the  financial  consequences  of  HIV  infection. 

VIM  A HI.  This  HIV  Indemnity  Plan  is  a 

■ H||  ■ ^ Solution  to  the  Unmet  Need  for  Financial  Protection. 

This  unique  HIV  Indemnity  Plan  plan  pays  a lump-sum  benefit  upon  first-time  diagnosis  of 
HIV  seropositivity,  giving  you  the  help  needed  to  replace  lost  income,  protect  assets,  and  cover 
the  cost  of  HIV  treatment. 

Request  FREE,  no-obligation  information  about  this  HIV  Indemnity  Plan. 

Complete  and  return  the  coupon  below  or  call  the  AMA  Insurance  Agency  toll-free 
at:  1-800-458-5736  today. 


Co-sponsored  by: 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha.  Nebraska. 


OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1993. 

□ YES!  I want  FREE  information  about  how  I can  protect  my  financial 
well-being.  I understand  that  requesting  this  information  places  me 
under  no  obligation. 


Name 


Business/School  Phone 


Address 


Specialty 


Medical  Education  Number 


City 

( 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  O Physician 

□ Resident 

□ Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  GYes  □ No 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT : Councilor  to  be  appointed.  Coun- 
ties: Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor  Sushil  S.  Lacy, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor  Gordon  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Co  [fax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor  Charles  F.  Damico, 
M.D.,  I tastings.  Counties:  Adams, Chase, Dundy, 
Fnuiklin,  Frontier,  Pumas,  Gosper,  I larlan,  I layes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster 

ELEVENTH  DISTRICT:  Councilor  Ronald  I ..  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY 

Adams  

An  tel  ope -Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel .. 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage  

Hall 

Hamilton 

I lolt  & Northwest 

Jefferson 

Keith-Perkins-Ca8e  

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup  Valley  

Saline  

Sarpy  

Saunders  

Sot  >1 1 ■ Bluff 

Seward  

South  Central  

Southeast  Nebr 

Southwest  Nebr 

Washington- Burt 

York 
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Our  reputation  depends  on 
our  exceeding  your 


expectations. 

Your  reputation  depends  on  a strong 
defense. 

Only  the  lawyers  in  our  firm  who 
specialize  in  medical  liability  represent 
doctors  insured  by  The  St.  Paul.  And, 
throughout  Nebraska,  only  the  most 
experienced  law  firms  work  for  you. 

Our  work  is  to  protect  your 
professional  reputation. 

You  expect  your  insurer  to  spare  no 
expense  in  protecting  and  defending 
your  reputation. 

You  will  find  The  St.  Paul's  claim 
representative  understands  the 
complexities  of  your  situation  as  well 
as  your  profession. 

Your  practice  and  your  reputation 
deserve  protection  from  a company 
with  more  than  $12  billion  in  assets. 

Call  your  independent  insurance 
agent  representing  The  St.  Paul. 

Or  call  Robert  Slaughter,  Vice 
President  and  General  Manager  in 
The  St.  Paul's  Omaha  Service  Office 
at  (402)  330-5400  or  1-800-642-8430. 

iStffelll 


Emil  Sodoro,  Sodoro,  Daly  and  Sodoro 


St.  Paul  Fire  and  Marine  Insurance  Company  and  its  property  and  liability  affiliates,  Saint  Paul,  Minnesota  55 1 02 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 
provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 
needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 

For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 


Beefs  New  Lean  Image 


A heart-healthy  diet  does  not  exclude  any  basic  food  group.  Even  individuals  on  a cholesterol-lowering  diet 
ire  not  encouraged  to  severely  curtail  their  intake  of  meat  and  dairy  products;  instead,  they  are  encouraged  to 
lecrease  their  consumption  of  high-fat  options  while  choosing  lean  cuts  of  meat  and  using  low-fat  dairy 
iroducts. 


The  intrinsic  nutritional  value  of  meat  and  dairy  products  is  a compelling  reason  to  keep  these  foods  in  the 
diet.  Beef  for  example,  is  an  important  source  of  protein,  iron,  zinc,  and  other  valuable  nutrients,  many  of 
vhich  are  not  readily  available  from  other  foods  or  food  groups.  A 3 oz  serving  of  beef  can  provide  adults  wit; 
une  half  of  their  total  recommended  daily  intake  of  protein  and  one  third  of  their  total  recommended  daily 
ntake  of  zinc.  Beef  also  is  an  exceptionally  good  source  of  bioavailable  iron.  A high  percentage  of  the  iron  in 
seef  is  in  the  heme  form,  which  is  five  to  ten  times  more  bioavailable  than  the  nonheme  iron  found  in 
nonanimal  foods. 


Changes  in  animal  breeding  and  feeding  practices  as  well  as  changes  in  retail  trimming  of  meat  have  resulted 
in  significant  decreases  in  the  overall  fat  content  of  today's  beef  products.  A recent  study  conducted  in 

cooperation  with  the  USDA  found  that  beef  contains 


Fat/Cholesterol  Comparisons 

Calories 

Fat(g) 

Saturated 
Fatty  Acids  (g) 

Cholesterol 

(mg) 

Beef  Top  Sirloin  Steak, 
broiled 

165 

6.1 

2.4 

76 

Lean  Ground  Beef, 
broiled  medium 

231 

15.7 

6.2 

74 

Pork  Center  Loin  Chop, 
broiled 

165 

6.9 

2.5 

70 

Pork  Blade  Steak, 
broiled 

187 

10.6 

3.6 

80 

Chicken  Breast, 
skinless,  roasted 

140 

3.0 

0.9 

72 

Chicken,  dark  meat, 
skinless,  roasted 

174 

8.3 

2.3 

79 

Salmon,  Sockeye, 
cooked,  dry  heat 

183 

9.3 

1.6 

74 

Sole  (flat  fish), 
cooked,  dry  heat 

99 

1.3 

0.3 

58 

Peanut  Butter 
(1  Tbsp.) 

95 

8.2 

1.4 

0 

Egg  (1  large) 

75 

5.0 

1.6 

213 

Note:  Meat,  Poultry,  Pish  based  on  3-ounce  cooked  portions. 


SOURCES: 

Beef-  USDA  Handbook  8-13,  Revised  May  1990. 

Port  - Nationwide  Survey  of  the  Composition  and  Marketing  of  Pork  Products  at 
Retail,  University  of  Wisconsin-Madison,  1990. 

Chicken  - USDA  Handbook  8-5,  Revised  August  1979. 

Rsb  - USDA  Handbook  8-15.  Revised  September  1987. 

Peanut  Butter-  USDA  Handbook  8-12,  Revised  September  1984. 

Egg  - USDA  Handbook  8,  1989  Supplement. 


about  27%  less  fat  than  it  did  in  the  late  1970s  and 
early  1980s. 

Lean  cuts  of  beef  can  be  included  even  in 
fat-restricted  diets.  Patients  should  be  instructed  to 
eat  up  to  6 oz  of  meat  per  day,  to  choose  lean  cuts 
such  as  round  and  loin  cuts,  and  to  trim  all  visible  fat 
from  the  outside  before  cooking.  They  should 
understand  that  they  can  further  minimize  their 
consumption  of  fat  by  broiling,  grilling,  microwaving 
rack-roasting,  sauteing,  or  stir-frying  meat  without 
added  fat  or  oil.  Following  these  simple  procedures 
will  significantly  reduce  not  only  saturated  fat  and 
cholesterol  but  caloric  intake  as  well. 


Nutrient  Profile  of  Beef* 

% of  total  recommended 

Per  3 oz,  cooked  serving 

dietary  intake** 

Calories 

183 

9% 

Protein 

25g 

56% 

Iron 

2.54  mg 

14% 

Zinc 

5.89  mg 

39% 

Thiamine 

0.08  rag 

5% 

Niacin 

5.31  mg 

18% 

Riboflavin 

0.21  mg 

12% 

Vitamin  B 12 

2.24  mg 

37% 

* Composite  of  trimmed  retail  cuts. 

**  Based  on  2000  calories  a day.  Nutrient  percentages  reflect  the  US 
RDA  nutrient  standards  set  by  the  FDA  for  adults  and  children  aged 
4 or  older.  Source:  USDA  Agriculture  Handbooks. 

Recommend 
Today's  Lean 
Beef 


A Heart-Healthy 
Choice 


Sponsored  by  the 
Nebraska  Beef  Council. 
For  more  information,  call 
1-800-421-5326 


New  Huraulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30?  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premia.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50 

Humulin  50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

‘ Humulin  * 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin)). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791  I B-249343  c 1992  eli  lilly  and  compan 


Grand  Island, 

Nebraska 

■ ■ ■ 

The  Spectrum 
Advantages 

Emergency  Medicine 
Opportunity 

■ Competitive  fees. 

■ Occurrence-based 
malpractice  insurance. 

■ Flexible  schedules. 

Full-service,  139-bed  hospital  with  an  annual  ED  volume 
of  12,000.  Grand  Island,  population  35,000,  is  located 
one  and  a half  hours  west  of  Lincoln.  Wonderful  place 
to  raise  a family  --  excellent  schools,  stable  economy  and 
a variety  of  housing  choices. 

SPECTRUM 

EMERGENCY  CARE 

A member  of  The  ARA  Group 

P.O.  Box  419052,  St.  Louis,  MO  63141 

For  details  call 
Mallarry  Dierkes  at 
1-800-325-3982,  ext.  1029 

AM  A NEWS  NOTES 


MANAGED  COMPETITION 
POSITION  EXPLAINED 

The  AMA  supports  many  aspects  of  man- 
aged competition  in  health  care,  the  AMA  told 
the  Physician  Payment  Review  Commission. 
Lonnie  R.  Bristow,  MD,  vice  chair  of  the  Board 
of  Trustees,  said  this  support  is  contingent  on 
the  creation  of  a level  playing  field  and  a plural- 
istic system.  "Current  legal  constraints  on  physi- 
cians' negotiating  roles  must  be  removed  and 
ERISA  must  be  modified  so  the  same  rules  apply 
to  all  health  plans,"  he  said.  "We  oppose  differ- 
ential treatment  of  managed  care  plans  in  cost 
containment." 

In  the  area  of  physician  training,  Dr.  Bristow 
said  that  although  AMA  believes  that  50%  of 
graduating  physicians  should  plan  careers  in 
primary  care,  "no  quotas  should  be  set  for  the 
percentage  of  graduates  who  enter  primary 
care." 

Improved  financing  for  graduate  medical 
education  should  be  a priority  in  health  system 
reform,  the  AMA  official  said.  Training  a new 


generation  of  primary  care  physicians  will  take 
time,  he  noted,  urging  consideration  for  appro- 
priate incentives  and  re-training  opportunities 
for  physicians  already  in  practice  who  would  be 
interested  in  primary  care. 

★ ★ ★ 

AMA  CONGRATULATES  HHS  NOMINEE 

The  AMA  sent  congratulations  to  President- 
elect Clinton's  nominee  for  Secretary  of  Health 
and  Human  Services,  Donna  Shalala.  "The  AMA 
looks  forward  to  working  with  her  as  America 
reshapes  its  health  care  system.  President-elect 
Clinton  should  be  commended  for  making  an 
excellent  choice,"  the  AMA  said. 

Shalala,  51,  is  chancellor  of  the  University  of 
Wisconsin.  She  formerly  chaired  the  Children's 
Defense  Fund,  served  as  president  of  Hunter 
College  in  New  York  City,  and  was  an  assistant 
housing  secretary  under  President  Jimmy  Carter. 

* Hr  ★ 
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your 

beeper 

the 

weekend 

off. 

You  became  a doctor  to  care  for  people 
and  now  you’re  a slave  to  a beeper.  Get 
back  to  the  kind  of  medicine  you  want 
to  practice  in  the  Air  National  Guard. . 
Yxill  start  as  an  officer,  leam  new  skills, 
travel  to  exotic  locales  and  be  serving 
your  country.  If  you’d  like  to  get  away 
from  your  beeper  for  one  weekend  a 
month  and  two  weeks  a year  call 
1-800-543-5541  today. 


In  Lincoln  Cal b 


SMSgt  Brooks 
473-1145 

Americans  at  their  best 


rrm= 

NATIONAL 

GUARD 


AMA  NOTES 

AMA  CONFERRING  WITH  CLINTON  AIDES 

Continuing  its  activity  with  President-elect 
Clinton's  transition  team,  representatives  of  the 
AMA  provided  recommendations  on  HCFA 
and  Justice  Dept,  issues.  AMA's  Justice  Dept, 
priorities:  negotiating  authority,  antitrust  relief, 
liability  reform  and  ERISA.  The  AMA  recom- 
mended that  HCFA  get  more  inputfrom  practic- 
ing physicians  and  expand  attempts  to  reduce 
the  hassle  factor.  Two  members  of  Clinton's 
health  policy  reform  transition  group,  Bruce 
Fried  and  Charlotte  Hayes,  addressed  an  AMA- 
sponsored  meeting  with  Washington  represen- 
tatives of  national  medical  specialty  societies. 
Fried  urged  medical  organizations  to  offer  rec- 
ommendations for  reform;  he  said  the  Clinton 
proposal  is  still  taking  shape. 

★ ★ ★ 


ADOLESCENTSERVICES  GUIDELINES  ISSUED 

The  AMA  unveiled  its  Guidelines  for  Adoles- 
cent Preventive  Services  Dec.  16.  Developed 
by  the  AMA  and  a scientific  advisory  panel,  they 
provide  a set  of  recommendations  for  deliver- 
ing a complete  package  of  clinical  preventive 
services  to  adolescents. 

AMA  officials  said  the  guidelines  present  a 
major  shift  from  the  treatment  and  rehabilita- 
tion of  existing  health  problems  to  a focus  on 
environmental  and  behavioral  changes  as  a way 
to  improve  health. 

Directed  at  primary-care  providers,  GAPS 
has  recommendations  on  the  timing  and  con- 
tent of  health  services  for  the  age  11-21  bracket, 
including:  screening  for  early  physical,  emo- 
tional and  behavioral  problems;  guidance  for 
adolescents  and  their  parents  to  promote  healthy 
lifestyles  and  avoid  high-risk  behavior;  and  im- 
munization. 

Copies  of  the  guidelines  are  available  from 
the  AMA  Dept,  of  Adolescent  Health,  (312) 
464-5570. 

★ ★ 4r 


AMA  BRIEF 

Warning  labels  should  be  required  on  the 
front  and  back  of  every  cigarette  package  and 
occupy  25%  of  the  total  surface  area  on  each 
side,  the  AMA  said.  In  a letter  to  several  mem- 
bers of  Congress,  the  AMA  also  recommended 
that  the  warnings  be  moved  to  the  top  of 
cigarette  advertisements  and  be  enlarged  to 
25%  of  the  total  space  in  each  advertisement.  In 
a separate  action,  the  AMA  urged  final  approval 
of  an  EPA  document,  "Respiratory  Health  Ef- 
fects of  Passive  Smoking:  Lung  Cancer  and 
Other  Disorders."  The  AMA  said  it  strongly 
endorsed  the  report's  findings. 


Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


<e;ca 
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Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your 


University  of  Nebraska  Medical  Center 
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"Oh  Boy,  Another  Committee" 

D.  J.  LOSCHEN,  M.D. 

President 


On  Thursday,  10  December,  1992,  the  first 
meeting  of  the  Medicare  "Carrier  Advisory  Com- 
mittee" for  Nebraska  met  at  Lincoln.  Mandated 
by  HCFA,  this  was  originally  designed  as  a 
"Physician's  Advisory  Committee".  However, 
more  recent  directives  have  expanded  the 
makeup  of  this  committee  to  include  spokes- 
persons for  all  "providers",  including  limited 
licensed  practitioners  (e.g.,  podiatrists,  chiro- 
practors, etc.)  as  well  as  M.D.s  and  D.O.s.  What 
has  evolved  is  a committee  comprised  of  some 
61  individuals,  including  "providers",  as  noted 
above,  as  well  as  representatives  of  the  PRO, 
hospitals,  "consumers",  Mutual  of  Omaha  and 
Nebraska  Blue  Cross/Blue  Shield,  as  well  as 
congressional  aides. 

The  reason  for  the  preceding  statement  is 
simply  to  serve  notice  not  to  expect  too  much 
from  this  committee.  Anyone  who  has  ever  tried 
to  get  anything  done  from  a committee  knows 
that  the  amount  of  meaningful  accomplish- 
ments is  inversely  proportional  to  the  number  of 
committee  members  (i.e.,  "too  many  cooks 
spoil  the  brew").  There  is  a real  danger  that 
meetings  of  this  committee  will  become  simply 
a "shouting  match"  between  providers  and  the 
carrier  representatives.  What  I suspect  will  hap- 
pen is  that  this  committee  will  become  more  of 
a "one-way"  vehicle  for  the  dissemination  of 
information  to  providers,  rather  than  a "dia- 
logue", whereby  our  grievances  can  be  aired. 

For  this  reason,  I will  be  recommending  to  the 
NMA  Board  of  Directors  that  our  own  Ad-Hoc 
Committee  Re:  Medicare  should  continue  to  be 
functional.  In  the  past  several  years,  this  com- 
mittee has  been  effective  in  promoting  the 
interests  of  Nebraska  physicians  and  their  pa- 
tients, and  a certain  rapport  has  been  estab- 
lished between  the  members  of  this  committee 
and  the  carrier  personnel.  In  my  opinion,  it 
would  be  a mistake  to  interrupt  this  conduit. 

Theoretically,  it  may  be  possible  for  the  Car- 
rier Advisory  Committee  to  address  problems  in 
Medicare  reimbursement  in  this  forum.  How- 
ever, Dr.  Leiker,  Medical  Director  of  the  Kansas 
Blue  Cross/Blue  Shied,  has  stipulated  that,  in 
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order  to  be  included  as  an  agenda  item  for 
meetings  of  this  Committee,  the  item  must  be  of 
a global  nature  (not  limited  to  one  specialty), 
and  must  be  something  that  falls  within  the 
discretion  of  the  carrier  (i.e.,  not  HCFA-man- 
dated).  This  will  substantially  shorten  the  agenda. 

Each  recognized  specialty  is  represented  on 
this  committee,  and  the  names  of  the  respective 
representatives  for  each  specialty  will  be  pub- 
lished in  the  "Pink  Sheet"  (or  you  can  contact  the 
Association  office).  If  you  have  a problem  which 
you  perceive  as  meeting  the  criteria  mentioned 
above,  you  should  contact  your  specialty's  rep- 
resentative on  the  Committee.  He/she  will  con- 
sult with  the  Co-chairholder  of  the  Committee 
and  determine  if  it  can  be  placed  on  the  agenda 
for  discussion.  The  Committee  will  be  meeting 
at  least  quarterly  (next  meeting  is  in  March). 

Any  items  that  NMA  members  would  like  to 
see  addressed  which  might  not  meet  the  criteria 
for  the  "Carrier"  committee  can  still  be  agenda 
itemsforourown  Ad-Hoc  Committee  Re:  Medi- 
care (chaired  by  Dr.  Paul  Collicott).  We  cer- 
tainly cannot  guarantee  that  the  response  we 
get  to  problems  will  be  what  we  would  like.  We 
can,  however,  assure  you  that  your  complaints 
will  be  heard. 

It's  still  the  squeaky  wheel  that  gets  the  grease. 
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THE  differentiation  of  small  round 
cell  tumors  has  long  been  a 
vexing  problem. These  tumors 
include  embryonal  rhabdomyosarcoma,  Ewing's 
sarcoma,  neuroblastoma,  and  malignant  lym- 
phoma. In  1979  Askin  et  al.  added  another 
tumor  that  he  called  a malignant  small  cell 
tumor  of  the  thoracopulmonary  region.1  He 
found  this  lesion  predominantly  in  children  with 
a predilection  for  females.  Askin  described 
twenty  cases  and  felt  that  the  tumor  appeared 
to  originate  in  the  soft  tissues  of  the  chest  wall 
or  the  peripheral  lung,  and  suggested  a neuro- 
epithelial derivation  for  the  tumor. 

In  1986  Linnoila  et  al.  described  fifteen  simi- 
lar tumors  and  considered  the  entity  to  be  a 
peripheral  neuroectodermal  tumor  with  a pos- 
sible origin  in  intercostal  nerves.2 

In  contradistinction  to  Askins'  series,  Linnoila 
and  Lieberman  found  the  lesion  in  young  adults, 
as  did  we,  our  patient  being  twenty-three  years 
of  age.2'3 

Dehner,  in  1986,  stated  that  it  is  strongly 
suggested  on  the  basis  of  ultrastructural  and 
immunohistochemical  findings  that  the  "malig- 
nant small  cell  tumor  of  thoracopulmonary  ori- 
gin" (Askin's  tumor)  is  a peripheral  primitive 
neuroectodermal  tumor.4  He  also  states  that  a 
common  reciprocal  chromosomal  translocation 
(1 1 :22)  has  been  observed  in  Askin's  tumor. 

A new  classification  for  the  differential  diag- 
nosis of  Ewing's  sarcoma  and  malignant  periph- 
eral neuroectodermal  tumor  based  on  conven- 
tional light  microscopic  and  immunohistochemi- 
cal findings  has  been  proposed  by  Schmidt,  et 
al.5  This  classification  is  based  on  the  presence 
of  Homer-Wright  rosettes  and/or  the  expres- 
sion of  at  least  two  neural  markers  for  the 
diagnosis  of  malignant  peripheral  neuro-ecto- 
dermal  tumors. 

Forty-two  cases  of  peripheral  neuroepi- 
thelioma in  which  roughly  one  third  were  tu- 


mors of  the  thoracopulmonary  region  (Askin's 
tumor)  were  reviewed  by  Cavazzana  et  al.6 
They  determined  that  a light  microscopic  pic- 
ture of  a primitive  round  cell  tumor  with  a 
lobular  pattern,  particularly  with  rosettes  present, 
neuron  specific  enolase  and  Beta  II  microglobulin 
positivity  by  immunochemistry,  especially  when 
associated  with  positive  synaptophysin,  and 
supportive  electron  microscopy  is  required  for 
the  diagnosis  of  peripheral  neuroepithelioma. 

CASE  DESCRIPTION 

The  patient  was  a twenty-three  year  old  fe- 
male admitted  with  recent  onset  of  left  anterior 
chest  pain,  musculoskeletal  in  character.  Chest 
x-ray  revealed  a large  mass  originating  from  the 
left  anterolateral  thorax  near  the  lateral  phrenic 
border  and  compressing  the  entire  left  lung. 
Computerized  tomography  confirmed  a large 
pleura-based  non-homogenous  mass  with  cys- 
tic areas  throughout  its  substance  causing  se- 
vere consolidation  of  the  left  lower  lobe. 

Physical  examination  revealed  a well  devel- 
oped, well  nourished  white,  twenty-three  year 
old,  6'2",  190.0  lb.  female,  oriented  and  coop- 
erative. The  vital  signs  were  within  normal  range. 
Significantabnormalities  were  found  in  the  lungs 
where  bilateral  rhonchi  and  diminished  breath 
sounds  were  present  at  the  base  of  the  left  lung. 
Pleuritic  pain  was  also  present  with  deep  inspi- 
ration. Neurological  examination  was  non-con- 
tributory. 

Preoperative  diagnostic  methods  were  un- 
successful in  characterizing  the  mass.  The  pa- 
tient underwent  exploratory  left  posterolateral 
thoracotomy  transecting  both  the  latissimus 
and  serratus  muscles.  The  sixth  rib  was  excised. 
Upon  entering  the  left  plerual  space  a large 
multilobulated  vascular  mass  was  encountered 
extrinsic  to  the  lung  parenchyma  and  attached 
to  the  chest  wall  laterally  by  adhesions.  The 
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surrounding  fibrous  peel  and  adhesions  were 
lysed.  A portion  of  the  dome  of  the  diaphragm, 
approximately  5.0  cm.,  was  resected  en  bloc 
with  the  tumor  as  was  the  anterior  portion  of  the 
sixth  and  fifth  ribs  along  with  intercostal  muscles 
to  ensure  a margin  free  en  bloc  resection.  Lung 
was  not  resected. 

PATHOLOGY 

The  first  surgical  2.5  x 2.5  x 1 .0  cm  specimen 
submitted  was  for  frozen  section  and  was  inter- 
preted as  an  undifferentiated  malignant  tumor, 
possibly  an  embryonal  cell  carcinoma. 

The  definitive  tumor  specimen  was  removed 
from  the  left  chest  wall  in  several  pieces  to- 
gether measuring  28.0  x 19.0  x 4.5  cm.  The 
largest  piece  measured  22.0  x 14.5  x 4.5  cm 
(figure  1).  The  pleural  surface  was  covered  by 
dense  fibrous  tissue  and  the  underside  of  the 
specimen  was  gray  tan,  ragged,  and  friable  with 
areas  of  necrosis  and  hemorrhage.  A 6.0  cm. 
portion  of  rib  was  attached  to  the  surface. 

Microscopically,  the  tumor  was  composed  of 
small  cells  with  large  nuclei,  some  of  which  were 
vesicular.  The  cytoplasm  was  scanty  and  slightly 
basophilic.  These  cells  were  mainly  arranged  in 
sheets,  but  a lobular  pattern  and  rosette-like 
structures  were  found  focally  (figure  2,  A,B,C). 
Some  blood  vessels  showed  cuffing  of  tumor 
cells  around  their  periphery.  Mitotic  figures 
averaged  1/hpf.  Extension  of  the  tumor  into 
small  areas  of  the  bone  and  bone  marrow  was 
noted  in  the  rib. 


Histologic  staining  methods  demonstrated 
small  amount  of  PAS  positive  material  in  the 
tumor  cells  before  diastase  treatment.  After 
diastase  treatment,  none  of  this  material  was 
found  in  the  cells.  The  PTAH  stain  demonstrated 
no  cross  striations  in  the  tumor  cells.  The 
trichrome  stain  was  negative  for  muscle. 

Indirect  immunoperoxidase  technique 
showed  strong  staining  of  the  tumor  cells  with 
MB2  and  focal  staining  with  neuron  specific 
enolase.  No  immunostaining  was  present  for 
leukocyte  common  antigen,  keratin,  SI  00  pro- 
tein, or  neurofilament.  Electron  microscopy  re- 
vealed adherent  polygonal  tumor  cells,  some  of 
which  contained  dense  core  neurosecretory 
type  granules.  These  cells  had  cell  processes 
indicative  of  neuronal  differentiation. 

TREATMENT 

Chemotherapy  for  peripheral  neuroectoder- 
mal tumors  including  malignant  small  cell  tu- 
mors of  the  thoraco-pulmonary  area  (Askin's 
tumor)  has  generally  included  combinations 
used  in  a manner  analogous  to  the  protocols  for 
Ewing's  sarcoma.  Patients  treated  with  the  com- 
bination of  vincristine,  doxorubicin,  cyclophos- 
phamide induction  and  consolidation  have 
shown  an  objective  response  in  most  patients 
treated.  Even  when  combined  with  local  radia- 
tion and  post  radiation  chemotherapy,  how- 
ever, relapses  have  occurred,  particularly  with 
Stage  III  and  Stage  IV  lesions.  Because  responses 
have  been  observed  with  the  combination  of 


FIGURE  1 

Gross  appearance  of  Askin  tumor.  Pleural  surface  is  shown.  The  specimen  measured  22.0  x 14.5  x 5.0  cm. 
It  compressed  but  did  not  invade  the  lung.  Photomicrographs  of  Askin  Tumor. 
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FIGURE  2 


(2a) 

Diffuse  pattern  of  small 
poorly  differentiated 
round  cells  with  scant 
cytoplasm.  The  main 
pattern. 


(2b) 

Lobular  pattern  of 
similar  cells  separated 
by  fibrous  bands. 
Photomicrographs  of 
Askin  Tumor 


(2c) 

Rosette-like  pattern 
occasionally  seen. 
(H&EX100) 
Photomicrographs 
of  Askin  Tumor 
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Ifosfamide  and  VP-1 6 in  patients  who  have  had 
recurrence  after  primary  treatment  with  vin- 
cristine, doxorubicin  and  cyclophosphamide, 
there  are  current  studies  exploring  the  integra- 
tion of  Ifosfamide  and  VP-16  into  the  primary 
treatment  regimen  of  patients  with  peripheral 
neuroectodermal  tumors.  Our  patient  is  cur- 
rently receiving  the  induction  phase  of  vincristine, 
doxorubicin  and  cyclophosphamide  chemo- 
therapy. 

DISCUSSION 

Several  methods  of  differentiating  malignant 
small  cell  tumors  have  been  reported  and  will 
not  be  repeated  here  in  detail.  These  methods 
include  histologic  staining,  immunohistochem- 
istry,  and  electron  microscopy.  A battery  of 
these  tests  helps  in  isolating  these  tumor  types 
and  at  times  suggests  their  origins. 

Malignant  small  cell  tumors  of  the  thora- 
copulmonary  region  appear  to  have  origin  in 
nervous  tissue  and,  as  such,  would  be  related  to 
neuroblastoma.  Neuroblastoma,  of  all  these 
malignant  small  cell  tumors,  closely  resembles 
the  Askin  tumor  by  the  study  methods  men- 
tioned previously.  Linnoila  found  neuron  spe- 
cific enolase  (NSE),  which  is  a marker  for  neural 
elements  and  derivative  tumors  to  be  uniformly 
positive  in  the  Askin  tumor.2  NSE  was  also 
positive  in  neuroblastoma.  Electron  microscopy, 
likewise,  showed  dense  core  (neuroscecretory) 
granules  in  neuroblastoma  and  the  Askin  tumor. 

Monoclonal  antibody  marker  MB2  has  been 
established  as  a "B"  lymphocyte  marker.  Kahn  et 
al.  found  that  it  also  marks  positive  in  B-cell 
lymphomas  and  in  some  cases  of  Ewing's  sar- 
coma. In  addition,  they  found  MB2  positivity  in 
three  of  three  primitive  neuroectodermal  tu- 
mors.7 MB2  was  uniformly  negative  in  their 
studies  on  neuroblastomas. 

These  three  studies,  NSE,  EM,  and  MB2, 
appear  to  be  very  helpful  in  differentiating  the 
Askin  tumor  from  the  other  small  round  cell 
tumors,  especially  neuroblastoma  and  Ewing's 
sarcoma.  The  Askin  tumor  shows  positivity  for 
NSE,  MB2,  and  neurosecretory  granules.  Neu- 
roblastoma is  positive  for  NSE  and  neurosecre- 
tory granules  but  negative  for  MB2.  Ewing's 
sarcoma  demonstrates  positivity  for  MB2  but 
negative  for  neurosecretory  granules  and  NSE. 

SUMMARY 

The  Askin  tumor  is  one  of  a group  of  small 
round  cell  tumors  and  is  found  mainly  in  the 
thoraco-pulmonary  region  of  children  and  young 


adults.  The  treatment  of  the  patient  and  the 
differentiation  of  this  tumor  from  other  small 
round  cell  tumors,  especially  Ewing's  sarcoma 
and  neuroblastoma  by  light  microscopy,  immu- 
nohistochemical  methods,  and  electron  micros- 
copy is  discussed. 
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Comments: 

The  family  of  neoplasms  generally  known  as 
"small  round  cell  tumors"  has  grown  increasingly 
complex  in  recent  years  as  more  sophisticated 
studies  have  been  applied  to  these  lesions. 
These  tumors  share  high  cellularity,  a generally 
diffuse  growth  pattern  and  are  often  seen  in  the 
pediatric  patient  population.  Their  dark  nuclei 
and  scant  cytoplasm  as  seen  on  the  routine  H&E 
stain  has  led  to  the  less  popular  term,  "small  blue 
cell  tumors." 

Although  the  group  of  "SRCT's"  has  tradition- 
ally included  Ewing's  sarcoma,  rhabdomyo-sar- 
coma,  malignant  lymphoma  and  metastatic 
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adrenal  neuroblastoma,  more  recently  described 
entities  such  as  the  "Askin  Tumor"  and  the 
intraabdominal  desmoplastic  small  round  cell 
tumor  have  also  been  included  in  this  generic 
group. 

Rhabdomyosarcoma  and  lymphoma  are 
readily  separated  from  this  group  utilizing  im- 
munocytochemistry.The  remainder  of  the  group 
of  "SRCT's"  are  less  easily  differentiated  by  cur- 
rently available  analytical  methods.  Classical 
neuroblastoma  are  generally  distinctive  mor- 
phologically, ultrastructurally  and  biochemically 
(catacholamine  secretion).  In  addition,  they 
rarely  present  outside  the  sympathetic  chain 
region. 

Within  the  "SRCT's"  a subgroup  exists  which 
share  certain  features  including  the  1 1 :22  chro- 
mosomal translocation.  These  tumors  include 
(among  others)  skeletal  and  extraskeletal  Ewing's 
sarcoma,  paravertebral  small-cell  tumor,  the 


Askin  tumor  and  a group  referred  to  as  "primi- 
tive neuroectodermal  tumors  (PNET)."  Neural 
markers,  as  deterected  by  immunocytochemis- 
try,  are  present  by  definition  in  PNET.  They  have 
also  been  found  in  Askin's  Tumor  and  in  some 
cases  of  skeletal  and  extraskeletal  Ewings  Sar- 
coma. 

Currently,  Askin's  tumor  may  be  regaded  as 
one  example  of  a peripheral  PNET.  The  recently 
described  "intraabdominal  desmoplastic  small 
round-cell  tumor  is  most  likely  distinct  from  this 
group. 

As  more  refined  techniques  become  avail- 
able, it  is  hoped  that  a better  separation  for 
these  lesions  can  be  acheived  perhaps  leading 
to  more  refined  and  consistent  clinical  manage- 
ment. 

John  H.  Casey,  M.D. 

Lincoln,  NE 
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ABSTRACT 

Ground  water  serves  as  the  primary  source  of  drinking  water  for  nearly  all  of  rural  Nebraska.  However,  ground-water 
contamination  by  nitrates,  largely  due  to  the  use  of  fertilizers,  is  an  increasing  problem.  In  an  ecologic  study,  the  author 
found  that  counties  characterized  by  high  fertilizer  usage  and  significant  ground-water  contamination  by  nitrates  also 
had  a high  incidence  of  non-Hodgkin's  lymphoma.  Other  potential  health  effects  of  nitrates  in  drinking  water  are  also 
discussed. 


1.  INTRODUCTION 

GROUND  water  serves  as  the  pri- 
mary domestic  water  supply 
for  approximately  90%  of  the 
rural  population  and  50%  of  the  total  popula- 
tion in  North  America  (Power  and  Schepers, 
1989).  In  Nebraska,  nerly  all  rural  households 
and  84%  of  public  water  supplies  rely  on  ground 
water  to  meet  drinking  water  needs  (Exner  and 
Spalding,  1990).  Surveys  of  large  databases  in 
midwestern  agricultural  states  such  as  Iowa, 
Kansas,  and  South  Dakota  have  shown  that 
25%  or  more  of  private  wells  exceed  the  drink- 
ing-water standard  (1 0 ppm)  for  nitrate-nitrogen 
(Halberg,  1 988).  In  Nebraska,  1 7.5%  of  domes- 
tic wells  and  14.2%  of  public  supply  wells 
exceed  this  standard,  and,  in  some  areas,  the 
levels  of  contamination  are  increasing  at  rates  of 
0.5  to  1.0  ppm  per  year  (Exner  and  Spalding, 
1 990).  In  1 989,  38  community  water  systems  in 
Nebraska  exceeded  the  nitrate  standard.  Con- 
sequently, public  concern  regarding  the  protec- 
tion of  ground  waterfrom  nitrate  contamination 
is  rising. 

An  increased  incidence  and  mortality  due  to 
non-Hodgkin's  lymphoma  (NHL)  has  been  re- 
ported for  certain  areas  of  Nebraska  (Weisen- 
burger,  1985).  Analysis  of  NHL  by  histologic 
type  in  Nebraska  has  also  revealed  an  excess  of 
clinically-aggressive  forms  of  NHL  (Harrington 
et  al.,  1987).  Since  N-nitroso  compounds  are 
known  to  induce  NHL  in  experimental  animals 
(Mirvish  et  al.,  1 987),  we  decided  to  perform  an 
ecologic  study  of  the  relationship  of  NHL  to 
various  agricultural  practices  in  Nebraska. 

2.  METHODS 

All  patients  diagnosed  with  NHL,  age  21 
years  or  older,  and  residing  in  the  66  counties  of 
eastern  Nebraska  were  identified  for  1 984.  The 


cases  were  identified  through  the  Nebraska 
Lymphoma  Study  Group  Registry  with  the  aid  of 
the  Nebraska  Cancer  Registry,  area  hospitals, 
and  practicing  oncologists.  Although  not  an 
ongoing  population-based  registry,  special  pro- 
cedures were  instituted  to  ascertain  all  cases  in 
eastern  Nebraska.  One-hundred  and  fifty-nine 
cases  of  NHL  (77  males,  82  females)  were 
identified.  The  success  of  these  procedures  was 
evidenced  by  the  comparability  of  the  1984 
incidence  rateof  NHL(age>21  years)  in  eastern 
Nebraska  (1  7.6/100,000)  to  the  expected  rate 
(20.5/1 00,000)  based  on  age-standardized  data 
from  the  National  Cancer  Institute-sponsored 
Surveillance,  Epidemiology,  and  End  Results 
Registry  for  1981-1985  (National  Cancer  Insti- 
tute, 1 988). 

The  66  counties  in  eastern  Nebraska  were 
ranked  according  to  various  agricultural  factors 
including  bushels  of  corn  produced,  acres  treated 
with  commercial  fertilizers,  total  pesticides,  in- 
secticides for  insects  on  hay  and  other  crops, 
and  herbicides  for  weeds,  grass,  or  brush  in 
crops  and  pasture.  The  data  on  corn  production 
was  obtained  from  1981  Nebraska  Agricultural 
Statistics  (1 983),  and  1 978  data  on  fertilizerand 
pesticide  use  was  obtained  from  the  United 
States  Census  of  Agriculture  (1982).  The  66 
counties  were  also  ranked  according  to  the 
percentages  of  private,  municipal,  and  other 
water  wells  that  were  contaminated  by  nitrate- 
nitrogen  in  excess  of  10  ppm.  Data  on  nitrate 
contamination  of  well  water  for  1978-79  was 
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obtained  from  the  Nebraska  Department  of 
Health,  and  from  U.S.  Geological  Surveys  of 
Nebraska  (Water  Resources  Data  for  Nebraska, 
1978-1979). 

The  66  counties  were  then  divided  into  three 
groups  based  on  their  rank  with  regard  to  the 
various  agricultural  factors  (low  = 22,  intermedi- 
ate = 21,  high  = 22).  Douglas  County,  a largely 
urban  area  wherein  approximately  30%  of  the 
population  of  the  66  counties  resides,  was 
deleted  from  the  analysis  (47  cases)  because  the 
intent  of  the  study  was  to  examine  the  relation- 
ship of  agricultural  factors  to  the  incidence  of 
NHL  The  age-standardized  incidences  of  NHL 
for  the  low-  and  high-risk  county  groups  with 
regard  to  each  agricultural  factor  were  then 
calculated  and  compared.  For  the  well  water 
analysis,  however,  the  incidence  of  NHL  in  the 
25  counties  with  less  than  10%  of  the  wells 
contaminated  by  nitrates  (>  10  ppm  nitrate- 
nitrogen)  was  compared  to  the  incidence  in  the 
25  counties  with  equal  to  or  greater  than  20% 
of  the  wells  contaminated.  The  95%  confi- 
dence intervals  (Cl)  for  the  differences  between 
the  incidence  rates  were  obtained  by  using  the 
normal  distribution  approximation  to  the  bino- 
mial. 

3 . RESULTS 

The  incidence  of  NHL  in  persons  age  21 
years  or  older  in  the  66  counties  of  eastern 
Nebraska  (17.6/100,000)  was  not  significantly 
different  from  that  expected  (20.5/100,000). 
Also,  the  age-standardized  incidences  of  NHL 
were  not  significantly  increased  in  county  groups 
characterized  by  high  corn  production  or  large 
numbers  of  acres  treated  with  pesticides  of  all 
types,  insecticides,  or  herbicides.  However,  the 
incidence  of  NHL  in  the  county  group  charac- 
terized by  high  commercial  fertilizer  usage  (1 9.5/ 

1 00.000)  was  significantly  greater  than  the  inci- 
dence in  the  county  group  characterized  by  low 
fertilizer  usage  (13.9/100,000;  95%  Cl  = 1.1, 

9.0) .  Similarly,  the  incidence  of  NHL  in  the 
county  group  with  equal  to  or  greater  than  20% 
of  the  water  wells  contaminated  by  nitrates 
(21 .0/1 00,000)  was  significantly  greater  than  in 
the  county  group  with  less  than  10%  contami- 
nated wells  (1 1 .6/1 00,000;  95%  Cl  = 5.9, 1 2.8). 

4.  DISCUSSION 

The  acute  health  effects  of  ground-water 
contamination  by  nitrates  consist  primarily  of 
methemoglobinemia,  either  clinical  or 
subclinical,  occurring  in  infants  undersix  months 
of  age  (Comley,  1945;  Knotek  and  Schmidt, 
1 964).  The  current  drinking-water  standard  for 


nitrate-nitrogen  of  10  ppm  was  set  primarily  to 
prevent  the  occurrence  of  methemoglobinemia 
in  infants.  However,  cases  of  infant  methemo- 
globinemia, some  resulting  in  death,  continue 
to  occur  in  rural  areas  (Grant,  1981;  Johnson  et 
al.,  1987).  Other  health  effects  reported  to  be 
associated  with  nitrate  contamination  of  ground 
water  have  included  hypertension  (Morton, 
1971;  Malberg  et  al.,  1978),  clinical  methemo- 
globinemia in  older  schoolchildren  (Petukhov 
and  Ivanov,  1970),  increased  infant  mortality 
(Super  et  al.,  1981),  and  central  nervous  system 
birth  defects  (Dorsch  et  al.,  1984),  although 
none  of  these  reports  have  been  confirmed  by 
others  (Gelperin  et  al.,  1975;  Arbuckle  et  al., 
1 988).  In  a recent  ecologic  study  in  Nebraska, 
using  data  from  the  Nebraska  Department  of 
Health  Registry  and  comprehensive  groundwa- 
ter data  for  1984-1988,  we  found  no  trend 
toward  higher  rates  of  fetal  death,  infant  death, 
central  nervous  system  birth  defects,  or  all  birth 
defects  with  increasing  levels  of  groundwater 
contamination  by  nitrates  (Weisenburger  et  al., 
unpublished).  Clearly,  the  above  adverse  health 
effects  linked  to  ground-water  contamination 
by  nitrates,  other  than  infant  methemo- 
globinemia, have  not  been  proven.  However, 
the  paucity  of  published  research  on  this  sub- 
ject leads  the  author  to  conclude  that  additional 
studies  are  needed  to  assure  the  public  that 
adverse  health  effects  due  to  nitrates  are  un- 
likely. 

In  adults,  cancers  of  the  stomach,  esophagus, 
nasopharynx,  and  urinary  bladder  have  been 
associated  with  dietary  exposure  to  N-nitroso 
compounds  (Forman,  1987;  Preussmann  and 
Tricker,  1988;  Forman,  1989),  and  children  ex- 
posed to  N-nitroso  compounds  are  reported  to 
have  an  increased  risk  of  brain  tumors  (Preston- 
Martinetal.,  1 982).  Although  nitrate  perse  does 
not  appear  to  present  a cancer  risk,  it  acts  as  a 
precursor  to  nitrite  which  forms  via  bacterial 
reduction  in  the  saliva,  atrophic  stomach,  or 
infected  urinary  bladder.  Nitrite  then  reacts  with 
nitrosatable  substrates,  either  directly  or  indi- 
rectly (again  via  bacteria),  to  produce  N-nitroso 
compounds  which  are  potent  carcinogens  in 
experimental  animals  (Preussmann  and  Tricker, 
1988;  Forman,  1989).  Persons  drinking  water 
with  10  ppm  nitrate-nitrogen  have  a two-fold 
increased  daily  intake  of  nitrate  when  com- 
pared to  those  drinking  nitrate-free  water,  and  at 
20  ppm  the  daily  intake  of  nitrate  increases 
approximately  three-fold  (Moller  et  al.,  1 989a). 
At  higher  levels  of  contamination,  drinking  wa- 
ter contributes  over  80%  of  the  dietary  nitrate 
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intake  (Chilvers  et  al.,  1 984;  Moller  et  al.,  1 989a). 
In  a recent  study  of  a Danish  rural  population, 
Moller  et  al.  (1989b)  showed  that  increased 
endogenous  nitrosation  is  strongly  associated 
with  increased  nitrate  intake  in  drinking  water 
and  diet.  These  findings  suggest  that  increased 
nitrate  intake  in  drinking  water  may  increase  the 
risk  of  cancer,  although  epidemiologic  studies 
of  this  subject  are  controversial  (Forman,  1 987; 
Preussmann  and  Tricker,  1 988;  Forman,  1 989). 

In  our  ecologic  correlational  study,  we  found 
a significantly  increased  incidence  of  non- 
Hodgkin's  lymphoma  (NHL)  in  Nebraska  coun- 
ties with  20%  or  more  of  the  wells  contami- 
nated by  nitrates  in  excess  of  10  ppm  nitrate- 
nitrogen.  This  finding  is  further  supported  by  a 
similar  correlation  with  fertilizer  usage  by  county, 
whereas  pesticide  usage  and  corn  production 
did  not  correlate  with  the  occurrence  of  NHL. 
In  a recent  study  in  Iowa  (Isacson,  1 988),  a 60% 
increased  risk  of  NHL  was  found  in  small  com- 
munities (less  than  1000  persons)  with  nitrate 
contamination  of  drinking  water  in  excess  of  5 
ppm  nitrate-nitrogen.  Increased  nitrate  excre- 
tion in  the  urine  has  also  been  shown  to  have  a 
significant  positive  correlation  with  the  risk  for 
leukemia  (Chen  et  al.,  1989).  In  experimental 
animals,  N-nitroso  compounds  are  known  to  be 
potent  inducers  of  NHL  and  leukemia  (Mirvish 
et  al.,  1 987).  These  findings  suggest  that  NHL, 
and  possibly  leukemia,  should  be  added  to  the 
list  of  cancers  which  may  possibly  be  induced 
by  N-nitroso  compounds. 

Since  small  amounts  of  pesticides,  most  com- 
monly atrazine,  are  often  found  in  midwestem 
ground  water  contaminated  by  nitrates,  the 
possibility  that  N-nitroso  pesticides  contribute 
to  an  increased  cancer  risk  should  be  consid- 
ered (Eisenbrand  et  al.,  1 975).  In  the  laboratory, 
we  have  synthesized  N-nitrosoatrazine  and 
found  it  to  be  readily  formed  from  atrazine  and 
nitrite  at  acid  pH  (Weisenburger  et  al.,  1987). 
N-nitrosoatrazine  is  a mutagen  in  the  Ames  test 
and  a strong  mutagen  in  the  Chinese  hamster 
V-79  assay,  producing  revertants  3.4  times  the 
dimethylnitrosamine  control  (Weisenburger  et 
al.,  1 988).  Atrazine  was  not  found  to  be  muta- 
genic in  either  system  (Weisenburger  et  al., 
1 988),  although  it  has  been  reported  to  induce 
breast  tumors  in  laboratory  animals  (Ciba-Ceigy 
Corporation,  personal  communication).  Prelimi- 
nary tests  in  our  laboratory  failed  to  demon- 
strate that  either  atrazine  or  N-nitrosoatrazine 
are  carcinogenic  (Weisenburger  et  al.,  1990), 
but  the  tests  were  suboptimal  and  further  stud- 
ies are  necessary. 


Alternatively,  elevated  nitrate  levels  in  ground 
water  may  just  be  a geographic  marker  of  other 
agricultural  activities  which  are  causal  for  NHL. 
For  example,  intense  exposure  of  farmers  to 
certain  pesticides  has  recently  been  linked  to  an 
increased  risk  of  NHL  (Hoar  et  al.,  1986;  Hoar 
Zahm  et  al.,  1 990).  Clearly,  correlational  studies 
such  as  this  one  do  not  prove  causality.  How- 
ever, such  studies  are  useful  for  generating 
hypotheses  that  require  further  investigation. 
Confirmation  of  our  findings  by  others  will  be 
necessary  before  any  conclusions  can  be  drawn. 
Epidemiologic  case-control  studies  evaluating 
nitrate  intake  in  diet  and  drinking  water,  indi- 
vidual nitrosation  potential,  and  other  ground- 
water  contaminants  and  potential  confounding 
variables  are  clearly  needed.  However,  it  would 
be  prudent  to  minimize  the  intake  of  nitrates  at 
the  present  time  to  prevent  any  potential  long- 
term health  effects.  Currently,  there  is  insuffi- 
cient evidence  to  permit  raising  the  drinking- 
water  standard  above  10  ppm  nitrate-nitrogen, 
whereas  there  are  some  indications  that  the 
standard  provides  the  necessary  safety  factor  to 
prevent  most  acute  and  chronic  health  effects 
of  ground-water  contamination.  Any  decision 
to  change  the  standard  must  await  the  results  of 
further  research. 
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Panel  Consensus  on  Potential  Health 

Consequences  of  Elevated  Nitrate  Levels 

The  panel  reached  the  following  consensus 
on  the  potential  health  consequences  of  el- 
evated nitrate  levels  in  drinking  water: 

1.  Currently,  methemoglobinemia  in  infants 
under  six  months  of  age  is  the  only  illness  which 
is  clearly  caused  by  the  intake  of  drinking  water 
with  elevated  nitrate  levels.  The  current  stan- 
dard of  1 0 ppm  nitrate-nitrogen  (45  ppm  nitro- 
gen) was  set  to  prevent  the  occurrence  of 
infant  methemoglobinemia  and  provides  a rea- 
sonable margin  of  safety  to  do  so. 

2.  Many  N-nitroso  compounds  are  potent 
carcinogens  in  experimental  animals.  Increas- 
ing nitrite  intake  in  animal  studies  results  in 
increased  endogenous  formation  of  carcino- 
genic nitrosamines  in  proportion  to  the  square 
of  the  nitrite  concentration,  whereas  nitro- 
samide  formation  is  proportional  simply  to  the 
nitrite  concentration. 

3.  In  humans,  the  nitrosoproline  test  has  dem- 
onstrated that  increasing  levels  of  nitrate  intake 
in  drinking  water  lead  to  increased  endo- 
genous nitrosation  with  the  increased  forma- 
tion of  the  noncarcinogenic  nitrosamine,  nitro- 
soproline, which  is  excreted  in  the  urine.  There 
is  no  apparent  threshold  for  this  reaction. 

4.  Persons  who  drink  water  with  10  ppm 
nitrate-nitrogen  have  twice  the  nitrate  intake  of 
those  drinking  nitrate-free  water;  at  20  ppm, 
daily  nitrate  intake  increases  approximately 
three-fold.  At  levels  above  20  ppm,  drinking 
water  contributes  over  80%  of  the  dietary 
nitrate  intake. 

5.  Conclusive  proof  of  a carcinogenic  effect 
in  humans  of  nitrate  or  N-nitroso  compounds  is 
currently  lacking.  The  results  of  epidemiologic 
studies  are  contradictory  and  inconclusive,  with 
many  of  the  studies  being  flawed  and  inad- 
equate. The  majority  of  evidence  by  which 


nitrate  exposure  has  been  associated  with  an 
increased  cancer  risk  is  derived  from  correla- 
tional studies  which,  by  their  nature,  provide 
only  weak  evidence.  Therefore,  such  evidence 
should  not  be  used  to  establish  a cause  and 
effect  relationship. 

6.  At  the  present  time,  nitrate  exposure  in 
drinking  water  cannot  be  implicated  or  ex- 
cluded as  a causative  factor  for  certain  types  of 
cancer.  Currently,  risk  estimates  for  given 
nitrate  intake  levels  cannot  be  reliably  calcu- 
lated, nor  can  an  absolute  safety  standard  be 
established.  However,  reduction  of  the  current 
standard  for  nitrate-nitrogen  in  drinking  water 
(10  ppm)  is  unlikely  to  significantly  diminish 
any  potential  cancer  risks.  Therefore,  no 
changes  in  the  current  standard  should  be 
made  until  more  conclusive  evidence  of  ad- 
verse health  effects  is  forthcoming. 

Panel  Recommendations 

The  following  recommendations  were  put 
forward: 

1.  Since  the  formation  of  N-nitroso  com- 
pounds in  humans  is  a complex  process,  addi- 
tional basic  research  to  determine  the  impor- 
tance of  the  various  biologic  variables  is  needed 
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(i.e.,  available  dietary  substrates  for  nitrosation, 
gastric  pH,  gastric  volume  and  emptying  time, 
vitamin  C and  other  modifiers,  bacterial  flora, 
identification  and  carcinogenicity  of  N-nitroso 
compounds  formed,  etc.). 

2.  Well-designed,  individual-based  epide- 
miologic studies  of  the  case-control  or  cohort 
types  are  needed.  If  possible,  such  studies 
should  include  information  about  total  nitrate 
and  ascorbate  intakes,  and  should  incorporate 
the  use  of  biologic  markers  of  exposure  (i.e., 
24-hr  nitrate  excretion,  nitrosoproline  test,  car- 
cinogenic N-nitroso  compounds,  DNA  adducts 
in  urine,  etc.). 

3.  Specific  population  subgroups  that  are 
potentially  at  increased  risk  for  the  develop- 
ment of  cancers  associated  with  N-nitroso 
compounds  should  be  identified  and  studied 
(i.e.,  those  with  chronic  gastritis,  achlorhydria, 
partial  gastric  resection,  chronic  esophagitis  or 


chronic  urinary  tract  infection,  those  taking 
drugs  that  decrease  gastric  acidity,  smokers, 
etc). 

4.  Research  should  also  be  directed  at  poten- 
tial health  effects  other  than  cancer  which  have 
been  identified  in  the  medical  literature  (i.e., 
increased  infant  mortality,  birth  defects, 
methemoglobinemia  in  older  children,  hyper- 
tension, etc.). 

5.  Significant  funds  should  be  allocated  to 
support  the  research  needed  to  answer  the 
many  questions  about  the  potential  health  con- 
sequences of  excessive  nitrate  intake. 

6.  Because  of  many  uncertainties,  it  remains 
prudentto  limit  theamount  of  nitrate  in  drinking 
water  to  the  current  standard.  The  agricultural 
community  should  be  encouraged  to  develop 
innovative  strategies  to  prevent  contamination 
of  ground  water  by  nitrate  in  the  future. 
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ORIGINAL  ARTICLE 


Medicaid  And  Managed  Care  For  Nebraska 
A Draft  Proposal  (or  one  man's  opinion) 

DALE  E.  MICHELS,  M.D. 


INTRODUCTION 

IN  order  to  control  costs  of  the 
Medicaid  program  in  the  State 
of  Nebraska  one  of  the  propos- 
als has  been  to  develop  a managed  or  perhaps 
in  some  cases  an  organized  care  system  for 
citizens  who  must  use  the  Medicaid  system  for 
payment  of  their  medical  expenses.  This  is  a 
draft  of  a proposal  which  may  be  modified  and 
changed  but  which  may  serve  as  a skeletal 
framework  for  a managed  care  system. 

Dealing  with  the  marked  diversity  of  the 
Nebraska  geography,  the  varying  population 
densities,  the  large  number  of  aged,  and  the 
already  existing  working  programs,  I would 
propose  that  we  look  at  six  different  popula- 
tions and  geographies  and  deal  with  each  indi- 
vidually. When  pulled  together,  I believe  we  can 
make  a workable  organized  system  to  manage 
this  health  care  situation.  The  purpose  of  the 
program  is  to  provide  a logical,  consistent 
method  of  delivering  medical  care.  Although 
money  will  be  saved  by  coordination  of  care, 
the  purpose  of  the  program  is  to  help  manage  or 
coordinate  and  thereby  improve  the  already 
high  quality  of  care  provided  to  Nebraskans. 

CLASSIFICATION 

I propose  that  we  look  at  the  aged,  non- 
institutionalized  mental  health  patients,  the  hos- 
pitalized, the  outpatient  population  group  of 
Omaha  (Douglas,  Sarpy,  Cass  and  Washington 
Counties),  Lincoln  (Lancaster  County)  and  the 
rest  of  Nebraska  (rural,  out-state).  Each  of  these 
groups  can  be  identified  with  specific  needs, 
problems  and,  therefore,  solutions.  We  will  deal 
with  each  group  as  a unit. 

OUTPATIENT  CARE 

Managed  care  for  a largely  rural  area  pre- 
sents many  dilemmas.  Scarcity  of  physicians, 
long  travel  distances  and  few  ancillary  support 
services  all  make  the  idea  of  a "system"  imprac- 
tical. With  the  exception  of  a few  areas  in  the 
rural  part  of  Nebraska  (Grand  Island,  Hastings, 


Kearney,  Norfolk,  North  Platte,  and  Scottsbluff) 
where  subspecialty  physicians  practice,  medi- 
cal care  is  already  managed.  Patients  have  a 
pediatrician,  family  physician  or  internist  as  "their" 
doctor.  They  receive  their  care  from  that  physi- 
cian and,  if  indicated,  are  seeing  consultants  on 
the  basis  of  the  primary  care  physician's  request. 
The  primary  care  doctor  manages  their  care  in 
a very  practical  way.  Even  if  after  hours  care  or 
emergencies  occur,  it  is  most  often  the  primary 
care  doctor  or  designee  (such  as  a P.A.)  who 
sees  the  patient. 

I would  propose  that  this  care  be  organized 
in  the  following  way.  Each  Medicaid  recipient 
would  identify  the  primary  care  physician  in- 
volved in  their  care  and  that  individual  would  be 
their  doctor.  This  physician  would  take  care  of 
all  their  medical  needs  and  would  bill  Medicaid 
on  the  basis  of  the  RBRVS. 

In  addition,  the  primary  care  doctor  would 
receive  $3.00  per  month  as  case  manager  for 
that  patient  whether  that  patient  utilized  ser- 
vices or  not.  The  primary  care  physician  would 
agree  to  be  available  (personally  or  by  desig- 
nee) at  all  times  for  the  patient,  arrange  for  and 
authorize  medical  consultation  where  indicated, 
hospitalize  and  care  for  the  patient  if  indicated, 
and  provide  continuity  of  care  for  the  patient. 
Subspecialty  care,  emergency  room  care  (ex- 
cept for  life-threatening  emergencies  or  trauma) 
would  not  be  paid  unless  authorized  by  the 
primary  care  physician.  Mental  health  needs  of 
the  patient  would  also  require  coordination  and 
will  be  covered  later. 

The  Lincoln/Lancaster  County  area  is  treated 
separately  in  this  proposal  because  of  the  unique 
relationship  of  the  primary  care  physicians  of 
the  Lancaster  County  Medical  Society  and  the 
Lincoln  Lancaster  County  Health  Department 
(LLCHD).  The  LLCHD  currently  coordinates 
transportation  services,  helps  place  patients  with 
physicians,  follows  patients  who  are  non-com- 
pliant,  provides  home  health  care,  and  works 
with  the  Medicaid  population  and  physicians  in 
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providing  case  management.  Case  management 
fees  will  be  $2.00  per  month  for  primary  care 
physicians  and  $1 .00  per  month  for  the  LLCHD 
role  in  coordination  of  care. 

Because  of  the  larger  concentration  of  Med- 
icaid patients  in  the  urban  areas,  each  physician 
will  receive  case  management  fees  for  a maxi- 
mum of  750  patients.  Case  management  will  be 
unchanged  other  than  more  choices  exist  for 
primary  care  physicians.  Each  Medicaid  patient 
will  choose  a primary  care  doctor  or  have  one 
assigned  on  rotational  call  by  the  LLCHD.  Fee 
for  service  will  use  the  RBRVS  at  the  same  rate 
as  in  the  rest  of  the  state  and  case  management 
will  be  the  same.  Emergency  room  services, 
except  life-threatening  and  trauma,  will  require 
prior  approval  for  exam  and  all  lab  or  x-ray. 

Metropolitan  Omaha  Medicaid  clients  would 
use  the  same  system  and  RBRVS  payment  sys- 
tem. Currently,  much  of  the  primary  and  sub- 
specialty care  is  provided  by  the  University  of 
Nebraska  and  Creighton  University.  Case  man- 
agement fees  would  be  limited  to  2,500  pa- 
tients per  institution.  Any  other  case  manage- 
ment organization  (such  as  an  HMO,  or  PPO) 
would  be  eligible  for  the  same  case  manage- 
ment fees  but  would  be  limited  to  a maximum 
case  management  fee  for  7,500  patients. 

Pharmacy  services  are  an  important  cost 
factor  and  also  an  important  part  of  managing 
the  care  of  the  patient.  Each  patient  would 
choose  a pharmacy  who  would  keep  a list  of  all 
the  patients  medications  and  evaluate  for  pos- 
sible drug  interactions  or  iatrogenic  complica- 
tions. Since  pharmacies  are  not  always  open  24 
hours  a day,  emergency  rooms,  or  pharmacies 
with  24  hour  services  will  receive  a $2.00  per 
prescription  fee  to  communicate  the  following 
business  day  to  the  primary  care  pharmacy  to 
keep  records  updated.  If  an  outpatient  prescrip- 
tion could  use  an  over  the  counter  medication 
for  less  cost,  the  pharmacist  will  use  the  OTC 
medicine  with  the  patients  paying  a $4.00  charge 
and  the  balance  being  billed  to  the  DSS. 

HOSPITALIZED  PATIENTS 

Hospitalized  patients  would  remain  under 
the  care  of  the  primary  care  physician  who 
would  call  in  consultants  as  needed  to  provide 
sub-specialty  care.  Pre-admission  notification  of 
non-emergency  admissions  would  be  required. 
Sub-specialists  seeing  patients  as  outpatients 
and  feeling  that  the  patient  needed  hospitaliza- 
tion and/or  surgery  would  have  to  have  that 


procedure  arranged  for  by  the  primary  care 
doctor.  Hospitals  would  be  reimbursed  on  the 
basis  of  a DRG  for  the  related  diagnosis  and 
such  fees  would  be  all  inclusive.  Outpatient 
procedures  would  also  be  reimbursed  on  the 
basis  of  a DRG  assignment  for  the  procedure 
involved.  Radiology,  pathology,  laboratory  and 
anesthesiology  services  would  be  included  in 
the  DRG  payment.  Services  provided  by  these 
specialties  would  be  exempt  from  the  require- 
ment for  prior  authorization  since  they  are  used 
as  consultants  as  an  automatic  part  of  the 
hospitalization. 

Where  no  DRG  exists,  as  in  the  case  of  some 
outpatient  procedures,  the  DSS  would  use  the 
80th  percentile  of  charges  over  the  past  24 
months  in  all  hospitals  submitting  that  diagnosis 
code/CPT  code.  For  patients  transferred  be- 
tween hospitals,  the  DRG  payment  would  be 
split  on  the  basis  of  the  percentage  of  days  the 
patient  spends  at  that  institution. 

MENTAL  HEALTH 

Mental  health  benefits  and  mental  health 
care  in  a state  rural  and  sparsely  populated 
areas  presents  special  challenges  for  patients 
and  providers.  Coordination  of  care  is  impor- 
tant for  the  patient  as  well  as  preventing  over- 
utilization of  services.  Primary  care  physicians 
would  authorize  psychologists,  psychiatric  so- 
cial workers,  psychiatric  nurses  and  counselors 
to  see  patients  for  up  to  90  days  or  thirteen 
weekly  visits.  Each  of  the  individuals  doing 
counselling  would  have  to  be  licensed  to  pro- 
vide independent  services  or  function  as  a part 
of  a community  mental  health  center.  Commu- 
nication between  the  counselor  and  the  pri- 
mary care  physician  would  have  to  occur  at  the 
end  of  each  thirty  day  period  for  further  autho- 
rization to  occur. 

Many  psychiatric  problems,  because  of  their 
nature,  cannot  be  squeezed  into  a 90  day 
"mold".  For  those  ongoing  problems,  or  chronic 
problems  felt  to  need  a longer  period  of  coun- 
selling, consultation  with  a psychiatrist  would 
be  required.  The  psychiatrist  would  be  fur- 
nished with  all  information  from  the  counselor 
and  primary  care  physician  as  to  the  nature  of 
the  problem,  counselling  received,  medications 
used  and  other  material  pertinent  to  the  pa- 
tients care.  The  psychiatrist  could  then  make 
recommendations  as  to  the  need  for  more 
specialized  care,  ongoing  counselling,  suggested 
medication  changes  and  the  time  frame  at  which 
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further  assessment  by  the  psychiatrist  would  be 
indicated  for  further  approval  of  care. 

If  care  would  be  expected  to  be  needed  for 
longer  than  12  months,  a psychiatrist  with  no 
financial  relationship  with  the  primary  care  phy- 
sician, counselor  or  psychiatrist  would  be  asked 
to  review  the  records  and  interview  the  patient 
to  document  the  need  for  further  care. 

If  long-term  hospitalization  for  a psychiatric 
problem  is  indicated,  care  for  that  patient  will  be 
transferred  to  the  DPI  for  regional  center 
hospitaltization. 

THE  AGED 

Medicaid  funding  for  the  aged  continues  to 
climb  and  use  a larger  and  larger  share  of  the 
Medicaid  budget.  Institutionalized  aged  are  a 
major  cost  to  the  program  and  to  society.  In 
order  to  control  costs,  each  nursing  home  would 
receive  a global  fee  for  providing  care  to  a 
patient  for  a month.  Included  in  providing  that 
care  would  be  all  physical,  occupational,  speech 
therapy  and  pharmacy  services.  Facilities  ca- 
pable of  providing  a higher  level  of  service  (such 
as  IV  therapy,  or  respiratory  therapy)  which 
would  allow  a patient  to  remain  in  the  facility 
rather  than  require  hospitalization  for  an  acute 
illness  would  receive  a 50%  daily  surcharge  for 
the  period  of  time  the  patient  needed  those 
services. 

For  facilities  with  adequate  staffing  and  where 
no  county  health  department  exists,  home  health 
care  could  be  provided  for  patients  whose 
ability  to  remain  in  their  own  homes  was  contin- 
gent upon  receiving  daily  nursing  care  or  other 
therapies.  The  nursing  facility  (or  a primary  care 
physician's  office  if  able  to  provide  that  level  of 
care)  would  receive  reimbursement  at  the  level 
of  50%  of  the  cost  of  a day  in  the  facility. 


Specialized  coding  would  be  developed  to  re- 
flect the  provision  of  those  services  and  would 
be  billed  on  a monthly  basis.  The  care  provided 
would  include  bath  care,  nursing  care  by  a R.N. 
or  L.P.N.,  and  medication  set-up  and  administra- 
tion. 

FUNDING 

No  managed  or  organized  care  system,  no 
matter  how  effective  or  efficient  will  work  with- 
out adequate  funding.  The  DSS  must  be  pre- 
pared to  fund  each  area  in  a manner  to  minimize 
cost  shifting  and  make  the  program  financially 
viable.  I would  propose  that  each  broad  area  be 
considered  forfunding  as  an  "independent"  unit. 
Based  on  the  past  years  experience  a budget 
would  be  set  for  each  area.  A conversion  factor 
for  day  of  care,  RBRVS  unit,  DRG  unit  or  coun- 
selling session  would  be  set  at  the  beginning  of 
each  fiscal  year.  The  only  change  in  that  budget 
will  be  the  change  based  on  the  number  of 
eligible  recipients  in  that  unit.  Higher  than  ex- 
pected utilization  by  the  same  number  of  recipi- 
ents will  result  in  a decrease  of  the  conversion 
factor.  At  the  same  time,  lower  than  expected 
utilization  will  result  in  an  increase  in  the  conver- 
sion factor  in  that  area. 

DSS  data  processing  will  process  and  moni- 
tor utilization  rate  of  services  for  patients  and 
physicians  and  providers.  Utilization  rates  that 
are  higher  than  expected  by  either  a physician 
ora  group  of  physicians  will  result  in  DSS  review 
of  utilization.  Medical  documentation  of  illness, 
will  result  in  no  further  action.  If  documentation 
is  lacking  or  frequency  of  visit  or  service  is 
suspect,  ongoing  review  will  occur.  Patient  over- 
utilization will  also  be  monitored  and  any  pat- 
tern suspicious  for  patient  abuse  will  be  referred 
to  the  caseworker  for  monitoring  and  disciplin- 
ary action  up  to  and  including  expulsion  from 
the  Medicaid  system. 
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The  Principles 

THE  fundamental  problem  pre- 
sented with  preterm  rupture 
of  membranes  is  the  weigh- 
ing of  the  risks  of  prolonging  gestation  versus 
the  hazards  of  preterm  birth.  Since  both  options 
ultimately  involve  morbidity  and  mortality  of  a 
somewhat  similar  magnitude  and  frequency, 
one  could  argue  that  the  choices  are  roughly 
equal  and  that  the  deciding  factors  should 
involve  other  considerations.  Ignoring  for  a 
moment  the  comparative  appeal  of  doing  some- 
thing versus  not  doing  something,  we  will  move 
on  to  consider  options. 

Why  Wait? 

Preterm  birth  is  associated  with  a risk  of 
adverse  outcome  to  eyes,  lungs,  CNS  and  other 
systems.  Though  advances  in  exogenous  sur- 
factant therapy  have  greatly  reduced  morbidity 
from  lung  immaturity  and  related  supportive 
care,  there  is  no  substitute  for  natural  organ 
maturity  achieved  through  the  orderly  and  mea- 
sured pace  of  normal  growth  and  development; 
nor  are  there  guarantees  that  other  complica- 
tions such  as  necrotizing  enterocolitis,  persis- 
tent patent  ductus,  and  (above  all)  intracranial 
hemorrhage  can  be  reliably  circumvented  by 
intratracheal  pharmacotherapy. 

In  addition  to  the  above  considerations,  the 
hasty  resort  to  labor  induction  can  often  lead  to 
a prolonged  and  avoidably  difficult  labor  expe- 
rience for  mother  and  baby.  One  should  con- 
sider that  a long  labor  is  as  likely  to  result  in 
ultimate  fetal  infection  as  a course  of  expectant 
management,  while  at  the  same  time  denying 
the  child  the  benefits  of  more  time  in  its  more 
appropriate  environment. 

Careful  assessment  of  aggressive  interven- 
tionist strategies  yields  the  inescapable  conclu- 
sion that  the  needs  being  served  are  often  those 
of  the  anxious  provider.  Risk  principles  and 
statistics  cited  to  support  intervention  are  pre- 


dominantly those  of  another  era  and  often 
another  population  than  ones  own. 

One  should  resist  the  temptation  to  try  to 
formulate  management  schemes  which  are  to- 
tally free  of  risk  or  mishap;  none  exist.  Sepsis, 
especially  with  organisms  unanticipated  or 
unbeatable,  is  very  uncommon.  Most  serious 
infections,  though  rare,  begin  early,  too  early  to 
avoid  with  certainty,  and  suggest  prerupture 
fetal  colonization  in  many  such  cases.  When 
later  sepsis  does  occur,  it  is  usually  benign  and 
the  organism  is  eradicated  without  residual 
injury  (by  our  best  present  estimates)  if  diag- 
nosed and  treated  early.  Preventive  therapy 
against  Croup  B beta-hemolytic  streptococcus 
is  successful  in  the  overwhelming  majority  of 
cases  through  simply  looking  for  it  on  admission 
and  instituting  coverage  with  the  correct  agent 
if  it  is  found.  Perhaps  active  avoidance  of 
ancillary  treatments  with  agents  potentially  com- 
promising fetal-neonatal  immunologic  compe- 
tence (such  as  corticosteroids  or  promethazine) 
may  play  a further  helpful  role. 

Why  Intervene? 

Malpresentation  and  the  risk  of  cord  prolapse 
deserves  some  consideration  in  planning  imme- 
diate care.  A fetus  in  an  unstable  lie  over  a 
dilated  cervix  looming  hazardously  at  the  outlet 
may  well  represent  a risk  too  great  to  endure, 
except  under  the  most  rigorous  of  continuously 
monitored  conditions  and  the  highest  level  of 
preparedness  for  immediate  intervention  in  the 
event  of  crisis.  The  ability  to  provide  such 
support,  however,  may  render  even  this  circum- 
stance endurable  if  the  time  gained  may  have  a 
substantial  influence  upon  expected  outcome. 
The  severely  threatened  gestational  window  of 
24-27  weeks  may  represent  such  a time. 

Steroids? 

The  role  of  corticosteroids  in  assisting  fetal- 
neonatal  welfare  when  rupture  of  membranes 
has  occurred  is  as  yet  unsettled  in  the  literature. 
Though  the  majority  of  studies  reflect  no  appar- 
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ent  benefit  to  their  administration,  many  provid- 
ers will  include  this  therapy  in  the  regimen  for 
their  patients,  usually  citing  as  justification  that 
such  treatment  will  likely  do  no  harm  or  that  it 
might  possibly  offer  some  benefit.  These  philoso- 
phies might  be  described  as  homeopathic  or 
hopeful.  It  would  be  our  posture,  though 
probably  no  more  defensible,  that  since  the 
potential  risks  of  such  treatment,  though  small, 
are  of  an  equal  order  of  magnitude  to  the 
anticipated  benefits,  to  choose  not  to  do  some- 
thing is  as  ethical  and  (perhaps  coincidentally) 
medically  appropriate  as  to  do.  The  area  is  a 
legitimately  unsettled  one  in  which  convincing 
support  for  either  view  is  frustratingly  elusive. 
Inaction  is  perceived  as  inattention.  Doing  is 
seductive  but  self-illusory. 

What  Role  of  Gestational  Age? 

More  heated  an  area  of  controversy  but  no 
more  factually  solidified  is  that  of  the  appropri- 
ate handling  of  rupture  at  or  beyond  34  weeks. 
Risk-benefit  analysis  inevitably  revolves,  again, 
around  infection  vs.  prematurity.  Less  frequently 
appreciated  is  the  issue  of  inducibility,  with 
jeopardy  of  failure  and  cesarean  birth  upon 
maternal  welfare  puerperally.  In  the  modern  era 
of  prostaglandin  vaginal  applications,  there  has 
slowly  occurred  a sense  that  there  is  no  cervix 
that  cannot  be  rendered  compliant,  given 
enough  time  and  assertive  therapeutics. 
Whether  this  is  true  or  not,  the  question  re- 
mains, is  it  necessary? 

Another  argument  often  advanced  for  early 
intervention  is  that  of  the  cost  to  insurers  of 
keeping  the  mother  undelivered  in  the  hospital 
setting.  Some  have  dealt  with  this  concern  by 
electing  to  send  the  patient  home  after  an 
arbitrary  interval  or  even  to  forego  admission 
altogether  in  the  term  but  non-laboring  patient. 
Our  posture  on  this  would  be  that  even  though 
aggressive  intervention  may  not  be  required  in 
the  individual  case,  close  observation  and  early 
termination  in  case  of  infection  or  other  misad- 
venture may  be  critical  to  assure  the  very  high 
rate  of  benignity  of  conservative  management. 
A good  plan  can  always  be  perturbed  by  bad 
execution.  The  cost  to  insurers  of  one  unneces- 
sary day  in  a Neonatal  Intensive  Care  Unit  and 
a childhood  of  rehabilitation  may  be  greater 
than  a host  of  days  of  routine  maternal  care.  We 
favor  hospitalization  until  delivery. 

The  Rationale 

What,  then,  do  we  suggest?  Our  approach 
requires  that  the  general  guiding  principle  be 
that  the  baby  is  better  off  inside,  unless  the 


benefits  to  birth  clearly  exceed  the  benefits  to 
retention  in  utero;  and  that  those  benefits  be  to 
the  baby  and/or  the  mother,  not  to  anyone  else. 
Given  this  premise  and  the  courage  to  embrace 
it,  one  is  left  with  a substantially  facilitated  task. 
It  accepts  that,  if  at  all  possible,  termination 
should  be  at  "term"  if  easy  to  accomplish  and 
without  added  risk  from  attempting  to  exceed 
reasonable  cervical  unfavorability  by  unrea- 
sonable means.  It  accepts  that  the  fetus  with  an 
abnormality  incompatible  with  life  represents  a 
reasonable  indication  for  a more  assertive  pro- 
gram, while  maintaining  respect  for  the  woman's 
welfare  and  sensibilities.  It  accepts  that  an  hon- 
est disagreement  over  what  constitutes  "term" 
as  a guiding  consideration  is  acceptable  as  a 
basis  for  resolving  conflict  among  responsible 
authorities.  It  asks  that  the  mother  be  given  ear 
and  voting  rights  in  helping  to  define  the  bound- 
aries of  gray  areas;  but  it  requires  that  ultimate 
respect  for  the  sanctity  of  life,  comfort,  and  the 
risks  of  being  born  too  soon  be  embraced  as 
warmly  as  it  was  before  the  court,  the  insurance 
industry,  and  artificial  surfactant  became  the 
ruling  triumvirate  of  these  problem-solving  exer- 
cises. And  finally  it  requires  that  term  and  matu- 
rity be  defined  by  gestational  age  and  not  by 
derivatives  of  lung  maturation  or  compromise 
strategies  validated  through  amniocentesis. 

Certain  exceptions  are  notable.  Rupture 
prior  to  viability  (now  about  24  weeks)  repre- 
sents perhaps  a journey  too  far  for  many  to 
endure.  Achieving  a successful  result  in  such  a 
circumstance  is  uncommon  at  best.  Naturally, 
the  closer  to  viability  the  critical  event  occurs, 
the  more  appealing  it  may  seem  to  try  to  reach 
it.  Few  studies  support  that  brief  time  bought 
prior  to  about  24  weeks,  even  by  aggressive 
tocolysis  and  corticosteroid  utilization,  is  mean- 
ingful time.  Fetal  pulmonary  hypoplasia  jeal- 
ously resists  conquest  in  an  atmosphere  of 
oligohydramnios  initiated  before  24  weeks, 
unless  a near  term  delivery  can  somehow  be 
achieved. 

As  noted  above,  when  major  fetal  jeopardy  is 
inherent  in  delay,  judgments  must  be  made  as  to 
whether  or  not  necessary  safeguards  can  be 
guaranteed.  An  unstable  lie  requires  protec- 
tions as  outlined  above,  or  consideration  of 
transfer  to  a place  where  such  facilities  exist 
(though  transfer  in  such  cases  may  itself  be  too 
risky  to  undertake).  Such  jeopardies  are  not 
microbiological  in  the  absence  of  unequivocal 
infection  of  the  fetal  environment,  however, 
meaning  a state  vastly  exceeding  asymptomatic 
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colonization  of  the  amniotic  fluid  by  impotent 
microorganisms. 

The  Regimen 

In  preterm  ruptures,  then,  the  patient  should 
be  hospitalized  and  a speculum  examination 
(only)  performed  to  confirm  the  diagnosis.  Not 
infrequently  the  isolated  observation  of  vaginal 
fluid  loss  testing  positive  for  nitrazine  has  been 
taken  as  proof  of  membrane  rupture,  and  a 
patient  with  intact  membranes  and  an  alkaline 
urine  from  infection  or  a diet  deficient  in  animal 
protein  substrate  enters  a wholly  inappropriate 
management  scheme. 

In  addition,  examination  of  the  cervix  for 
visual  aspects  of  dilation  and  effacement  (en- 
tirely satisfactory  for  the  purpose)  should  be 
performed  while  furthering  the  diagnosis  of 
rupture  and  obtaining  cultures  for  gonorrhea, 
Group  B beta-hemolytic  streptococus,  and  pos- 
sibly chlamydia.  Lubricant  used  with  unneces- 
sary digital  examination  obviates  these  cultures. 
Though  results  from  the  strep,  testing  can  and 
should  be  received  quickly  through  screening 
tests  currently  available,  the  others  require  a 
delay.  This  delay  is  unlikely  to  be  critical  to 
outcome. 

If  (and  only  if)  the  patient  is  at  term  (37+ 
weeks),  a single,  careful,  aseptic  digital  examina- 
tion of  the  cervix  is  permissible  to  assess  induc- 
ibility  for  future  reference.  This  should  be 
performed  by  the  responsible  physician  or  a 
carefully  selected  designate.  Thereafter,  until 
active  labor  is  unequivocally  present  or  induc- 
tion with  intent  to  deliver  is  begun,  no  further 
exams  should  be  required  or  performed.  Any 
additional  information  desired  can,  if  necessary, 
be  obtained  by  speculum  and  inspection.  Labor 
will  follow  within  24-48  hours  in  most  cases  near 
term.  If  the  cervix  is  favorable,  induction  can  be 
initiated  at  the  next  interval  convenient  to  all 
involved;  if  unfavorable,  we  prefer  to  manage 
the  patient  expectantly. 

In  the  preterm  patient,  we  do  not  consider 
induction  to  be  desirable  nor  required  unless 
events  as  outlined  above  supervene.  The  haz- 
ards of  temperateness  in  most  populations  are 
overrated  and  usually  unexemplified  by  recent 
comparative  data.  The  greatest  jeopardy  is  that 
someone  will  perform  a digital  vaginal  examina- 
tion, which  largely  determines  the  risk  of  infec- 
tion in  the  absence  of  pre-existing  colonization 
or  an  especially  virulent  organism. 

In  the  hospital,  many  would  require  bed  rest. 


We  support  ambulation  of  the  non-laboring 
patient  with  ruptured  membranes  for  three  rea- 
sons: 1 ) the  patient  with  the  unstable  or  abnor- 
mal lie  is  weeded  out  and  subjected  to  a differ- 
ent protocol;  2)  bacterial  migration  to  the  uter- 
ine interior  may  be  facilitated  by  recumbency, 
especially  supine;  and  3)  there  is  no  proof  that 
bed  rest  avoids  cord  accidents  not  intrinsically 
predisposed  to  by  spontaneous  rupture  alone. 
Naturally,  if  regimens  proposed  involve  tocolysis, 
bed  rest  is  integral  to  these  programs. 

Close  periodic  monitoring  should  include 
maternal  and  fetal  heart  rates  (q.4  h.)  along  with 
maternal  temperature  determination,  and  daily 
white  cell  counts  (a  full  CBC  with  differential  is 
probably  of  no  additional  help).  Some  sub- 
scribe to  daily  or  other  periodic  amniotic  fluid 
assessments;  absent  fetal  breathing  and  low 
amniotic  fluid  volume  is  assumed  to  be  asso- 
ciated with  increased  infection  risk  and  cord 
compression  (both  unproven  as  to  significance). 
In  general,  fetal  breathing  or  reactivity  serve 
equally  well  as  evidence  of  the  absence  of  fetal 
infection. 

Tocolysis? 

At  early  points  of  gestation  (at  least  up  to  if 
not  beyond  34  weeks),  tocolysis  may  and  prob- 
ably should  be  considered.  If  agreeable  as  a 
concept,  prophylactic  institution  on  admission 
probably  reflects  the  most  statistically  effica- 
cious plan.  There  is  less  controversy  about  it 
among  authorities  the  further  from  term  sponta- 
neous rupture  occurs.  As  to  whether  to  institute 
such  treatment  before  viability,  and  how  far 
before,  would  engender  great  disagreement 
among  experts.  If  one  agrees  that  most  reason- 
able tocolysis  regimens  are  acceptably  safe, 
previability  tocolysis  becomes  all  the  more  pal- 
atable. Optimally,  however,  such  plans  should 
be  conducted  in  facilities  willing  to  conduct 
meaningful  follow-up  data  collection  and  re- 
porting. 

Antibiotics? 

Antibiotic  use,  whether  intra-amniotic,  extra- 
ovular, or  traditionally  parenteral,  is  controver- 
sial prior  to  evidence  of  actual  infection,  and 
then  is  required  only  if  prolongation  of  the 
pregnancy  is  contemplated.  Coverage  for  cesar- 
ean delivery  or  in  case  of  maternal  fever  before 
childbirth  is  wholly  acceptable.  Previous  argu- 
ments based  upon  disturbance  of  neonatal  cul- 
tures have  been  overwhelmed  by  the  evidence 
that  early  treatment  spares  more  extended 
maternal  morbidity  with  cesarean  section. 
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When  and  how  to  assume  the  presence  of 
infection  is  difficult  to  define.  Maternal  fever 
coupled  with  purulent  amniorrhea,  leukocytosis, 
uterine  tenderness,  and  uterine  irritability  form 
a convincing  panorama.  Fewer  findings  pose 
greater  difficulties.  Whether  or  not  amniocen- 
tesis is  justified  for  diagnosis  in  the  absence  of 
suggestive  findings  is  fodder  for  many  heated 
debates;  still,  we  return  to  the  view  that  coloni- 
zation is  not  infection,  and  urge  temperance  in 
the  invasion  of  a fluid-depleted  cavity.  Legiti- 
mate infection  will  show  itself;  patience  in  the 
face  of  an  apparently  healthy  mother-baby  unit 
is  safe  and  reasonable. 

Temporization  in  the  circumstance  of  strongly 
suspected  fetal  infection  is  not.  Several  hints  of 
a possible  facilitating  influence  of  fetal-neonatal 
sepsis  to  cerebral  damage  have  appeared.  Until 
this  is  further  defined,  one  cannot  carry  conser- 
vatism beyond  reasonableness.  Though  not 
consistently  supported  in  the  literature,  these 
hints  and  whispers  of  adversity  deserve  full 
airing  and  attention  paid  to  possible  associa- 
tions in  our  future  studies.  We  are  still  looking 
for  the  elusive  causes  of  prenatal  brain  injury  in 
most  cases.  Any  possible  cause  which  is  fore- 
seeable to  control  such  harm  should  be  meticu- 
lously identified.  Meanwhile,  unproven  haz- 
ards should  not  be  imagined. 

Perspective 

In  modern  times,  courage  in  the  face  of  the 
menace  of  legal  proceedings  is  scarce  and 
optimistic,  and  understandably  so.  What  the 
obstetrician  desperately  needs  is  the  freedom 
to  do  the  right  thing,  even  when  it  conflicts  with 
what  is  perceived  by  others  as  the  proper  course. 
In  most  cases  of  substantially  preterm  rupture  of 
membranes  and  most  cases  of  term  rupture 
with  eminent  cervical  unfavorability,  this  means 
the  right  to  wait  for  natural  improvement  in  the 
patient's  circumstances.  In  some  cases,  this 
may  require  convincing  the  patient  of  the  merits 
of  patience,  and  may  even  demand  aggressive 
labor  suppression  if  substantially  preterm. 

The  provider  is  a far  greater  threat  to  the 
welfare  of  the  fetus  with  ruptured  membranes 
than  any  common  bacterium  sharing  his  space, 
except  for  untreated  Group  B streptococcus, 
gonococcus,  or  E.  coli.  The  greatest  risk  comes 


from  unwarranted  pelvic  examination,  which 
should  be  banned  by  protocol  and  procedure  in 
all  such  instances  except  as  outlined  above. 
This  investigation,  when  truly  required,  should 
be  performed  only  by  the  person  charged  with 
ultimate  decision-making  responsibility,  and  then 
only  for  absolutely  critical  decisions.  We  can- 
not think  of  any  occurrence  which  meets  these 
rigid  requirements  for  which  speculum  exami- 
nation is  not  a worthy  and  eminently  safer 
alternative. 

Steering  a true  course  through  this  difficult 
and  controversial  subject  is  challenging.  Opin- 
ion is  easy  to  find;  science  is  elusive  and  flawed; 
randomized  control  trials  barely  exist.  The  jour- 
ney is  shortest  and  the  course  most  true  if  those 
charged  with  the  propulsion  are  focussed  upon 
a common  goal  and  are  rowing  vigorously,  and 
on  both  sides  of  the  boat. 
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AUXILIARY 

Health  Projects 

DEBBIE  ELSON 


Nebraska  Medical  Association  Auxiliary  mem- 
bers are  teaming  up  with  the  AMAA  to  focus  on 
the  following  health  issues  and  to  adapt  them  to 
their  local  communities. 

‘Family  Violence  Prevention  — The  AMAA's 
Campaign  Against  Family  Violence  has  encour- 
aged Nebraska  auxiliaries  to  develop  programs  to 
educate  the  public,  support  victims,  and  provide 
physicians  and  health  care  workers  with  commu- 
nity resources.  For  example,  the  Adams  County 
Medical  Auxiliary  and  the  Hastings  YWCA  hosted 
a free  "Family  Violence"  panel  discussion  for  their 
community,  which  included  panelists  from  the 
Hastings  Public  Schools,  Nebraska  Departmentof 
Social  Services,  Adams  County  District  Court, 
Spouse  Abuse  Sexual  Assault  Crisis  Center,  Pro- 
fessional Counseling  Associates,  Nebraska  Child 
Abuse  Prevention  Fund  Board,  pediatrics  and  the 
legal  profession. 

A "Domestic  Violence"  video  (perfect  for  auxil- 
iary meetings  and  other  community  organiza- 
tions, i.e.  PTAs)  is  currently  available  by  calling  the 
Nebraska  Medical  Association  office  in  Lincoln  at 
402-474-4472. 

*Adolescent  Health  — The  AMAA's  Healthier 
Youth  for  the  Year  2000  Project  has  prompted 
area  auxiliaries  to  target  such  teen  health  issues  as 
diet  and  nutrition,  self-esteem,  sexuality,  and  drug 
use  and  abuse. 

‘Women's  Health  - The  Nebraska  Medical 
Association  Auxiliary  has  been  a leading  force 
already  in  emphasizing  Women's  Health  Issues  as 
a top  health  priority  with  the  AMAA.  For  the 
second  year  in  a row,  Nebraska  Auxiliaries  will 
highlight  February  as  Women's  Health  Issues 
Month  with  various  activities  planned  in  their 
communities. 

‘Environmental  Health  -The  AMAA  is  encour- 
aging participation  in  environmental  issues  such 
as  recyling  and  cleaning  up  the  community. 

*Healthy  Living  for  All  Americans  — Nebraska 
Auxiliaries  continue  to  promote  healthy  lifestyles 
for  all  Americans.  The  "Be  a Winner,  Shape  Up  for 
Life"  coloring  books  have  been  successfully  dis- 
tributed statewide  to  area  schools  and  hospitals. 

*Childhood  Immunization  — The  AMAA  has 
recognized  the  need  for  childhood  immuniza- 


tions for  children  2 months  to  2 years.  Local 
auxiliaries  have  been  encouraged  to  become 
involved  in  this  national  project. 

‘Physician  Well-Being  — The  AMAA  is  encour- 
aging state  and  county  auxiliaries  to  develop 
educational  programs  targeting  marital  and  family 
stability  as  well  as  support  programs  for  the  spouses 
and  families  of  impaired  physicians. 

Nebraska  Medical  Association  Auxiliary  mem- 
bers continue  to  focus  on  the  needs  of  their  local 
communities.  Watch  for  these  exciting  projects: 
Prom  cards  placed  in  tux  pockets  that  say,  "Friends 
- Don't  let  friends  drive  drunk.  Think  about  it!"  • 
Safe  Sports  Clinic  For  Volunteers  • Blood  Donor 
Project  • Health  Fairs  • Donations  to  foster  care 
families  and  Social  Service  organizations  • CPR 
updates  for  credit  • Family  Violence  projects  • 
LuAnn  Baby  Love  Booklets  • Collections  (cloths, 
personal  items,  and  money)  for  local  organiza- 
tions • Shape  Up  for  Life  coloring  books  • Car 
Seat  Projects  • Scholarships  • Transplant  promo- 
tions • and  more. 


1 > 

■.V  lo»hadoohi 

4 

' \ 

* 

i 

a ^ 

gap- 

1 

MOMSA  members  combine  forces  with  (heir  spouses  to  as- 
semble over  300  winter  emergency  food  packages,  'Blizzard 
Boxes,*  for  the  homebound  elderly  served  by  the  Eastern  Ne- 
braska Office  on  Aging. 
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COMING  MEETINGS 


UNIVERSITY  OF  KANSAS  MEDICAL  CENTER 

APRIL  16-18, 1993  — 43rd  Annual  Postgraduate 
Symposium  on  Anesthesiology.  Target  Audi- 
ence: anesthesiologists,  family  physicians, 
nurse  anesthetists,  Ritz-Carlton  Hotel,  401 
Ward  Parkway,  Kansas  City,  MO.  Sponsor: 
Department  of  Anesthesiology,  the  Univer- 
sity of  Kansas  Medical  Center.  Fees:  to  be 
announced.  Credit  AMA  Category  1 of  the 
Physician's  Recognition  Award:  16.5  hours 
American  Academy  of  Family  Physicians:  to 
be  announced,  American  Association  of 
Nurse  Anesthetists:  to  be  announced,  Ameri- 
can Nurses  Association:  to  be  announced. 

Contact:  Office  of  Continuing  Education,  University  of 
Kansas  Medical  Center,  (913)  588-4488. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

TUESDAY,  FEBRUARY  2,  1993  - Common 
Infectious  Disease  Problems  in  Primary  Care: 
Focus  on  the  Pediatric  Patient,  Bloomington 
Marriott  Hotel,  Minneapolis,  Minnesota,  Tar- 
get Audience:  Primary  Care  Physicians,  Pe- 
diatricians, ENT,  Emergency  Medicine  Physi- 
cians, Fee:  $35. 

WEDNESDAY,  FEBRUARY  3,  1 993  - Common 
Infectious  Disease  Problems  in  Primary  Care: 
Focus  on  the  Pediatric  Patient,  Marriott  Pavil- 
ion Downtown  Hotel,  St.  Louis,  Missouri, 
Target  Audience:  Primary  Care  Physicians, 
Pediatricians,  ENT,  Emergency  Medicine  Phy- 
sicians Fee:  $35. 

SATURDAY,  FEBRUARY  6,  1993  - 2nd  Annual 
Advances  in  the  Diagnosis  and  Management 
of  Cardiovascular  Disease,  Marriott  Hotel, 
Omaha,  Nebraska,  Target  Audience:  Primary 
Care  Physicians,  Cardiologists,  Fee:  No 
charge. 


SATURDAY-TUESDAY,  FEBRUARY  27-MARCH 
2,  1993  - 1 1 th  Annual  Park  City 
Multidisciplinary  Eye  and  Facial  Plastic  Sur- 
gery Conference,  Olympia  Park  Hotel,  Park 
City,  Utah.  Target  Audience:  Ophthalmolo- 
gists, Facial  Plastic  Surgeons,  Dermatologists, 
Fee:  $450. 

SUNDAY  - FRIDAY,  FEBRUARY  28  - MARCH  5, 
1993  — 13th  Annual  Keystone  ENT  Confer- 
ence, Keystone  Resort,  Keystone,  Colorado, 
Target  Audience:  Otolaryngologists,  Facial 
Plastic  Surgeons,  Allergists,  Primary  Care  Phy- 
sicians, Fee:  $400. 

WEDNESDAY  EVENING,  MARCH  3,  1993  - 
Heartland  Risk  Reduction  Society,  "The  Clini- 
cal Importance  of  Lipoprotein  (a)  [Lp(a)]", 
The  Plaza  Club,  Kiewit  Plaza,  Omaha,  Ne- 
braska. Target  Audience:  Health  care  provid- 
ers who  treat  patients  with  atherosclerotic 
vascular  diseases.  Fee:  No  charge. 

FRIDAY  - SATURDAY,  MARCH  5-6,  1993  - 
State  of  the  Art  - Medical  Therapeutics, 
Marriott  Hotel,  Omaha,  Nebraska,  Target 
Audience:  Physicians  - All  Specialties. 

THURSDAY,  MARCH  11,  1993  - Common 
Infectious  Disease  Problems  in  Primary  Care: 
Focus  on  the  Pediatric  Patient,  Sheraton  Grand 
Hotel,  Tampa,  Florida.  Target  Audience:  Pri- 
mary Care  Physicians,  Pediatricians,  ENT, 
Emergency  Medicine  Physicians,  Fee:  $35. 

MARCH  22  - APRIL  2,  1 993  - 1 1 days,  Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians;  Fee:  $1100  - 
two  week  session;  $750  - one  week  session, 
$1250  - split  sessions. 

FRIDAY,  MARCH  26,  1993  — Common  Infec- 
tious Disease  Problems  in  Primary  Care:  Fo- 
cus on  the  Pediatric  Patient,  Red  Lion,  Hotel, 
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Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Pediatricians,  ENT,  Emer- 
gency Medicine  Physicians,  Fee  $3^5. 

FRIDAY  - SATURDAY,  APRIL  2-3,  1993  - Ne- 
braska Prostate  Disease  Update  Seminar, 
Mahoney  State  Park,  Ashland,  Nebraska.  Tar- 
get Audience:  Urologists,  Surgeons, 
Oncologists,  Radiologists. 

THURSDAY -SATURDAY,  APRIL  1 5-1  7, 1 993  - 
Diagnostic  Dilemmas  in  Women's  Health 
Care,  Marriott  Hotel,  Omaha,  Nebraska.  Tar- 
get Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

APRIL  26-  MAY  7,  1993,  11  DAYS  - Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians,  Fee:  $1100  - 
two  week  session,  $750  - one  week  session, 
$1250  - split  sessions. 

FRIDAY,  APRIL  30, 1 993  — Common  Infectious 
Disease  Problems  in  Primary  Care:  Focus  on 
the  Pediatric  Patient,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care 
Physicians,  Pediatricians,  ENT,  Emergency 
Medicine  Physicians,  Fee  $35. 

TUESDAY  EVENING,  MAY  25,  1993  - Heart- 
land Risk  Reduction  Society  "Use  of 
Transdermal  Nicotine"  — Riverside  Golf  Club, 
Grand  Island,  Nebraska.  Target  Audience: 
Health  care  providers  who  treat  patients  with 
atherosclerotic  vascular  diseases,  Fee:  No 
charge. 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 

1 993  — Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska.  Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23,  1 993  — An  Interdisciplinary  International 
Symposium  on  Gastrointestinal  Dysfunction 
in  Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists. 

MONDAY  - SATURDAY,  OCTOBER  4-9,  1 993 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 


braska. Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

ABCS  Of  Pediatrics: 

A Saturday  Morning  Monthly  Program  Series 

8:30  a.m.-  12:00  Noon, 

Cooper  Auditorium,  College  of  Nursing,  UNMC 
(No  Registration  Fee) 

FEBRUARY  1 3, 1 993  — Adolescent  Medicine  & 
Gynecology,  8:30  a.m.  - 12:00  Noon,  Coo- 
per Auditorium,  College  of  Nursing,  UNMC 
(No  registration  fee). 

MARCH  13,  1993  — Developmental  & Behav- 
ior Pediatrics,  8:30  a.m.  - 1 2:00  Noon,  Coo- 
per Auditorium,  College  of  Nursing,  UNMC 
(No  registration  fee). 

APRIL  3,  1993  — Pediatric  Emergencies,  8:30 
a.m.  - 1 2:00  Noon,  Cooper  Auditorium,  Col- 
lege of  Nursing,  UNMC  (No  registration  fee). 

MAY  1 5,  1 993  — Common  Pediatric  Gl  Disor- 
ders, ABCs  of  Pediatrics:  8:30  a.m.  - 12:00 
Noon,  Cooper  Auditorium,  College  of  Nurs- 
ing, UNMC  (No  registration  fee). 

JUNE  5, 1 993  — Renal  Disease  in  Children,  8:30 
a.m.  - 1 2:00  Noon,  Cooper  Auditorium,  Col- 
lege of  Nursing,  UNMC  (No  registration  fee). 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 
Advanced  Cardiac  Life  Support  — Provider, 
Renewal  and  Instructor;  Pediatric  Advanced 
Life  Support  — Provider,  Renewal  and  In- 
structor; Advanced  Trauma  Life  Support  — 
Provider  and  Reverification.  These  programs 
are  offered  by  the  Center  for  Continuing 
Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4 1 52  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642- 1 095  Nationwide, 
Fax  Number  (402)  559-5915. 

CREIGHTON  UNIVERSITY 

JANUARY  21,  1993  — Clark  Lecture  - Research 
in  Clinical  Practice  Utilizing  Sentinel  Practice 
Sites  - Marriott  Hotel,  Omaha,  NE. 

FEBRUARY  27,  1993  - Colon  and  Rectal  Dis- 
ease Conference  for  Primary  Care  Physicians 
- Marriott  Hotel,  Omaha,  NE. 
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MAY  28-30,  1 993  — Family  Medicine  Update  - 
Okoboji,  IA. 

JULY  29,  1993  — International  Humanae  Vitae 
Conference  - 25th  Anniversary  Celebration  - 
Holiday  Inn  Central,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 
O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 
Division,  2500  California  Street,  Omaha,  NE  6 8178. 


1992-93  DISTINGUISHED  LECTURE  SERIES 

FEBRUARY  4,  1 993  - Carl  C.  Peck,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

FEBRUARY  1 7,  1 993  - Roger  Williams,  M.D.  - 
Boys  Town  National  Research  Hospital  Audi- 
torium, Omaha,  NE. 

APRIL  21,  1993  — Philip  J.  DiSaia,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

JUNE  16,  1993  — Joyce  Lashoff,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 

O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 

Division,  2500  California  Street,  Omaha,  NE  68 1 78. 


NEBRASKA  ASSOCIATION 
OF  PATHOLOGISTS 
1992-1993  PROGRAM  SCHEDULE 

Caniglia's  Venice  Inn 
3rd  Wednesday  of  each  Month 
Scientific  Session:  5:30  - 6:30  p.m. 

FEBRUARY  17,  1993  — "Selected  Topics  in 
Dermatopathology",  Daniel  Santa-Cruz,  M.D., 
St.  John's  Mercy  Hospital,  St.  Louis,  Missouri. 

APRIL  2 1 , 1 993  — "Biological  and  Clinical  Signifi- 
cance of  Cytogenetic  Abnormalities  in  Mes- 
enchymal Neoplasms",  Julia  Bridge,  M.D., 
Associate  Professor  of  Pathology  and  Micro- 
biology, University  of  Nebraska  Medical  Cen- 
ter. 

MAY  19,  1993  — To  be  announced. 


MAYO  FOUNDATION 

FEBRUARY  26-28, 1 993  — Neurology  in  Clinical 
Practice,  Arrowhead  Resort,  Alexandria,  Min- 
nesota. 

APRIL  1-3,  1993  — Rheumatology:  Diagnostic 
and  Therapeutic  Trends,  Amelia  Island  Plan- 
tation, Amelia  Island,  Florida.  Contact:  Post- 
graduate Courses,  Section  of  Continuing 
Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone  (507)  284-2509  or  Toll  Free 
800-323-2688. 

MARCH  3-7, 1 993  — Selected  Topics  in  Internal 
Medicine,  Hotel  del  Coronado,  San  Diego, 
California. 

MARCH  22-26,  1 993  — Obstetrical  and  Gyne- 
cologic Review  for  Primary  Care  Physicians, 
Tradewinds,  St.  Petersburg,  Florida. 

For  further  information  contact:  Postgraduate  Courses. 

Section  of  Continuing  Education,  Mayo  Foundation,  Roch- 
ester, MN  55905,  Phone:  (507)  284-2509  or  Toll  Free 

800-323-2688. 


THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23,  24,  & 
25,  1 992  August  20,  21  & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  IA  52242  or 
Call:  319/335-8203. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  —House  of  Delegates,  April 
23-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68122 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

American  Red  Cross,  Lancaster  County  Chapter 
1701  E.  Street,  P.O.  Box  83267,  Lincoln,  NE  68501 
Blue  Crosfi/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103,  Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omana,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
Community  Health  Plaza,  7101  Newport  Ave.  #301, 

Omaha,  NE  68152-3180 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #307,  Omaha,  NE  68122 
Nebraska  Academy  of  Ophthalmology 
Vincent  J.  Sutton,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
W.  Fletch  Reel,  Chapt.  Admin. 

Twin  Towers,  North,  7th  Floor,  3001  Douglas,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary -Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College’  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
John  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D.,  President 
2205  S.  10th  St., 

Omaha,  NE  68108 
Nebraska  Radiological  Society 

Alex  Stolarskyj,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
4239  Famam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  of  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital,  2200  S.  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary -Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
1111  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7389  Pacific  Street,  #229,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 

Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber.  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8W  x 11 
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Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D Lincoln 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D.  Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 
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GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-1 100" 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 
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LINCOLN,  cont. 


□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


LINCOLN 


Wmm 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 


For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


8-93 


eye. 


} surgical 
r associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


M 

COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 

PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466  2221  S.  17th  St.,  SUITE  405  1-800-MED-LINC 

LINCOLN.  NE  68502 

1-94 

GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68505 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-5511 

1 (800)  347-5880  9-93 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Hedrick,  MD,  F.A.C.OG 

Joseph  G.  Rogers.  M D.,  F.A.C.O.G. 

Dennis L.  Hodge. M 0 , F.A.C.O.G. 

Gregory  W.Heidrick.M  D.,  FAC.O.G. 

YvonneK.  Davenport,  M.D.,  FAC.0.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

1—  24  HOURS  - 7 DAYS  A WEEK  -1 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street* *  Suite  100  • Uncoin,  NE  6851 0 11*93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553  or  1-800-MED-LINC 

11-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  ORTHOPAEDICS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDREN'S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
A TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


NEBRASKA 


I NEB 

I ORTHOPAEDIC 
I— -ASSOCIATES 


* GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

* ARTHROSCOPY  ■ HAND  SURGERY 
•JOINT  DISEASE 4 TRAUMA 

* DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERY 0FTHE HAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  MD. 
Daniel  R.  Ripa,  M.D4 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-93 


January  1993  Nebraska  Medical  Journal  23-A 


PHYSICIAN'S  DIRECTORY,  cont. 

LINCOLN,  cont.  | | LINCOLN,  cont.  I 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 

Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1 91 9 S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 


pathology 

medical 

services 

pc 


© 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D, 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRYWARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


Q PLASTIC  SURGICAL  ARTS 
PHILIP  S.  METZ,  M.D.,  F.A.C.S. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)483-2572 

10-93 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEPDISORDERMEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1919  S.  40 459-0004 

Answering  Service 474-3434 

B-93 


RAIRIE  SURGICAL 


ASSOCIATES  P C 


John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 
Plaza  Mali  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 
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| PAPILLION  | 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-1242 

Lincoln.  Nebraska  68506  Fax  (402)  489-3338 

9-93 


OMAHA 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 

4353  Dodge 

Everett  C.  Madson,  M.D. 

Omaha,  NE  68131 

Peter  J.  Wliitted,  M.D. 

(402)  552-2020 

John  D.  Griffiths,  M.D. 
Jeffery  J.  Hottinan,  M.D. 

8111  Dodge  Street 

Michael  A.  Halsted,  M.D. 

Omaha,  NE  68114 

Kathryn  E.  Hodges,  M.D. 

(402)  390-8100 

11-93 

ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha.  Nebraska  68114  Omaha.  Nebraska  68122 

(402)  391-1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-93 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  R0FFMAN,  M.D. 
R.K.  K0ERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd  • Ste  102  • Papillion,  NE  681 28-4782 
© (402)  339-8974 


NI0SH  CERTIFIED  B-READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 

12-93 


SCOTTSBLUFF 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


ETTiT3 

OREGON  TRAIL  EYE  CLINIC 


329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-391 1 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)  635-3911 


4840  V STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800  642-1117 


7441  'O’  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN.  NEBRASKA  68510 
PHONE:  402-488-7710 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  ofTHE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


TWO  FAMILY  PRACTICE  PHYSICIANS:  Needed 
for  opportunity  with  new  Community  Health  Cen- 
ter. Competitive  salary  and  benefits.  Position  shar- 
ing a consideration.  If  you  would  enjoy  relaxed 
country  living  in  western  Nebraska  with  easy  access 
to  metropolitan  activities,  major  ski  resorts,  and 
numerous  historical/camping/fishing/hunting  sites 
call  Barbara  Ropp,  Panhandle  Community  Services, 
Cering,  NE,  1-800-658-4489.  EOE/AAE. 

ACUTE  CARE,  INC.  — Seeking  full  and  part-time 
emergency  physicians,  and  medical  directors  for 
the  following  Iowa  communities.  Democratic  group, 
excellent  compensation,  paid  malpractice,  excel- 
lent benefit  package/bonuses  to  full-time  physi- 
cians. Other  locations  available.  Ames,  Audobon, 
Carroll,  Chariton,  Charles  City,  Creston,  Denison, 
Des  Moines,  Dyersville,  Pocahontas,  Winterset, 
Contact  Acute  Care,  Inc.,  P.O.  Box  51 5,  Ankeny,  I A 
50021.  Phone  1-800-729-7813  or  (51 5)  964-2772. 

MIDWEST  — 2 OTO  seek  third.  College  town 
near  major  university.  Each  OTO  sees  200  pats/wk; 
80  surgeries/mon.  12  exam  rms,  3 audiologists. 
Low  buy-in.  Call  Walter  Smith,  800-221-4762. 

LINK  ETHICAL  THEORY  WITH  CLINICAL 
PRACTICE  — Applied  Ethicist  sensitive  to  clinical 
dilemmas  can  meet  your  CME  or  program  needs 
with  topics  ranging  from  "Canadian  Health  Care  — 
Northern  Discomfort?"  "Ethics  of  Assisted  Suicide," 
"Rx  in  the  Rural  Trenches,"  "Healing  by  the  Funda- 
mentals," etc.  Published  in  NEJM  and  other  leading 
US  and  Canadian  journals.  CV,  brochure,  and 
reprints  on  request.  Walter  Benjamin,  Ph.D.,  Hamline 
University,  St.  Paul,  MN  55104,  (612)  641-2300. 


WISCONSIN-MICHIGAN  — What  are  your  pre- 
requisites for  a practice?  Strelcheck  & Associates, 
an  extension  of  our  clients  recruiting  departments, 
has  several  opportunities  which  might  be  of  interest 
to  you.  We  currently  represent  our  clients  in  the 
areas  of  Dermatology,  Neurosurgery,  Occupa- 
tional Medicine,  Oncology,  Orthopedics,  Ortho- 
pedics-Hand, Psychiatry,  and  Urology.  Locations 
in  metropolitan  areas,  mid-size  cities,  on  lakes, 
streams,  or  near  forests  - you  choose.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC.;  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 

INTERNAL  MEDICINE,  FAMILY  PRACTICE, 
URGENT  CARE,  OB/GYN  AND  ACADEMICS  - 
Locations  from  the  lakes,  rivers  and  forests  of  the 
Great  Lakes  area  to  the  rolling  plains  of  the  Heart- 
land to  the  Lone  Star  State.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  life  in  historic 
villages— there  is  somethingfor  everyone.  Positions 
with  single  and  multi-specialty  clinics  or  solo  with 
call  coverage  are  available.  Please  call  our  toll-free 
number,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.;  1 0624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 


FAMILY  PRACTICE  OPPORTUNITY  - Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508, 
phone  (402)  474-4472. 
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fUttACHOL  ’ (Pravastatin  Sodium  Tablets) 

;ONTRAINDICATK)NS 

fypersensitMty  to  any  component  of  this  medication 

Active  liver  disease  or  tnexplaned.  persistent  elections  n liver  functcn  tests  (see  WARNINGS) 

Pregnancy  and  lactation  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid -lowering  drugs 
lunng  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia. 
>!Oiesterol  axl  other  products  of  cholesterol  biosynthesis  are  essential  components  for  feta)  development 
ncludng  synthesis  of  steroids  and  cell  membranes)  Snce  HMG-CoA  reductase  nhitxtors  decrease  cholesterol 
ynthesis  and  possfcly  the  synthesis  of  other  bdogcally  active  substances  derived  from  cholesterol,  they  may 
ause  fetal  ham  when  admmstered  to  pregnant  women  Therefore,  HMG-CoA  reductase  inhibitors  are  c entrain 
icated  dumg  pregnancy  and  n nursng  mothers  Pravastatin  should  be  administered  to  women  of  chikJ- 
>earing  age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
xrtential  hazards,  tt  the  patient  becomes  pregnant  while  takng  this  class  of  drug,  therapy  should  be  discon - 
rued  and  the  patent  apposed  of  the  potential  hazard  to  the  fetus 
warnings 

Jver  Enzymes:  HMG-CoA  reductase  nhbitors.  Ike  some  other  Spid-towemg  therapies,  have  been  associated 
Mth  bochemcal  abnormalities  of  liver  function  Increases  of  serum  transamnase  (ALT,  AST)  values  to  more  than 
) trres  the  ipper  limit  ot  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
eported  n 1 3%  of  patients  treated  with  pravrastatn  n the  U S over  an  average  period  of  18  months  These 
*norm^tes  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration  In 
nose  patents  n whom  these  abnormalites  were  beteved  to  be  related  to  pravaslatn  and  who  were  discontnued 
from  therapy,  the  transamnase  levels  usually  tell  sJowty  to  pretreatment  levels  These  biochemical  f ridings  are 
jsurfy  asymptomatic  although  worldwide  experience  ndicates  that  anorexia,  weakness,  and/or  abdominal  pain 
may  also  be  present  n rare  patients 

As  with  other  fcpd-fcwenng  agents,  liver  function  tests  should  be  performed  dumg  therapy  with  pravastatin 
Serum  amnotransferases.  nefudng  ALT  (SGPT).  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  e*Jit  weeks  dumg  the  remander  of  the  frst  year,  and  periodically  ttiereafter  (e  g . 
at  about  six-month  rtervals)  Special  attention  should  be  given  to  patients  who  develop  increased  transamnase 
evefe.  Liver  find  ion  tests  should  be  repeated  to  conhrm  an  elevaton  and  subsequently  monitored  at  more 
frequent  rtervals.  If  ncreases  n AS1  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontnued  Persistence  of  significant  amnotransferase  elevations  foHowmg  discon 
truation  of  therapy  may  warrant  constderaton  of  liver  biopsy 
Active  bver  disease  or  inexplaned  transamnase  elevations  are  contrandicatwns  to  the  use  of  pravastatn  (see 
C0NTRANXAT10NS)  Cauton  should  be  exercised  when  pravastatn  is  admr*stered  to  patients  with  a history 
of  liver  Osease  or  heavy  alcohol  ngestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/ Metabolism) 
Such  patents  should  be  closely  monitored,  started  at  the  tower  end  ot  the  recommended  dosng  range,  and 
titrated  to  the  desrod  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyofysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  n this  class.  Uncomplicated  myalgia  has  also  been  reported  n 
pr»estatn  treated  patents  (see  ADVERSE  REACTIONS)  Myopathy,  defned  as  muscle  acting  or  muscle  weak 
ness  n conurcton  with  ncreases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatn  n only  one  patent  n clmcal  trials  (<01%)  Myopathy 
should  be  considered  n any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patents  should  be  advised  to  report  promptly  unexpianed  muscle  pan.  tenderness  or  weak 
ness,  particularly  it  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyofysis,  ag.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  nsk  of  myopathy  dumg  treatment  with  lovastatn  ts  ncreased  if  therapy  with  either  cydospome.  gem 
tibrozri.  erythromycn.  or  maon  is  admostered  concurrently  There  is  no  experience  with  the  use  of  pravastatn 
together  with  cydospome  Myopathy  has  not  been  observed  n clmcal  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatn  together  with  nacn  One  trial  of  limited  size  rrvofvng  combned  therapy  with 
pravastatn  and  gemfibrozil  shoved  a trend  toward  more  frequent  CPK  elevations  and  patent  withdrawals  due  to 
musaioskeletal  symptoms  n the  group  receivng  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatn  monotherapy  Myopathy  was  not  reported  n this  trial  (see  PRECAUTIONS 
Drug  Interactions)  One  patent  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
legmen  of  pravastatn.  the  myopathy  resoked  when  dofibrate  therapy  was  stopped  and  pravastatn  treatment 
con tnued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatn  may  elevate  creatne  phosphoknase  and  transamnase  levels  (see  ADVERSE  REACTIONS) 
The  should  be  considered  n the  differential  diagnosis  of  chest  pan  n a patent  on  therapy  with  pravastatn 
Homozygous  Famkal  Hypercholesterolemia  Pravastatn  has  not  been  evaluated  n patents  with  rare  homo- 
zygous familial  hypercholesterolemia  In  this  group  of  patents,  it  has  been  reported  that  HMG-CoA  reductase 
nhbitors  are  less  effective  because  the  patents  lack  functional  LDL  receptors 
Renal  Insufficiency  A sngle  20  mg  oral  dose  ot  pravastatn  was  admmstered  to  24  patents  with  varyng 
degrees  of  renal  mparment  (as  determ  red  by  creatmne  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatn  or  is  3a -hydroxy  isomenc  metabolite  (SQ  31 ,906)  A small  increase  was  seen  n mean  AUC 
values  and  half-life  (ti/2)  for  the  nactive  enzymatic  mg  hydroxytaten  metabolite  (SO  31 .945)  Given  this  small 
sample  size,  the  dosage  admmstered.  and  the  degree  of  ndrvxJual  variability,  patients  with  renal  impairment  who 
are  receivng  pravastatn  should  be  closely  monitored 

Information  for  Patients:  Patents  should  be  advised  to  report  promptly  unexpianed  muscle  pan.  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immunosuppressive  Drugs,  Gemfibrozil.  Niacin  (Ncotnc  Acid).  Erythromycn  See  WARN- 

NGS  Skeletal  Muscle 

Antipyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatn. Since  pravastatn  does  not  appear  to  induce  hepatic  drug-metabolizng  enzymes,  it  is  not  expected  that 
any  significant  nteractcn  of  pravastatn  with  other  drugs  (e  g.,  phenyton.  qumdne)  metabolized  by  the  cyto- 
chrome P450  system  will  occur 

Ovtestyrarnne/ Colestipol:  Concomitant  administration  resulted  n an  approximately  40  to  50%  decrease  m 
the  mean  AUC  of  pravastatn.  However,  when  pravastatn  was  admmstered  1 hour  before  or  4 hours  after 
choiestyramne  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  dmealfy  significant  decrease  n 
boavaiability  or  therapeutic  effect,  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy.) 

Warfarr  In  a study  nvofvng  10  healthy  mate  subjects  given  pravastatn  and  warfam  concomitantly  for  6 days, 
boavaiability  parameters  at  steady  state  for  pravastatn  (parent  compound)  were  not  altered  Pravastatn  did  not 
alter  the  plasma  proten-bndng  of  warfam.  Concomitant  dosng  did  increase  the  AUC  and  Cmax  of  warfam  but 
did  not  produce  any  changes  n its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombn  time  after 
6 days  of  concomitant  therapy).  However,  bleed ng  and  extreme  prolongation  of  prothrombn  time  has  been 
reported  with  another  drug  n this  class.  Fktients  receivng  warfam- type  anticoagulants  should  have  ther  pro- 
thrombn times  closely  monitored  when  pravastatn  is  inrtiated  or  the  dosage  of  pravastatn  is  changed. 

QmeMre:  The  AUC^^  fa  pravastatn  when  given  with  ametidine  was  not  significantly  different  from  the 
AUC  fa  pravastatn  when  given  alone.  A significant  difference  was  observed  between  the  AUC's  fa  pravastatn 
when  given  with  ametidne  compared  to  when  administered  with  antaad 
bgoxn  In  a crossover  tnaJ  nvoMng  18  healthy  mate  subjects  given  pravastatn  and  digoxin  concurrently  fa  9 
days,  the  txoavailability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatn  tended  to  ncrease.  but 
the  cwerall  boavailatxlity  of  pravastatin  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 
Gemfibrozil  In  a crossover  study  n 20  healthy  male  volinteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  n umary  excretion  and  protein  bndng  of  pravastatin  In 
adcJton.  there  was  a significant  ncrease  n AUC.  Cmax.  and  Tmax  fa  the  pravastatin  metabolite  SQ  31,906 
Combination  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended. 

In  nteractcn  studies  with  asprn  antacids  (1  hour  prior  to  PRAVACHOL).  ametidne.  rucotnc  acid,  or  probucot. 
no  statistically  significant  differences  in  bioavai lability  were  seen  when  PRAVACHOL  (pravastatin  sodium)  was 
admmstered 

Other  Drugs:  Dumg  clinical  trials,  no  noticeable  drug  nteractions  were  reported  when  PRAVACHOL  was 
added  to  duretics.  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
btockers.  a nrtroglycem. 

Endocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  arculating 
cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  a gonadal  steroid  hormone  production.  Results 
of  drucaJ  trials  with  pravastatn  n males  and  post-menopausal  females  were  nconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels-  In  a study  of  21  males,  the  mean  testosterone  response  to 
ouman  choncnc  gonadotropn  was  significantly  reduced  (p< 0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatn  Howler.  the  percentage  of  patients  showng  a >50%  nse  n plasma  testosterone  after  human 
^JOteric  gonadotropn  stimulation  did  not  change  significantly  after  therapy  n these  patients  The  effects  of 
HMG-CoA  reductase  nhbitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
effects,  if  any,  of  pravastatn  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown 
fititients  treated  with  pravastatn  who  display  clinroal  evidence  of  endocrine  dysfunction  should  be  equated 
appropnatefy  Cajtion  should  also  be  exercised  if  an  HMG-CoA  reductase  nhitxtor  or  other  agent  used  to  lower 
^Ptetaci  levels  s admmstered  to  patients  also  receiving  other  drugs  (e  g.,  ketoconazoie  spironolactone, 
riis ' 5S  S?  dimin‘s*1  tte  levels  or  activity  of  steroid  hormones. 

. i *wuc*ty;  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
^•nfiflratcn  of  perivascular  spaces,  were  seen  n dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
Jose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  n humans  takng  40 
n^g/day  Smiar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class. 
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A chemically  similar  drug  n this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
nogeniculate  fibers)  in  clmcally  normal  dogs  in  a dose-dependent  fashion  startng  at  60  mg/kg/day,  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  h humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  nhibitory  activity).  This  same  drug  also  produced  ves- 
tibulocochlear Wallenan -like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  fa  14  weeks  at 
180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  n rats  fed  pravastatin  at  doses  of 
10.  30.  a 100  mg/kg  body  weight,  there  was  an  increased  inadence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<001).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatn  as  measured  by  AUC 

The  oral  administration  of  10,  30.  a 100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatn  to  mice  fa  22  months  resulted  in  a statistically  significant  increase  in 
the  inadence  of  malignant  lymphomas  n treated  females  when  all  treatment  groups  were  pooled  and  compared 
to  controls  (p<0.05).  The  ncidence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  drug  n this  class  was  administered  to  mice  fa  72  weeks  at  25,  100,  and  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15.  and  33  times  higher  than  the  mean 
human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Uver  carcinomas  were 
significantly  increased  in  high -dose  females  and  mid-  and  high -dose  males,  with  a maximum  incidence  of  90 
percent  m males  The  ncidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high -dose 
females  Drug  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high -dose  males 
and  females.  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  high- 
dose  mice  than  n controls 

No  evidence  of  mutagematy  was  observed  in  vitro,  with  a without  rat-liver  metabolic  activation,  n the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Escherichia  coti;  a forward 
mutation  assay  n L51 78Y  TK  + / - mouse  lymphoma  cells,  a chromosomal  aberration  test  in  hamster  cells,  and 
a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  a a micronucleus  test  in  mice. 

In  a study  n rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  fertil- 
ity a general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  mhibita,  there 
was  decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  n a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium)  was  ob- 
served. Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  clinical 
significance  of  these  fndings  is  inclear 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS 

Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  a 240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter? ) However,  in  studies  with  another  HMG-CoA  reductase 
nhitxta.  skeletal  malformations  were  observed  in  rats  and  mice  PRAVACHOL  (pravastatin  sodium)  should  be 
admmstered  to  women  of  child-beamg  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and 
have  been  informed  of  the  potential  hazards  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL  (prav- 
astatin sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 
Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  m patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient.  In  4 -month  long 
placebo-controlled  trials.  1 .7%  of  pravastatn- treated  patients  and  1 .2%  of  placebo-treated  patients  were  discon- 
tnued from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference  was  not 
statistically  significant  In  long-term  studies,  the  most  common  reasons  fa  discontinuation  were  asymptomatic 
serum  transamnase  increases  and  mild,  non-specific  gastrontestmal  complants.  Dunng  clinical  trials  the  overall 
ncidence  of  adverse  events  n the  elderly  was  not  different  from  the  inadence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attnbution)  reported  in  more  than  2%  of 
pravastatn-treated  patients  n the  placebo-controlled  trials  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  a possibly  related  to  the  drug 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Cardo/ascular 

Cardiac  Chest  Pan 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

Gastromtestnal 

v i n rt 

4.0* 

1.1 

1.3 

0.9 

Nausea/Vbmiting 

; IHF 

73 

7.1 

2.9 

3.4 

Diarrhea 

^ ^ ’ 

6.2 

5.6 

2.0 

1.9 

Abdomnal  Ran 

5.4 

6.9 

2.0 

3.9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Flatulence 

ICD  0 

* 3.3”' 

3.6 

2.7 

3.4 

Heartburn 

General 

2.9 

1.9 

2.0 

0.7 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  F^in 

3.7 

1.9 

0.3 

0.2 

Influenza 

Musculoskeletal 

2.4* 

0.7 

0.0 

0.0 

Localized  Fhin 

T RC  d Uti ' ' 1 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Renal/Genrtounnary 

Umary  Abnamality 

2.4 

2.9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhnitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class: 

Skeletal  myopathy,  rhabdomyofysis. 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  trema,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve 
palsy. 

Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  in- 
cluded one  a more  of  the  following  features  anaphylaxis,  angioedema,  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA, 
ESR  increase,  arthritis,  arthralgia,  urticana.  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens- Johnson  syndrome 
Gastrontestna!  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and.  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  cf  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosrophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal  despite 
continued  therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reduc- 
tase inhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic aad.  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  a gemfibrozil  to 
therapy  with  lovastatn  a pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatn  a pravastatin  alone.  No  adverse  reactions  unique  to  the  combnation  a n addition  to 
those  pra/iously  reported  fa  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis  (with  a 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  nhibitor  was  used  in  combi- 
nation with  immunosuppressive  drugs,  gemfibrozil,  erythromyan.  a lipid-lowering  doses  of  mcotnic  aad  Con- 
comitant therapy  with  HMG-CoA  reductase  nhibitors  and  these  agents  is  generally  not  recommended  (See 
WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

GVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required. 

(J4-422A) 

Bristol-Myers  Squibb  Company 
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Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  affects  other  key  lipf 


*£aEh.  a ^an9e  of  means  derived  from  a single  placebo-controlled 


study  that  included  65  patients  treated  with  pravastatin. 


RRAVACHOL  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
tor  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  Ila  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate. 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 
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The  first  fine  of  defense  against  breast  cancer  is  at 
every  woman's  fingertips  through  monthly  breast  self- 
exam. Yet  only  27  percent  of  all  American  women  do 
this.  Compliance  with  American  Cancer  Society 
recommendations  for  regular  mammography  in 
Nebraska  also  is  low  - the  lowest  in  the  United  States. 
The  latest  statistics  show  only  52.3  percent  of 
Nebraska  women  over  age  40  have  ever  had  a 
mammogram. 

The  Importance  of  a Physician 
Recommendation 

You  have  great  influence  on  whether  or  not  your 
female  patients  have  mammograms.  Statistics  show  in 
Douglas  County  alone,  74  percent  of  women  over  age 
50  who  have  had  a mammogram  said  it  was  their 
physician's  idea. 

Greater  Compliance  Through 
Education 

You  can  also  help  by  educating  your  patients  on  the 
importance  of  breast  self-exam,  mammography  and 
physician  breast  exam. 

• Continue  to  stress  the  importance  of  these  life- 
saving breast  cancer  detection  methods. 

• Reinforce  your  recommendation  with  information 
on  the  American  Cancer  Society's  guidelines. 

• Make  sure  patients  know  when  they  need  a 
mammogram  and  where  they  can  go  to  have  one 
performed. 

• Increase  your  patients'  awareness  of  breast  cancer 
risk  factors. 


Methodist  Cancer  Center  - 
Extensive  Breast  Care  Services 

Scheduled  to  open  in  early  1993,  the  Methodist  Cancer 
Center  will  feature  a comprehensive  breast  cancer 
center.  Services  will  include: 

• breast  ultrasound 

• mammography 

• screening 

• cancer  treatment  planning 

• education 

• needle  localization 

• stereotactic  biopsy 

• fine  needle  aspiration 

• risk  assessment 

• support  groups 

For  more  information  on  these  and  other  services 
from  the  Methodist  Cancer  Center,  please  call  the 
Physician  Priority  Line  - 1-800-627-6363. 

A message  from  the  American  Cancer  Society  and  the 
Methodist  Cancer  Center. 


METHODIST 

CANCER  CENTER 

"Special  Touch"  is  a theme  of  a breast  cancer  program  of  The  American  Cancer  Society. 


“A  multi-billion  dollar 
company  protects  my 
professional 
reputation.” 


I depend  on  a financially  stable 
company  with  more  than  $12  billion 
in  assets. 


protecting  and  defending  my 
reputation.  Their  claim  representative 


available  at  all  times.  They  have  the 
lawyers  who  are  most  experienced  in 
medical  liability  ready  to  defend  me. 

I work  hard  to  earn  my  professional 
reputation. 

I depend  on  The  St.  Paul  to  protect  it. 
So  can  you. 

Call  your  independent  insurance  agent 
representing  The  St.  Paul. 

Or  call  The  St.  Paul’s  Omaha  Service 
Office  at  (402)  330-5400  or 
1-800-642-8430  and  ask  for 
Robert  Slaughter,  Vice  President  and 
General  Manager. 


My  insurer  spares  no  expense  in 


understands  my  profession  and  is 
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AT  CLARKSON  HOSPITAL 
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STEREOTACTIC  RADIOSURGERY 

Clarkson  Hospilal  offers  stereotactic  radio- 
surgery, a lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  with  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 


Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 


CLARKSON 

HOSPITAL 


Nebraska’s 


Hospital 


STEREOTACTIC  ENDOCURIETHERAPY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68 1 05 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Give 

your 

beeper 

the 

weekend 

off. 

You  became  a doctor  to  care  for  people 
and  now  you’re  a slave  to  a beeper.  Get 
back  to  the  kind  of  medicine  you  want 
to  practice  in  the  Air  National  Guard, 
'fou’ll  start  as  an  officer,  leam  new  skills, 
travel  to  exotic  locales  and  be  serving 
your  country.  If  you’d  like  to  get  away 
horn  your  beeper  for  one  weekend  a 
month  and  two  weeks  a year  call 
1-800-548-5541  today. 


In  Lincoln  Cal h 


SMSgt  Brooks 
473-1145 

Americans  at  their  best 
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NATIONAL 

GUARD 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 
8880  Ward  Parkway,  Kansas  City  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rome,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Gold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  W1  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-1596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


chronic  wounds. 


Physicians  know  and  agonize  about  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds.  To  address  this  recurring  problem,  Bergan 
Mercy  Medical  Center  opened  Omaha's  first  dedicated  Wound  Care  Center  last  year. 
This  facility  is  one  of  40  centers  across  the  country  providing  a specialized  and 
comprehensive  approach  to  the  treatment  of  chronic  nonhealing  wounds.  We  offer 
a specially  trained  staff,  advanced  growth-factor  technology  and  the  latest 
therapeutic  procedures  to  assist  you  and  your  patient. 

We  invite  you  to  tour  the  facility  and  to  meet  our  staff  of  professionals.  To  make 
an  appointment,  or  if  you  have  any  questions  about  the  Bergan  Mercy  Wound  Care 
Center,  call  our  program  director,  Loree  Henkel,  RN,  at  (402)  398-5500. 


R 

Bergan  Mercy 

MEDICAL  CENTER 

Wound  Care  Center® 

2011  South  75th  Street 
Omaha,  NE  68124 
(402)  398-5500 


Grand  Island, 

Nebraska 

The  Spectrum 
Advantages 

■ ■ ■ 

Emergency  Medicine 

■ Competitive  fees. 

■ Occurrence-based 

Opportunity 

malpractice  insurance. 
■ Flexible  schedules. 

Full-service,  139-bed  hospital  with  an  annual  ED  volume 
of  12,000.  Grand  Island,  population  35,000,  is  located 
one  and  a half  hours  west  of  Lincoln.  Wonderful  place 
to  raise  a family  --  excellent  schools,  stable  economy  and 
a variety  of  housing  choices. 

SPECTRUM* 

For  details  call 

EMERGENCY  CARE 

Mallarry  Dierkes  at 

A member  of  The  ARA  Group 

1-800-325-3982,  ext.  1029 

P.O.  Box  419052,  St.  Louis,  MO  63141 
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Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 
provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 
needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 

For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 


AMA  NOTES 

LETTER  TELLS  AMA’S 
PRIORITIES  FOR  '93 

Two  related  issues,  both  of  which  affect  physi- 
cians and  their  patients,  head  AMA's  priority  list  for 
1993,  a letter  from  the  organization's  top  officials 
states.  The  issues  are  health  system  reform  and 
professional  liability  reform.  This  year,  the  letter  says, 
"is  a time  for  physicians  and  the  AMA  to  advocate 
fundamental  change  — change  that  will  secure  for  all 
Americans  access  to  health  care  at  a manageable 
cost,  and  change  that  will  give  physicians  the  right  to 
negotiate  with  payors  without  fear  of  antitrust  liabil- 
ity." 

The  "Dear  Colleague"  letter  states  that  "Enhancing 
physician  negotiation,  opposing  global  budgets, 
supporting  improved  market  competition,  and  ex- 
tending affordable  basic  benefits. . . to  all  Americans" 
are  the  essential  reforms  AMA  will  address.  Prob- 
lems must  be  solved  by  a new  partnership  between 
the  government  and  its  citizens,  it  says,  with  the 
partnership  resting  on  three  primary  themes:  access 
to  care  for  everyone;  self-regulation  and  negotia- 
tion; and  cost  containment. 

The  letter  was  signed  by  John  Lee  Clowe,  MD, 
AMA  president;  Raymond  Scalettar,  MD,  chair,  Board 
of  Trustees;  and  James  S.  Todd,  MD,  executive  vice 
president. 


You  11  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompI  Icalth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  from  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  stalling  assistance 
w hen  and  w here  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  stafl  in  your  practice  or  facility. 
It’s  the  closest  thing  you’ll  find  to  a risk- 
free wav  to  cover  for  absent  stall 
members,  “tty  out"  a potential  new 
recruit,  or  take  care  ol  your  patients  while 
you  search  (or  a new  full-time  associate. 

Call  us  today  to  arrange  tor  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHeallh 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

• Salt  I^ake  City  ■ Atlanta  ■ Grand  Rapids,  Mich 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


talk  to  when 


m 

K. 


Childhood 

Depression 

•Persistent  Sadness 
•Irritability 
•Headaches  and/or 
Stomachaches 
•Low  Energy 
•Poor  Concentration 
•Loss  of  Appetite 
•Change  in  Sleep  Habits 
•Indifference  to  Favorite 
Activities 


Not  only  adults  become 
depressed.  Children  and 
adolescents,  too,  can  suffer  from 
this  debilitating  illness.  Early 
diagnosis  and  treatment  are 
essential  to  recovery. 

If  you  have  a patient  you  think 
may  be  suffering  from  childhood 
depression,  call  the  Methodist 
Richard  Young  Consultation  Line. 
A free  service  for  professionals, 
the  consultation  line  can  provide 
you  with  information  and  assist 
with  assessments  and  admitting. 

Call  toll-free  1-800-782-3160. 
In  Omaha  call  536-6300. 

METHODIST  & 

RICHARD  YOUNG 


Mental  Health  Care 


Beefs  New  Lean  Image 


A heart-healthy  diet  does  not  exclude  any  basic  food  group.  Even  individuals  on  a cholesterol-lowering  diet 
e not  encouraged  to  severely  curtail  their  intake  of  meat  and  dairy  products;  instead,  they  are  encouraged  to 
ecrease  their  consumption  of  high-fat  options  while  choosing  lean  cuts  of  meat  and  using  low-fat  dairy 
roducts. 

The  intrinsic  nutritional  value  of  meat  and  dairy  products  is  a compelling  reason  to  keep  these  foods  in  the 
iet.  Beef  for  example,  is  an  important  source  of  protein,  iron,  zinc,  and  other  valuable  nutrients,  many  of 
/hich  are  not  readily  available  from  other  foods  or  food  groups.  A 3 oz  serving  of  beef  can  provide  adults  with 
ne  half  of  their  total  recommended  daily  intake  of  protein  and  one  third  of  their  total  recommended  daily 
itake  of  zinc.  Beef  also  is  an  exceptionally  good  source  of  bioavailable  iron.  A high  percentage  of  the  iron  in 
eef  is  in  the  heme  form,  which  is  five  to  ten  times  more  bioavailable  than  the  nonheme  iron  found  in 
onanimal  foods. 


Changes  in  animal  breeding  and  feeding  practices  as  well  as  changes  in  retail  trimming  of  meat  have  resulted 
n significant  decreases  in  the  overall  fat  content  of  today's  beef  products.  A recent  study  conducted  in 


Fat/Cholesterol  Comparisons 


Calories 

Fat (g) 

Saturated 
Fatty  Acids  (g) 

Cholesterol 

(mg) 

Beef  Top  Sirloin  Steak, 
broiled 

165 

6.1 

2.4 

76 

Lean  Ground  Beef, 
broiled  medium 

231 

15.7 

6.2 

74 

Pork  Center  Loin  Chop, 
broiled 

165 

6.9 

2.5 

70 

Pork  Blade  Steak, 
broiled 

187 

10.6 

3.6 

80 

Chicken  Breast, 
skinless,  roasted 

140 

3.0 

0.9 

72 

Chicken,  dark  meat, 
skinless,  roasted 

174 

8.3 

2.3 

79 

Salmon,  Sockeye, 
cooked,  dry  heat 

183 

9.3 

1.6 

74 

Sole  (flat  fish), 
cooked,  dry  heat 

99 

1.3 

0.3 

58 

Peanut  Butter 
(1  Tbsp.) 

95 

8.2 

1.4 

0 

Egg  (1  large) 

75 

5.0 

1.6 

213 

Mote:  Meat,  Poultry,  Fish  based  on  3-ounce  cooked  portions. 


SOURCES: 

Beef-  USDA  handbook  8-13,  Revised  May  1990. 

Fork  - hationwide  Survey  of  the  Composition  and  Marketing  of  Pork  Products  at 
Retail,  University  of  Wisconsin-Madison,  1990. 

Chicken  - USDA  Handbook  8-5.  Revised  August  1979. 

/Ish  - USDA  Handbook  8-15,  Revised  September  1987. 

Feanut  Butter- USDA  Handbook  8-12,  Revised  September  1984. 

Egg  - USDA  Handbook  8,  1 989  Supplement. 


cooperation  with  the  USDA  found  that  beef  contains 
about  27%  less  fat  than  it  did  in  the  late  1970s  and 
early  1980s. 

Lean  cuts  of  beef  can  be  included  even  in 
fat-restricted  diets.  Patients  should  be  instructed  to 
eat  up  to  6 oz  of  meat  per  day,  to  choose  lean  cuts 
such  as  round  and  loin  cuts,  and  to  trim  all  visible  fat 
from  the  outside  before  cooking.  They  should 
understand  that  they  can  further  minimize  their 
consumption  of  fat  by  broiling,  grilling,  microwaving, 
rack-roasting,  sauteing,  or  stir-frying  meat  without 
added  fat  or  oil.  Following  these  simple  procedures 
will  significantly  reduce  not  only  saturated  fat  and 
cholesterol  but  caloric  intake  as  well. 


Nutrient  Profile  of  Beef* 

% of  total  recommended 

Per  3 oz,  cooked  serving  dietary  intake** 


Calories 

183 

9% 

Protein 

25g 

56% 

Iron 

2.54  mg 

14% 

Zinc 

5.89  mg 

39% 

Thiamine 

0.08  mg 

5% 

Niacin 

5.31  mg 

18% 

Riboflavin 

0.21  mg 

12% 

Vitamin  B12 

2.24  mg 

37% 

* Composite  of  trimmed  retail  cuts. 

**  Based  on  2000  calories  a day.  Nutrient  percentages  reflect  the  US 
RDA  nutrient  standards  set  by  the  FDA  for  adults  and  children  aged 
4 or  older.  Source:  USDA  Agriculture  Handbooks. 


Sponsored  by  the 
Nebraska  Beef  Council. 
For  more  information,  call 


1-800-421-5326 


A Heart-Healthy 
Choice 
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Physicians,  Residents,  and  Medical  Students: 

Do  You  Know  How  to 
Protect  Your  Finances 
Against  HIV? 


FACT> 


HIV  Infection  Puts  You  at 
Financial  as  Well  as  Physical  Risk. 

As  a medical  professional,  you  take  precautions  to  safeguard  yourself  physically  from  the  threat 
of  HIV  infection.  But  have  you  taken  precautions  financially?  The  inability  to  earn  an  income 
and  the  depletion  of  your  assets  are  two  hurdles  you  would  have  to  overcome  should  you  become 
infected  with  HIV. 

f*n«  Traditional  Insurance  Was  Not  Designed  to 
■ JR  Vi  I ^ Provide  Financial  Protection  Against  HIV  Infection. 

You  may  have  protected  yourself  with  adequate  amounts  of  life,  health,  and  disability  insurance. 
But  while  each  of  these  coverages  offers  valuable  protection,  none  was  designed  to  protect 
against  the  financial  consequences  of  HIV  infection. 

This  HIV  Indemnity  Plan  is  a 

Solution  to  the  Unmet  Need  for  Financial  Protection. 

This  unique  HIV  Indemnity  Plan  plan  pays  a lump-sum  benefit  upon  first-time  diagnosis  of 
HIV  seropositivity,  giving  you  the  help  needed  to  replace  lost  income,  protect  assets,  and  cover 
the  cost  of  HIV  treatment. 

Request  FREE,  no-obligation  information  about  this  HIV  Indemnity  Plan. 

Complete  and  return  the  coupon  below  or  call  the  AMA  Insurance  Agency  toll-free 
at:  1-800-458-5736  today. 


FACT> 


Co-sponsored  by: 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska, 


OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1993. 

1_|  YES!  I want  FREE  information  about  how  I can  protect  my  financial 
well-being.  I understand  that  requesting  this  information  places  me 
under  no  obligation. 


( 


) 


Name 


Business/School  Phone 


Address 


Specialty 


Medical  Education  Number 


City 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  U Physician 

□ Resident 

□ Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  □ Yes  J No 


For  Your  Benefit 


AMA  advocates 


unity  in  health  system  reform 


In  his  keynote  address  at  the  American 
Medical  Association’s  Interim  Meeting, 
AMA  President  John  Lee  Clowe,  MD 
noted  that  elements  of  the  AMA’s 
Health  Access  America  plan  appeared 
in  platforms  of  both  political  parties 
during  the  November  election.  These 
elements  are  expected  to  be 
incorporated  into  most  of  the  legislation 
likely  to  come  before  the  103rd 
Congress.  The  AMA  wants  to  enhance 
physician  involvement  in  public  and 
private  regulation  of  medical  care, 


encourage  implementation  of  market- 
oriented  reforms,  and  prevent  adverse 
patient  care  that  would  result  from  price 
controls  or  stringent  global  budgets. 

Most  of  the  major  players  in  the  health 
system  reform  debate  “realize  that 
they  can’t  achieve  reform  without  the 
participation  of  the  medical  profession. 
Medicine  must  speak  with  one  voice 
in  the  health  system  reform  debate. 
Most -look  to  the  AMA  as  the  voice  of 
organized  medicine  in  this  process  of 
change,”  he  said. 


AMA  urges  safeguards  for  patients7  computer  records 


AMA  testimony  before  the  federal 
Task  Force  on  Privacy  of  Private  Sector 
Health  Records  pressed  for  more 
complex  security  for  computerized 
patient  records  to  protect  privacy  and 
to  avoid  legal  problems.  The  AMA 
emphasized  that  patient  records  must 


remain  confidential,  accurate, 
comprehensible,  and  free  from 
unauthorized  access.  The  AMA 
recommends  that  physicians  and  other 
health  care  providers  be  expected  to  use 
reasonable  safeguards,  since  there  is 
no  fail-safe  protection. 


New  AMA  guidelines  focus  on  elder  abuse 


The  AMA  has  issued  its  first  guidelines 
on  elder  abuse,  urging  physicians  and 
other  health  care  professionals  to  be 
more  alert  to  signs  of  neglect  or 
mistreatment  of  older  patients  by 
families  or  other  care  givers.  An 
estimated  two  million  U.S.  elderly  are 
mistreated  each  year.  “A  physician  may 
be  the  only  person  outside  the  family 
who  sees  the  older  adult  regularly,”  said 
AMA  Board  of  Trustee,  Palma  E. 
Formica,  MD. 

The  AMA  guidelines  recommend 
physicians  incorporate  standard 


questions  to  screen  for  mistreatment 
into  routine  care. 

• Be  aware  that  abuse  may  be  physical, 
psychological,  financial  or  material,  or 
any  combination  of  these. 

• Be  aware  that  in  institutions,  elder 
abuse  may  be  perpetrated  by  a staff 
member,  another  patient,  an  intruder  or 
a visitor. 

• Many  states  require  physicians  to 
report  suspected  elder  abuse  to 
designated  state  agency. 

• Your  duty  to  report  suspected  abuse 
supersedes  doctor-  patient 
confidentiality  issues,  most  experts  say. 


Materials  included  are  excerpted  from  Member  Matters,  a monthly  publication  sent  to  all  members  of  the  American  Medical  Association. 


New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50 

Humulin  50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

• Humulin " 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]]. 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 1-B-249343  < 1992,  eli  lilly  and  compai 


ensive  Care  Unit 
Coronary  Care  Unit 
.Combined  Critical  Care 


Cardiac/Pulmonary 

Rehabilitation 


it 

Bergan  Mercy 

MEDICAL  CENTER 

Heart  Center 

7500  Mercy  Road 
Omaha,  NE  68124 
398-5880 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 
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"Bad  Problem  — Worse  Solution" 

D.  J.  LOSCHEN,  M.D. 

President 


All  physicians  in  the  state  need  to  be  aware  of 
one  of  the  "solutions"  being  proposed  to  help 
correct  Nebraska's  monumental  Medicaid  deficit. 
LB-805,  being  proposed  by  Senators  Wesely, 
Dierks,  Baack  and  others,  would  raise  the  biennial 
licensure  fee  for  physicians  from  its  current  $100 
to  $1000,  with  the  additional  $900  going  to  the 
general  revenue  fund,  thereby  contributing  to  a 
correction  of  the  Medicaid  "bleed"  on  the  economy. 

From  the  perspective  of  a state  senator,  this 
seems  to  be  a much  more  palatable  solution  than 
any  sort  of  a tax  increase  levied  on  the  entire 
population.  It  is  relatively  easy  to  sell  the  idea  of 
taxing  a segment  of  the  population  that  many 
perceive  as  being  at  least  one  root  cause  of  the 
Medicaid  mess  in  particular,  and  the  health  care 
delivery  mess  generally.  If  we  physicians  are  to  be 
successful  in  avoiding  this  unfair  selective  taxa- 
tion, we  will  need  to  be  willing  to  exert  all  the 
political  clout  we  can  muster,  directed  toward 
both  our  individual  senators  and  to  the  larger 
lobbying  body,  the  patients  we  serve.  As  we 
discuss  this  issue  with  these  individuals,  here  are 
a few  arguments  we  should  use: 

1 . Such  a licensure  fee  (in  reality  a selective  tax 
on  physicians)  is  singularly  unfair,  inasmuch 
as  it  imposes  the  same  tax  on  all  physicians, 
in  all  locations,  regardless  of  their  financial 
circumstances. 

2.  Physicians  are  already  subject  to  all  the 
taxes  imposed  on  the  general  public  (i.e., 
sales,  income,  property,  etc.).  This  is  in 
distinction  to  hospitals  and  nursing  homes, 
which,  of  course,  enjoy  tax-exempt  status. 

3.  Physicians  already  provide  services  to  Med- 
icaid recipients  at  a rate  that  is  below  their 
cost.  This  has  been  abundantly  documented 
by  the  NMA  as  well  as  other  groups.  In 
essence,  this  means  that  we  physicians 
already  "subsidize"  the  program  by  agree- 
ing to  participate  at  all. 

4.  Contrary  to  popular  belief,  the  vast  majority 
of  Nebraska  physicians  do  participate  in  the 
Medicaid  program,  a fact  recently  docu- 
mented by  a survey  of  NMA  members.  If 
Medicaid  clients  have  difficulty  receiving 


care,  it  is  a problem  inherent  in  the  pro- 
gram, and  not  a problem  with  identifying 
physicians  who  are  willing  to  accept  Med- 
icaid patients. 

5.  If  society  wishes  to  guarantee  certain  ser- 
vices to  the  indigent  population,  it  becomes 
society's  responsibility  to  pay  for  those  ser- 
vices. To  single  out  one  segment  of  society 
(i.e.,  the  "providers")  to  pay  more  than  their 
fair  share  is,  at  best,  immoral,  and  possibly, 
unconstitutional. 

6.  When  Minnesota  enacted  similar  legisla- 
tion last  year,  it  quickly  learned  that  such  a 
tax  was  instrumental  in  causing  an  even 
greater  exodus  of  physicians  from  their 
rural  and  underserved  areas.  The  situation 
in  Nebraska  in  these  areas  of  our  state  is  no 
less  critical  than  in  Minnesota. 

7.  Such  a licensure  fee  increase  will  contribute 
only  temporarily  (and  a largely  insignificant 
amount)  to  the  resolution  of  the  Medicaid 
shortfall.  At  the  same  time,  this  action  will 
create  a new  enmity  between  physicains  of 
the  state  and  the  Department  of  Social 
Services,  at  a time  when  relations  had  finally 
shown  evidence  of  mutual  respect  and 
cooperation. 

It  will  be  no  small  task  to  defeat  this  bill  in  the 
legislature.  It  will  very  likely  be  necessary  for  the 
NMA  to  call  upon  its  members  to  individually 
contact  their  state  senators,  and  to  come  to 
Lincoln  to  testify  at  the  hearing  for  the  bill.  Finally, 
this  will  not  be  the  only  challenge  to  physicians 
this  year  in  the  legislature.  At  no  time  in  recent 
memory  has  the  attention  of  the  state  (and  the 
nation)  been  so  focused  on  health  care  reform. 

Whether  or  not  the  profession  can  impact 
these  legislative  initiatives  will,  to  a large  extent, 
determine  whether  the  current  focus  on  health 
care  reform  will  be,  on  balance,  a positive  out- 
come for  patient  care,  or  whether  we  will  take  a 
giant  step  backward  in  the  delivery  of  health  care 
to  the  indigent  of  the  state. 

The  time  to  start  speaking  to  your  state  senator, 
as  well  as  to  your  patients,  is  now. 
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EDITORIAL 


"Health  Care  in  the  Nineties" 

PRADIP  K.  MISTRY,  M.D. 


There  is  a strong  sense  of  dissatisfaction  with 
our  present  healthcare  system.  Most  of  us  are 
certain  that  there  will  be  changes  in  the  system. 
There  is  serious  concern  regarding  the  limited 
access,  cost,  and  the  quality  of  health  care. 

About  40  million  people  are  currently  with- 
out health  insurance  and  the  number  is  steadily 
increasing.  The  health  care  cost,  which  is  con- 
suming about  1 5%  of  the  Gross  National  Prod- 
uct is  rising  steadily  at  double  the  rate  of  rise  in 
general  inflation.  The  cost  effectiveness  and 
quality  of  care  is  also  questioned.  In  most  of  the 
western  world  the  health  care  system  is  consid- 
ered favorably  by  their  nationals.  However, 
Americans  rate  the  U.S.  health  care  system  with 
disfavor.  Hardly  a day  goes  by  when  we  do  not 
hear  a short  piece  of  news  about  our  health  care 
system.  During  the  last  presidential  election,  the 
health  care  system  was  one  of  the  major  issues 
discussed  and  perhaps  one  important  factor  on 
which  many  voters  decided  their  choice. 

What  do  we  see  happening  to  the  healthcare 
industry  in  the  next  decade?  As  in  the  past,  the 
cost  will  be  borne  by  individuals,  employers, 
and  the  government.  Those  in  need  and  those 
unable  to  get  private  insurance  because  of 
being  at  the  lower  end  of  the  socio-economic 
ladder  will  be  provided  the  coverage  by  the 
government.  None  would  and  could  be  denied 
the  insurance  coverage  and  none  would  be 
dropped  from  the  coverage  due  to  being  ill. 
Premiums  of  those  with  disease  would  not  be 
allowed  to  increase.  There  will  be  cost  contain- 
ment initiatives.  Allied  medical  professionals 
would  play  an  increasing  role  in  delivery  of  the 
healthcare  services.  There  services  will  be  coor- 
dinated and  integrated  with  the  hospital  and 
physician  providers. 

President  Clinton  believes  that  healthcare 
would  continue  to  be  a private  sector  enterprise 
but  the  government  will  play  an  increasing  role 
in  setting  the  rules  and  making  sure  that  the 
goals  are  achieved.  The  payment  for  services 
will  still  be  primarily  "Fee  for  Service".  RBRVS 


will  be  strictly  implemented  and  both  Medicaid 
and  private  payors  will  follow  the  Medicare 
scenario.  The  difference  in  payment  between 
private  and  government  services  will  be  empha- 
sized. Clinton  also  believes  in  managed  care.  He 
believes  that  managed  competition  pressures 
consumers  and  providers  into  HMOs  which  are 
intended  to  curb  costs  and  improve  quality.  It  is 
more  than  likely  that  all  the  employers  will 
probably  be  required  to  provide  health  insur- 
ance and  pay  at  least  part  of  the  cost.  Smaller 
employers  would  be  able  to  buy  coverage 
through  regional  purchasing  groups  at  an  afford- 
able rate  for  which  there  may  be  tax  subsidies. 

Clinton  will  have  to  be  a staunch  tort  reform 
supporter.  He  believes  in  addressing  issues  in 
terms  of  problems  and  possible  solutions  so  we 
may  find  agreement  between  doctors  and  law- 
yers regarding  the  malpractice  issues.  We  would 
hope  that  our  new  president,  being  a lawyer, 
will  have  greater  understanding  of  the  issue  and 
would  limit  non-economic  damages  and  reduce 
the  statute  of  limitations.  We  all  know  that  the 
liability  insurance  premiums  are  high  and  so  is 
the  cost  of  defensive  medicine.  We  hope  that 
the  disputes  will  be  settled  out  of  court  fairly  and 
effectively  by  establishing  guidelines  to  help 
eliminate  improper  care.  The  physicians  will 
then  be  able  to  defend  themselves  against 
charges  of  negligence. 

Thus,  we  physicians  are  facing  great  chal- 
lenges. How  should  we  react  to  these  changes? 

We  all  know  and  agree  that  problems  do  exist 
and  change  must  come.  We  should  actively 
involve  ourselves  in  the  discussion  as  to  how 
and  what  changes  are  necessary.  We  should  set 
standards  and  guidelines,  encourage  education 
and  learning,  and  participate  in  medical  and 
peer  review  activities. 

Universal  access  to  healthcare  services,  en- 
suring high  qualify  of  care  and  cost  containment 
requires  commitment  and  involvement  from 

WE  THE  PHYSICIANS! 
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Post-Traumatic  Epilepsy 
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INTRODUCTION: 

EVERY  year,  more  than  500,000 
persons  in  the  United  States 
sustain  brain  injuries  caused 
by  cranial  trauma.1  Of  these,  5,000  to  30,000 
have  post-traumatic  seizures,13  which  can  be 
disabling  and  require  lifelong  treatment.  In  the 
majority  of  persons  with  head  trauma,  brain 
injury  is  manifested  only  by  a brief  loss  of 
consciousness,  and  the  risk  of  subsequent  epi- 
lepsy is  similar  to  that  of  the  general  population. 
About  15%,  however,  have  severe  brain  injury 
with  prolonged  coma,  intracranial  bleeding,  or 
both.  The  mortality  in  this  group  of  patients  is 
high,  with  less  than  50%  surviving  their  injury.1 
The  survivors  of  severe  head  injury  are  at  sub- 
stantial risk  for  later  epilepsy,  ranging  from  1 0 to 
1 5%.  In  most,  the  epilepsy  will  become  evident 
during  the  first  year  after  the  injury.  A consider- 
ably higher  frequency  of  post-traumatic  epi- 
lepsy (50%  or  more)  has  been  reported  in 
longitudinal  studies  of  military  populations  sur- 
viving missile  injuries  in  which  the  increased  risk 
of  epilepsy  can  be  identified  1 5 years  or  more 
after  the  injury.4 

EARLY  vs.  LATE  POST-TRAUMATIC  SEIZURES: 

Early  post-traumatic  seizures  are  seizures 
which  occur  while  the  patient  is  still  suffering 
from  the  direct  effects  of  the  head  injury.  Late 
post-traumatic  seizures  are  seizures  that  occur 
after  the  patient  has  recovered  from  the  acute 
effects  of  the  head  injury.  The  majority  of  early 
post-traumatic  seizures  occur  within  the  first 
week  of  the  head  injury.2 

Early  post-traumatic  seizures  occur  with  an 
overall  incidence  of  approximately  5%  of  pa- 
tients hospitalized  with  head  injury.5  The  risk  of 
early  seizures  is  increased  with  the  severity  of 
the  brain  injury.  Early  post-traumatic  seizures 
markedly  increases  the  probability  that  the  pa- 
tient will  have  a persistent  seizure  disorder  (late 
post-traumatic  epilepsy).  In  Jennett's  series,5 
3%  of  patients  without  early  post-traumatic 


seizures  went  on  to  have  late  seizures  as  com- 
pared to  33%  of  those  with  early  post-traumatic 
seizures.  Seizures  occurring  within  one  hour  of 
head  trauma  (immediate  post-traumatic  seizures) 
do  not  appear  to  carry  an  increased  risk  for  the 
development  of  late  seizures. 

RISK  OF  POST-TRAUMATIC  SEIZURES: 

Annegers  et  al.2  followed  a cohort  of  2747 
civilian  patients  with  head  injuries  for  28,176 
person-years  to  determine  the  magnitude  and 
duration  of  the  risk  of  post-traumatic  seizures. 
They  report  the  risk  of  post-traumatic  seizures 
after  severe  injury  (brain  contusion,  intracere- 
bral or  intracranial  hematoma,  or  24  hours  or 
more  of  either  unconsciousness  or  amnesia) 
was  7.1%  within  1 year  and  1 1.5%  in  5 years, 
after  moderate  injury  (skull  fracture,  or  30  min- 
utes to  24  hours  of  unconsciousness  or  amne- 
sia) the  risk  was  0.7%  and  1 .6%,  and  after  mild 
injury  (briefer  unconsciousness  or  amnesia)  the 
risk  was  0.1%  and  0.6%.  They  found  the  inci- 
dence of  seizures  after  mild  head  injuries  was 
not  significantly  greater  than  in  the  general 
population. 

The  severity  of  brain  injury  is  directly  related 
to  the  incidence  of  seizures  in  both  penetrating 
and  closed  head  injuries.  Prognostic  factors 
associated  with  a higher  incidence  of  post- 
traumatic  epilepsy  include  penetration  of  more 
than  one  lobe  of  the  brain,  deep  injury,  injury  in 
the  central  area,  post-traumatic  amnesia  for 
more  than  24  hours,  and  depressed  skull  frac- 
ture,6 Figures  1 and  2. 

The  incidence  of  post-traumatic  epilepsy  in 
the  military  population  is  higher  than  in  the 
civilian  population  and  is  also  related  to  the 


'Address  correspondence  and  reprint  requests  to:  Robert 
E.  Steg,  M.D.,  Department  of  Neurology,  601  N.  30th  Street, 
Omaha,  NE  68131-2197. 


February  1993  Nebraska  Medical  Journal  27 


severity  of  head  injury  as  follows:  blow  to  the 
head  without  apparent  neurologic  significance, 
7%;  blow  to  the  head  with  loss  of  conscious- 
ness, 10%;  blow  to  the  head  without  penetra- 
tion of  the  dura  but  with  overt  evidence  of 
underlying  damage  to  the  brain,  34%;  penetra- 
tion of  dura  without  loss  of  consciousness  or 
overt  neurologic  defect,  20%;  penetration  of 
dura  with  evident  neurologic  defect,  51  %;  pen- 
etration of  dura  and  brain  of  profound  degree  or 
with  significant  complications,  57%.6 

PROPHYLAXIS  OF 
POST-TRAUMATIC  SEIZURES: 

Antiepileptic  drugs  have  been  used  for  many 
years  in  an  attempt  to  prevent  the  development 
of  post-traumatic  seizures.  Early  retrospective 
studies  suggested  that  prophylactic  use  of 
phenytoin  was  effective.7'9  However,  subse- 
quent prospective,  double-blind  trials  of  treat- 
ment with  phenytoin  ora  low  dose  of  phenytoin 
combined  with  phenobarbital  failed  to  show 
that  such  treatment  had  more  benefit  than 
placebo. 10_14These  latter  studies  have  been  criti- 
cized however  because  the  levels  of  phenytoin 
that  were  achieved  were  generally 
subtherapeutic  and  because  they  lacked  statis- 
tical power  to  detect  a clinically  important 
effect. 

Temkin  et  al.15  recently  conducted  a double- 
blind placebo-controlled  study  in  a population 
with  head  trauma  that  had  a high  risk  of  seizures, 
paying  considerable  attention  to  maintaining 
serum  phenytoin  levels  in  the  high  therapeutic 
range.  They  report  that  between  drug  loading 
and  day  7,  3.6%  of  the  patients  assigned  to 
phenytoin  had  seizures,  as  compared  with  1 4.2% 
assigned  to  placebo  (P  < 0.001 ).  Between  day  8 
and  the  end  of  year  1,21 .5%  of  the  phenytoin 
group  and  15.7%  of  the  placebo  group  had 
seizures;  at  the  end  of  year  2,  the  rates  were 
27.5%  and  21.1%,  respectively  (P  > 0.2  for  each 
comparison).  The  lack  of  a late  effect  could  not 
be  attributed  to  differential  mortality,  low 
phenytoin  levels,  or  treatment  of  some  early 
seizures  in  patients  assigned  to  the  placebo 
group.  The  authors  concluded  phenytoin  exerts 
a beneficial  effect  by  reducing  seizures  only 
during  the  first  week  after  severe  head  injury. 
The  early  but  not  the  late  effect  of  phenytoin  in 
this  study  lends  support  to  the  idea  that  this  drug 
has  an  early  suppressive  effect  but  not  a true 
prophylactic  effect. 

SUMMARY: 

Each  year,  more  that  500,000  persons  in  the 
United  States  sustain  brain  injuries  caused  by 


FIGURE  1 

Skull  radiograph  demonstrating  deep  penetrating  knife 
wound  to  the  head. 


FIGURE  2 

CT  scan  of  the  head  of  the  same  patient  demonstrates 
penetrating  cranial  injury  in  the  central  area  with  deep 
laceration  of  the  brain.  Such  injuries  carry  a consider- 
ably higher  risk  for  the  development  of  post-traumatic 
epilepsy. 

28  Nebraska  Medical  Journal  February  1993 


cranial  trauma.’  Of  these,  5,000  to  30,000  have 
post-traumatic  seizures,  which  can  be  disabling 
and  require  lifelong  treatment.1'3  Early  post- 
traumatic  seizures  are  related  to  the  direct 
effects  of  head  injury  and  occur  within  the  first 
week  of  the  brain  injury.2  Late  post-traumatic 
seizures  occur  after  the  patient  recovers  from 
the  acute  effects  of  the  head  injury.  Early  post- 
traumatic  seizures  markedly  increases  the  prob- 
ability that  the  patient  will  develop  late  post- 
traumatic  epilepsy.5  The  risk  of  post-traumatic 
seizures  is  directly  related  to  the  severity  of 
brain  injury.  In  most  patients  the  epilepsy  will 
become  evident  during  the  first  year  after  their 
injury,  but  an  increased  risk  may  be  present  for 
1 5 years  or  more  after  the  injury.6  Controversy 
exists  regarding  the  value  of  prophylactic 
anticonvulsants  in  head  injury.  A recent  study 15 
has  demonstrated  the  effectiveness  of  phenytoin 
in  preventing  seizures  during  the  first  week  after 
serious  head  injury,  but  not  thereafter. 
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ABSTRACT 

Positron  emission  tomography  (PET)  is  a unique  technique  for  imaging  functional  metabolism  of  normal  and  diseased 
tissue.  Accelerated  rate  of  glucose  metabolism  typical  of  malignant  tumor  cells  can  be  detected  by  using  fluorine-18 
deoxyglucose. 

In  this  pilot  study,  PET  FDG  imaging  was  compared  to  computerized  tomography  for  the  pre-operative  staging  of 
colorectal  carcinoma.  We  prospectively  evaluated  1 6 patients  by  simultaneously  performing  PET  FDG  and  CT  imaging 
for  lesions  in  the  liver,  colon  and  rectum.  The  results  were  compared  to  the  operative  findings  in  all  patients. 

Twenty  tumor  sites  (lymph  nodes  5,  colon  and  rectum  13,  liver  2)  were  found  on  histology  in  16  patients.  On 
comparison  with  histology,  sensitivity,  specificity  and  predictive  accuracy  for  detection  of  tumor  sites  were  90%,  66% 
and  87%  with  PET  as  compared  to  60%,  100%,  and  65%  with  CT.  These  findings  represent  increased  sensitivity  and 
predictive  accuracy  for  staging  of  colorectal  carcinoma  with  PET  FDG  imaging  as  compared  to  CT  scanning. 


INTRODUCTION 

COLORECTAL  carcinoma  is  the 
second  most  common  cause 
of  cancerdeaths  in  the  United 
States.1  Computerized  tomography  (CT)  scan- 
ning is  currently  the  most  widely  used  modality 
to  determine  the  extent  and  location  of  colon 
and  rectal  cancer  sites  preoperatively.  How- 
ever, the  sensitivity  and  specificity  for  detection 
of  tumor  sites  with  CT  is  limited  as  it  is  based  on 
radiologic  detection  of  morphologic  changes 
to  identify  abnormalities. 2 The  specific  aim  of 
this  prospective  study  was  to  determine  the 
sensitivity,  specificity  and  predictive  accuracy 
of  PET  and  CT  preoperatively  in  patients  with 
colorectal  carcinoma. 

However,  with  the  advent  of  positron  emis- 
sion tomography  it  is  possible  to  detect  early 
tumor  involvement.  PET  FDG  imaging  has 
demonstrated  encouraging  results  for  the  de- 
tection of  cancers  arising  from  the  brain,  lung 
and  other  regions.3  In  addition,  other  investiga- 
tors have  found  PET  FDG  imaging  to  be  a useful 
tool  in  distinguishing  tumor  from  scar  tissue  in 
suspected  recurrent  rectal  cancer.4  PET  imag- 
ing is  a non-invasive  imaging  technique  based 
on  the  increased  glucose  metabolism  of  tumor 
cells,  specifically  anaerobic  glycolysis.5  When 
administered  intravenously,  FDG  is  phosphory- 
lated  by  hexokinase  and  subsequently  trapped 
intracellularly  as  FDG-6-phosphate.  The  tissue 
activity  of  FDG-6-phosphate  represents  rela- 
tive rates  of  glycolysis. 


MATERIALS  AND  METHODS 
Patient  Population 

Sixteen  patients  with  suspected  or  biopsy- 
proven  primary  or  recurrent  colorectal  carci- 
noma were  scanned  preoperatively  using  PET 
and  CT  scanning.  There  were  12  males  and  4 
females,  with  a mean  age  of  69  +/-  1 6 years. 

PET-FDG  Imaging 

PET  FDG  imaging  was  performed  using  the 
Seimens  ECAT  931/08/15  scanner  which  pro- 
duces 8mm  thick  slices  and  has  a reconstruc- 
tion resolution  of  approximately  7 mm,  and 
intrinsic  resolution  of  5 mm  on  the  x and  y axis; 
7 mm  on  the  z axis.  PET  imaging  was  per- 
formed one  hour  after  the  intravenous  admin- 
istration of  10  mCi  of  F-18  FDG.  All  subjects 
were  studied  after  at  least  four  hours  of  fasting. 
Foley  catheter  was  placed  to  minimize  FDG 
activity  in  the  urinary  bladder.  Transmission 
scan  was  performed  also  for  the  purpose  of 
attenuation  correction.  Image  reconstruction 
was  performed  and  the  image  data  analyzed 
on  the  SUN  4/110  computer  work  station. 
Longitudinal  field  of  view  of  the  tomograph  is 
1 2 cm  (15  slice  of  8 mm  thickness).  Two  or  3 
acquisitions  were  performed  during  PET  scan- 
ning to  cover  the  entire  abdominal  and  pelvic 
regions  including  the  liver.  Images  were  ana- 
lyzed visually  in  the  sagittal,  coronal,  and  trans- 

* Address  correspondence  and  reprint  request  to:  Naresh 
C.  Gupta,  M.D.,  Division  of  Nuclear  Medicine,  601  N.  30th 
Street,  Omaha,  NE  68131. 
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FIGURE  1 

PET-FDG  (a)  images 
showing  focal  area  of 
markedly  increased  up- 
take in  the  hepatic  flex- 
ure, the  site  of  proven 
colon  carcinoma  which 
was  resected.  CT  (b) 
showed  non-specific 
wall  thickening. 
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verse  views  for  focal  areas  of  increased  FDG 
uptake  in  the  liver,  abdomen  and  pelvis.  Emis- 
sion images  were  also  reviewed  following  over- 
lay with  the  transmission  images  for  anatomic 
correlation. 

SEMI-QUANTITATIVE  ANALYSIS 

Semi-quantitative  analysis  was  performed 
for  computation  of  tumor  differential  uptake 
ratio  (DUR).  DUR  was  computed  in  all  patients 
by  drawing  regions  of  interest  (ROI)  over  the 
tumor  area  showing  the  most  intense  FDG 
uptake.  These  calculations  relate  the  activity 
found  in  the  tissue  to  the  dose  injected  and  the 
patient's  body  weight.  FDG  uptake  was  cor- 


rected for  decay  from  the  time  of  injection.  The 
results  of  biopsy  or  surgery  were  not  available 
to  the  reviewer  at  the  time  of  PET  scan  interpre- 
tation. 

DUR  - mean  PET  ECAT  counts/pixel/seconds  x calibration  factor 
injected  FDG  dose  (mCi)  x body  wt  (kg) 

CT  IMAGING 

Contiguous  CT  images  were  obtained  of  the 
abdomen  and  pelvis  with  and  without  the  use 
of  intravenous  contrast  and  oral  contrast.  PET 
and  CT  images  were  separately  interpreted. 

The  findings  of  PET  FDG  imaging  and  CT 
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FIGURE  2 

PET-FDG  (a)  image 
showing  focal  hyperme- 
tabolism in  the  region 
of  descending  colon, 
the  site  of 
adenocarcinoma  of  co- 
lon in  this  72  year  old 
patient.  CT  scan  (b)  also 
demonstrates  thicken- 
ing consistent  with  ma- 
lignancy in  that  region 
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scanning  were  then  compared  to  the  operative 
findings  and  histopathology  of  the  resected 
specimens.  The  sites  of  primary  as  well  as 
metastatic  tumor  sites  in  the  lymph  nodes  or 
liver  were  determined  from  PET  and  CT  studies 
separately.  Sensitivity,  specificity,  positive  and 
negative  predictive  values  and  predictive  accu- 
racy were  then  calculated  as  shown  in  Table  1 . 

RESULTS 

PET  Findings 

PET-FDG  images  identified  1 9 focal  areas  of 
glucose  hypermetabolism  in  14/16  patients. 
These  focal  abnormalities  were  considered  in- 
dicative of  malignant  tumor  involvement.  1 8 of 


these  19  tumor  sites  were  noted  in  region  of 
colon  or  rectum  (n=11),  lymph  nodes  (n=5) 
and  liver  (n=2).  Two  of  three  patients  with 
negative  histology  showed  no  areas  of  abnor- 
mal FDG  uptake  on  PET.  The  sensitivity,  speci- 
ficity and  predictive  accuracy  for  detection  of 
tumor  sites  with  PET  FDG  imaging  is  given  in 
Table  1 . One  false  negative  lesion  was  seen  in 
a patient  with  a 3.5  cm  focus  of  metastatic 
moderately  differentiated  adenocarcinoma.  This 
lesion  involved  the  bowel  mesentery  with  an 
area  of  central  necrosis  and  marked  fibrosis.  CT 
scan  also  missed  this  focus  of  active  tumor 
involvement.  The  other  false  negative  lesion 
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FIGURE  3 

PET-FDG  (a)  images 
clearly  depict  a large 
irregular  focus  of  avid 
FDG  uptake  by  rectal 
cancer  posterior  to  the 
bladder.  CT  scan  (b)  did 
not  demonstrate  find- 
ing suggestive  of  malig- 
nancy. 


FIGURE  3a 


DUR  = 7.84 

PET-FDG  STUDY 

CREIGHTON  CMI 


FIGURE  3b 


was  seen  near  the  inferior  aspect  of  the  liver  in 
the  ascending  colon.  PET  FDG  imaging  de- 
tected the  lesion  in  the  ascending  colon  but  did 
not  show  the  hepatic  lesion  as  distinct  from  the 
ascending  colon  tumor  site.  Computerized 
tomography  missed  both  lesions  in  this  patient. 
The  only  false  positive  PET  finding  was  seen  in 
the  region  of  Hartman's  pouch.  This  patient  had 
prior  surgery  for  removal  of  a malignant  rectal 
polyp.  Following  excision  of  the  rectum,  proctitis 
and  no  evidence  of  tumor  was  found. 

PET  FDG  imaging  showed  normal  FDG  up- 
take in  the  renal  collecting  systems,  ureters, 
and  urinary  bladder  due  to  the  renal  excretion 


of  FDG.  The  semi-quantitative  analysis  for 
quantitation  of  tumor  uptake  (DUR  indices) 
demonstrates  mean  DUR  ratios  to  be  7.47+ 
4.82  in  the  tumor  sites.  The  DUR  indices  in  the 
two  negative  sites  with  no  evidence  of  malig- 
nancy on  histology  were  1 .20  and  0.75. 

CT  Findings. 

On  computerized  tomography,  12  regions 
were  described  to  be  suspicious  for  malig- 
nancy in  16  patients.  All  these  12  suspicious 
areas  demonstrated  malignancy  on  histology. 
Sensitivity,  specificity  and  predictive  accuracy 
of  CT  scanning  for  detection  of  tumor  sites  are 
given  in  Table  1.  Of  the  20  biopsy-proven 
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tumor  sites,  8 sites  were  not  detected  on  com- 
puterized tomography  examination.  False  nega- 
tive tumor  sites  were  distributed  in  the  colon 
and  mesentery  (n=6)  as  well  as  in  the  liver 
(n=2).  No  morphologic  abnormalities  were 
detected  in  these  areas  corresponding  to  the 
tumor  sites  found  on  celiotomy.  All  three  pa- 
tients with  negative  histology  showed  no  mor- 
phologic change  suggestive  of  malignancy  on 
CT.  Thus,  in  this  limited  series  CT  did  not  show 
false  positive  findings. 

DISCUSSION 

CT  scanning  may  not  be  an  ideal  technique 
for  pre-operative  staging  of  colorectal  carci- 
noma. In  particular,  CT  scanning  may  not  be 
reliable  in  differentiating  tumor  sites  from  be- 
nign lesions.  Grabbe  and  Winkler  have  found 
CT  to  be  unreliable  in  differentiating  tumor 
from  scar  tissue.6  Decreased  sensitivity  of  60% 
with  CT  for  detection  of  tumor  sites  in  our  study 
is  similar  to  the  results  reported  by  Sugarbaker, 
et  al.2  Positron  emission  tomographic  (PET) 
imaging  may  be  a useful  non-invasive  imaging 
technique  providing  early  detection  of  altered, 
increased  tissue  metabolism  in  tumor  cells.7 
Strauss,  et  al,  have  reported  early  encouraging 
results  using  PET  FDG  imaging  for  detection  of 
colorectal  cancer  in  33  patients.4  In  their  study, 
all  tumors  were  detected  on  PET  scanning 
showing  increased  FDG  uptake  while  scars 
showed  decreased  FDG  uptake.  Several  other 
investigators  in  their  studies  with  various  tu- 
mors, including  brain  tumors  and  lung  tumors, 
have  also  found  PET  FDG  imaging  to  be  a highly 
sensitive  technique  for  detection  of  increased 
aerobic  and  anaerobic  glycolysis  characteristic 
of  tumor  cells.8  This  increased  glucose  metabo- 
lism is  attributed  to  the  increase  of  glycolytic 
enzymes  such  as  hexokinase,  6-phosphofruc- 
tokinase,  and  pyruvatedehydrogenase.9  In  ad- 
dition, malignant  tumor  cells  are  often  associ- 
ated with  increased  glucose  transfer  capabil- 
ity.10 The  increased  sensitivity  and  predictive 
accuracy  for  detection  of  tumor  sites  with  PET 
in  our  study  may  optimize  the  preoperative  and 
surgical  management  of  patients  with  colorectal 
carcinoma. 

The  low  specificity  of  PET  FDG  imaging  as 
compared  to  CT  may  appear  to  be  falsely  low 
due  to  very  small  number  of  true  negative  sites 
biopsied.  The  only  false  positive  finding  was 
due  to  increased  FDG  uptake  seen  in  a patient 
in  the  region  of  inflammatory  disease.  Some 
investigators  have  reported  the  uptake  of  FDG 
in  tumor  to  be  significantly  higher  than  normal 


tissue  or  inflammatory  disease.11  We  and  oth- 
ers have  found  a very  high  specificity  (90- 
100%)  with  PET-FDG  study  in  differentiating 
recurrent  tumor  from  scar  tissue  in  larger  group 
of  patients  suspected  to  have  recurrent 
colorectal  cancer.12-13 

One  potential  limitation  of  PET  FDG  method 
may  be  in  the  anatomic  localization  of  hyper- 
metabolic  areas  noted  on  PET  scan.  This  diffi- 
culty could  be  minimized  by  review  of  images 
in  multiple  projections,  by  comparison  to  CT 
images,  and  by  overlay  of  transmission  and 
emission  images.  Flowever,  only  the  co-regis- 
tration with  PET  may  allow  more  accurate 
localization  of  hypermetabolic  areas.  Another 
potential  limitation  may  be  in  distinguishing  the 
abnormalities  of  tumor  uptake  from  normal 
FDG  uptake  in  the  small  and  large  bowel.  In  our 
study,  the  FDG  uptake  in  the  small  bowel  was 
almost  absent  orveryfaint.  Ithas  been  reported 
that  one  hour  delayed  imaging  minimizes  the 
false-positive  FDG  uptake  in  the  small  bowel  as 
compared  to  the  40  minute  images.  Other 
limitations  of  PET  imaging  may  be  the  high  cost 
of  the  procedure.  However,  the  expense  of  PET 
must  be  weighed  against  the  cost  of  any  re- 
operative procedures  required  due  to  underes- 
timation of  malignant  disease  by  other  meth- 
ods. It  is  likely  that  as  the  value  of  PET  in 
oncology  is  realized  through  further  studies, 
the  cost  of  PET  may  diminish  with  more  wide- 
spread use. 

In  summary,  PET  FDG  imaging  is  more  sen- 
sitive and  accurate  than  computerized 
tomography  in  the  detection  of  colorectal  car- 
cinoma tumor  sites.  PET  may  complement  ana- 
tomic information  obtained  by  CT  scanning  by 
providing  a metabolic  profile  of  the  suspected 
sites.  The  results  of  this  study  would  suggest  a 
potentially  useful  clinical  role  for  PET  FDG 
imaging  in  the  preoperative  staging  for 
colorectal  neoplasms. 
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Nebraska  Outpatient  Care  Quality  Assessment 

*SALLY  A.  HRDY,  B.S.N.,  M.S.  PATRICIA  M.  HOPPE,  B.S.N.  DAVID  W.  BOUDA,  M.D. 

Blue  Cross  and  Blue  Shield  of  Nebraska 


INTRODUCTION 

THE  quality  of  outpatient  care  re- 
ceived by  people  living  within  a 
specified  geographic  region  can 
be  assessed  by  three  different  types  of  indica- 
tors: Indicators  of  structure,  process  and  out- 
come. One  outcome  indicator  of  outpatient 
care  quality  is  hospital  admission  rates  for  "Am- 
bulatory Care  Sensitive  Conditions"  (ACSC); 
conditions  that.are  preventable  or  controllable 
with  timely  and  aggressive  outpatient  care.  This 
indicator  has  been  used  as  indirect  evidence  of 
deficiencies  in  outpatient  management  and  se- 
rious healthcare  access  problems.1'2  These  defi- 
ciencies and  access  problems  in  outpatient  care 
will  be  referred  to  collectively  as  "suboptimal" 
outpatient  care. 

Suboptimal  outpatient  care  has  been  defined 
as  outpatient  care  which  is  inappropriate  in 
type,  location,  intensity  or  timeliness  for  the 
condition  being  treated.3  High  admission  rates 
for  ACSC  are  an  indication  of  suboptimal  outpa- 
tient care.  Some  ACSCs  are  pneumonia,  diabe- 
tes and  infections.  Hospitalization  can  result 
from  poor  management  of  these  illnesses  for  a 
variety  of  reasons.  Income  and  education  level 
have  been  found  to  be  inversely  related  to 
admission  rates  for  ACSC.4 

The  major  influences  of  outpatient  care  qual- 
ity include:  1 ) Role  of  the  subscriber  (education/ 
motivation),  2)  access  to  care  (including  struc- 
ture of  healthcare  delivery  system)  and  3)  role  of 
the  primary  care  provider  (continuity  of  care; 
thoroughness  of  patient  instruction).  There  are 
a variety  of  causes  for  unsatisfactory  healthcare 
outcomes.  One  cause,  thought  to  be  com- 
pletely within  the  control  of  the  patient,  is  non- 
compliance.  However,  attempts  to  define  non- 
compliance  as  a patient  attribute  have  been 
futile.5 

The  typical  "non-compliant"  patient  does  not 
exist.  Certain  patient  characteristics  do  influ- 
ence how  receptive  he  or  she  will  be  to  medical 


advice,  but  there  are  just  as  many  physician 
behaviors  that  can  influence  patient  receptivity 
as  well.  At  least  one  study  has  demonstrated 
that  patients  with  a history  of  non-compliance 
became  compliant  as  a result  of  physicians 
using  specific  strategies  such  as,  a)  clarification 
of  instructions,  b)  being  approachable,  c)  fol- 
lowing-up  and,  d)  emphasizing  expected  pa- 
tient behavior.6 

The  goal  of  this  study  is  to  identify  Nebraska 
Hospital  Market  Areas  (HMAs)  with  consis- 
tently and  significantly  high  inpatient  admission 
rates  for  ACSC,  as  well  as  to  determine  some  of 
the  causes.  The  ACSC  indicator  can  be  used 
only  to  identify  possible  problems  which  then 
can  be  further  investigated.  High  admission 
rates  for  ACSC  are  not  proof  that  there  is 
suboptimal  outpatient  care,  only  an  indication 
that  there  may  be.  It  is  assumed  that  some 
hospitalizations  for  ACSC  will  occur  in  all  HMAs 
because  some  ACSCS  are  less  manageable  than 
others.  For  HMAs  with  consistently,  signifi- 
cantly high  admission  rates  for  ACSC,  we  can  be 
reasonably  sure  that  a true  problem  exists  and 
that  investigation  will  be  worthwhile.  Our  hy- 
pothesis is  that  Blue  Cross  and  Blue  Shield  of 
Nebraska  (BCBSN)  members  living  in  HMAs 
with  high  admission  rates  for  ACSC  are  receiv- 
ing suboptimal  outpatient  care. 

METHOD 

Small  area  analysis  is  a population-based 
method  of  measuring  and  comparing  the  use  of 
medical  care  by  defined  populations  (in  this 
case,  HMAs).  Sam-Graph  Plus  is  a computer- 
ized method  of  small  area  analysis  developed 
by  Codman  Research  Group  of  Hanover,  New 
Hampshire.  The  100  Nebraska  HMAs  were 
defined  by  Codman  Research  usingclusteranaly- 
sis,  a zip  code-based  review  of  records  of 

‘Address  correspondence  and  reprint  requests  to:  Sally  A. 
Hrdy,  12720  Leavenworth  Road,  Omaha,  NE  68154. 
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patient  destinations  for  health  care  services. 
HMAs  are  formed  by  aggregating  the  contigu- 
ous zip  codes  in  which  a plurality,  and  often  a 
strong  majority,  of  the  residents  have  received 
their  medical  care  from  providers  within  the 
same  area.  In  small  area  analysis  the  unit  of 
study  is  the  HMA  (BCBSN  members  who  live  in 
a specified  geographic  region,  regardless  of 
where  they  were  hospitalized),  not  the  physi- 
cians or  hospitals  providing  the  care. 

In  Part  I,  BCBSN  small  area  analysis  inpatient 
claims  data  were  used  to  identify  HMAs  with 
consistently  (at  least  three  consecutive  years, 
1988-1991),  significantly  high  age  and  sex  ad- 
justed admission  rates  for  ACSC  for  adults 
(under  65)  and  children.  The  ACSC  case  type 
consists  of  admissions  for:  Otitis  media  (DRGs 
68,  69  and  70),  pneumonia  (DRGs  89,  90  and 
91),  bronchitis  and  asthma  (DRGs  96,  97  and 
98),  hypertension  (DRG  134),  cellulitis  (DRGs 
277,  278  and  279),  and  diabetes  (DRGs  294 
and  295). 

A Chi  Square  test  determined  the  signifi- 
cance of  admission  rates  after  age  and  sex 
adjustment,  with  the  ACSC  admission  rate  for 
the  entire  state  of  Nebraska  as  the  comparison 
standard.  (See  Appendix  for  calculations  of  Chi 
Square  test  including  method  of  age  and  sex 
adjustment.)  Age  and  sex  adjusted  admission 
rates  for  all  100  Nebraska  HMAs  were  com- 
pared to  the  overall  state  rate  to  find  HMAs  with 
high  ACSC  admission  rates. 

Medical  records  were  obtained  for  a 60% 
sample  of  the  claims  making  up  the  rates  for  the 
HMAs  with  high  ACSC  admission  rates,  and 
they  were  examined  for  medical  necessity  of 
the  admission  by  a BCBSN  physician  consult- 
ant. Less  than  10%  of  the  reviewed  records 
were  of  questionable  medical  necessity,  indicat- 
ing that  the  high  rates  were  due  to  illness  and 
not  unnecessary  hospital  admissions. 

In  Part  II,  a telephone  survey  was  developed 
and  administered  by  Wiese  Research  of  Omaha, 
Nebraska  to  determine  some  causes  of  the  high 
ACSC  admission  rates.  The  survey  was  admin- 
istered to  BCBSN  members  hospitalized  for 
ACSCs  who  live  in  the  HMAs  identified  with 
consistently,  significantly  high  ACSC  admission 
rates  (test  group),  all  of  which  were  basically 
rural  areas.  The  survey  was  also  administered  to 
BCBSN  members  hospitalized  for  ACSCs  living 
in  four  HMAs  without  high  admission  rates 
(control  group),  for  comparison  purposes. 


The  HMAs  chosen  for  the  control  group  were 
also  rural  as  opposed  to  highly  populated  ones 
such  as  Omaha  and  Lincoln.  In  all,  98  BCBSN 
members  from  the  test  group  and  103  BCBSN 
members  from  the  control  group  were  sur- 
veyed. This  amounted  to  67%  of  the  test  group 
and  50%  of  the  control  group  hospitalized  for 
ACSC  between  January  1,  1990  and  March  1, 
1992.  The  extremely  large  sample  of  the  total 
population  of  interest  enhances  the  reliability 
and  accuracy  of  the  results  obtained.  Members 
hospitalized  in  1988-1989  were  excluded  to 
prevent  memory  as  a confounding  factor.  The 
survey  was  conducted  in  the  spring  of  1 992. 

Survey  questions  were  designed  to  deter- 
mine how  long  the  subjects  waited  to  obtain 
medical  care  after  signs  of  illness  started,  as  well 
as  why  they  waited  (if  they  delayed).  Other 
questions  were  related  to  the  subjects'  opinions 
of  care  quality  and  access.  Questions  regarding 
education  and  income  level  were  also  asked. 
The  telephone  interviews  averaged  1 1 minutes 
each  in  length. 

RESULTS 

Table  I lists  the  HMAs  with  significantly  high 
age  and  sex  adjusted  ACSC  admission  rates  for 
four  consecutive  years.  O'Neill,  St.  Paul,  Neligh 
and  Holdrege  all  have  high  rates  for  1988 
through  1990.  Neligh  and  Holdrege  continued 
that  trend  into  1991.  The  Adms  (admissions) 
column  gives  the  actual  number  of  admissions, 
the  AdmRate  column  gives  the  admission  rate 
(number  of  admissions  per  1 000  BCBSN  mem- 
bers) and  the  O/E  (Observed/Expected)  col- 
umn gives  the  ratio  of  Observed  (actual)  to 
Expected  number  of  admissions  for  each  HMA. 
The  Chi  Square  test  compares  the  Observed 
number  of  admissions  to  the  Expected  (a  cal- 
culated number  based  on  the  age  and  sex 
composition  of  an  HMA).  (See  Appendix  for 
calculation  of  variables.)  For  example,  in  1988, 
the  O/E  admission  rate  for  O'Neill  was  2.53, 
meaning  the  admission  rate  was  2.53  times 
greater  than  expected  for  that  HMA. 

The  same  information  is  listed  for  the  Total 
Nebraska,  Omaha  Northwest  and  Omaha  West 
HMAs,  to  demonstrate  what  the  values  are  for 
the  comparison  standard  and  for  two  highly 
populated  HMAs.  The  O/E  for  Total  Nebraska 
is  always  1 .00  because  the  Observed  equals  the 
Expected  number  of  admissions  for  the  com- 
parison standard.  The  rates  for  Omaha  North- 
west and  Omaha  West  are  not  significantly  high 
(the  O/E  ratio  is  less  than  1.00).  In  some  cases, 
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the  admission  rate  for  an  HMA  is  nearly  four 
times  greater  than  would  be  expected  based  on 
the  age/sex  composition  of  the  population  liv- 
ing there  (see  Table  I,  O/E  column  for  1 989  for 
Holdrege). 

Survey  results  indicate  (see  Figure  1)  that 
BCBSN  members  of  the  test  group  showed  a 
greater  tendency  to  delay  seeking  outpatient 
care,  or  to  not  seek  it  at  all  before  being  hospi- 
talized for  a specific  condition.  Fifty-six  percent 
of  the  control  group  sought  care  as  soon  as 
symptoms  began  (that  day)  and  only  45%  of  the 
test  group  sought  treatment  immediately.  This 

TABLE  1 

HMAs  With  Significantly  High 
Admission  Rates  for  ACSC 

1988 


HMA 

Adms 

AdmRate 

QZi 

ONeill 

22 

13.81 

2.53 

SLPaul 

14 

10.14 

1.86 

Neligh 

25 

10.30 

1.89 

Holdrege 

28 

12.57 

231 

Comparison  HMAs 

Total  NE 

1497 

5.45 

1.00 

Omaha  NW 

72 

5:42 

0.99 

Omaha  W 

108 

3.29 

0.60 

1989 

HMA 

Adms 

AdmRate 

QZ£ 

ONeill 

23 

14.29 

2.47 

SLPaul 

19 

14.28 

2.46 

Neligh 

39 

16.18 

2.79 

Holdrege 

50 

21.14 

3.65 

Comparison  HMAs 

Total  NE 

1623 

5.79 

1.00 

Omaha  NW 

71 

4.98 

0.86 

Omaha  W 

140 

3.93 

0.68 

1990 

HMA 

Adms 

AdmRate 

Q/E 

ONeill 

19 

13.08 

2.44 

St.Paul 

13 

9.16 

1.79 

Neligh 

35 

14.28 

2.66 

Holdrege 

35 

15.73 

2.93 

Comparison  HMAs 

Total  NE 

1450 

5.37 

1.00 

Omaha  NW 

53 

3.89 

0.72 

Omaha  W 

130 

3.77 

0.70 

1991 

HMA 

Adms 

AdmRate 

Q/E 

Neligh 

31 

13.34 

2.57 

Holdrege 

31 

14.61 

2.81 

Comparison  HMAs 

Total  NE 

1331 

5.19 

1.00 

Omaha  NW 

44 

4.05 

0.78 

Omaha  W 

78 

2.67 

0.51 

finding  was  statistically  significant  (using  a Chi 
Square  test)  at  the  90%  level.  The  majority  of 
the  survey  respondents  (73%  of  both  groups)  in 
both  the  test  and  control  HMAs  answered  the 
question  ofwhen  outpatient  care  was  firstsought 
using  the  first  two  response  choices:  a)  "That 
day"  or  b)  "Within  a week." 

Although  the  percentage  of  the  test  group 
who  saw  a physician  within  a week  (but  not  that 
day)  is  more  than  the  percentage  of  the  control 
group  who  did  so,  this  is  because  most  of  the 
control  group  (56%)  saw  a physician  that  day. 
Also,  the  percentage  of  the  test  group  that  did 
not  seek  outpatient  treatment  at  all  before 
hospitalization  was  slightly  higher  (19%)  than 
for  the  control  group  (15%).  However,  these 
numbers  are  too  small  to  be  significant. 

In  an  attempt  to  determine  the  cause  of  the 
delay  in  seeking  outpatient  care,  those  subjects 
who  delayed  seeking  outpatient  care  for  two 
weeks  or  more  (chronic  delayers)  were  asked 
why  (see  Figure  2).  The  main  reason  given  by 
both  test  and  control  groups  was  that  the  con- 
dition "suddenly  became  severe"  (see  top  of 
Figure  2).  The  second  and  third  pair  of  bars  in 
Figure  2 indicate  that  there  were  significant 
differences  between  the  test  and  control  groups 
in  perceptions  of  the  seriousness  of  the  illness. 
A significantly  larger  proportion  of  the  test 
group  delayed  seeking  care  because  they:  a)  did 
not  perceive  the  condition  as  serious,  and  b) 
hoped  the  condition  would  go  away. 

It  should  be  stressed  that  the  question  regard- 
ing the  reason  for  delaying  care  was  only  asked 
of  members  (of  both  test  and  control  groups) 
who  were  chronic  delayers  or  did  not  see  a 
physician  at  all  before  hospital  admission.  It  is 
not  known  whether  or  not  these  are  the  reasons 
for  those  who  delayed  a week  or  less.  Only  a 
small  proportion  of  respondents  said  they  de- 
layed care  or  didn't  get  it  because  of  poor 
insurance  coverage  or  poor  knowledge  of  cov- 
erage, and  there  were  no  differences  here 
between  the  test  and  control  groups. 

Other  differences  indicate  that  respondents 
living  in  the  control  group  HMAs  tend  to  be 
slightly  more  educated,  with  higher  household 
incomes  compared  to  the  test  group.  This 
difference  supports  past  research  linking  in- 
come and  education  levels  to  ACSC  admission 
rates.  The  differences  in  education  level  and 
income  are  not  statistically  significant,  but  this 
may  be  because  the  extremely  low  income/ 
unemployed  would  not  be  included  in  the 
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BCBSN  membership  population,  narrowing  the 
range  of  differences  in  income  and  education. 

Respondents  from  both  the  test  and  control 
groups  demonstrated  a great  deal  of  similarity  in 
opinions  regarding  quality  of  care  received  and 
access  to  care.  The  great  majority  were  very 
satisfied  with  the  quality  and  availability  of 
healthcare  in  their  community.  The  satisfaction 
dimension  included  opinions  of  the  quality  of 
instruction  and  teaching  given  by  providers. 

The  hypothesis  that  BCBSN  members  living 
in  the  test  group  receive  suboptimal  outpatient 
care  was  supported  by  the  finding  that  they  did 
tend  to  delay  seeking  outpatient  care  for  at  least 
more  than  a day.  The  cause  for  the  chronic 
delays  in  obtaining  outpatient  care  for  the  ma- 
jority of  both  groups  was  that  the  condition 
"suddenly  became  severe."  One  cause  of  chronic 
delay  in  the  test  group  (more  than  in  the  control 
group)  appears  to  be  associated  with  the  per- 
ception of  the  seriousness  of  illness  (see  Figure 
2).  This  may  be  related  to  the  differences  in 
education  level  and  income  between  the  two 
groups. 

CONCLUSIONS 

The  survey  data  suggest  that  the  quality  and 
availability  of  outpatient  care  in  the  test  and 
control  group  HMAs  is  of  high  quality.  Al- 
though patients  are  not  always  qualified  to 
evaluate  the  quality  of  the  healthcare  they 
receive,  their  opinions  are  valuable.  Responses 
by  BCBSN  members  indicate  that  there  are 
significant  differences  between  the  test  and 
control  groups  in  how  soon  outpatient  care  is 
obtained  after  the  onset  of  symptoms.  Of  those 
who  chronically  delay  obtaining  outpatient  care, 
lack  of  awareness  of  key  symptoms  and  per- 
ceptions of  the  seriousness  of  illness  may  be  a 
cause.  Reasons  for  short-term  delays  is  a topic 
for  future  research  which  would  be  particularly 
interesting  in  the  study  of  ACSCs. 

RECOMMENDATIONS 

The  lack  of  immediate  attention  to  poten- 
tially life-threatening  problems  should  be  ad- 
dressed by  the  healthcare  delivery  systems  in 
selected  HMAs.  Providers  in  the  test  group 
HMAs  may  have  to  use  more  compliance- 
gaining  strategies  than  providers  in  other  HMAs 
to  reduce  hospital  admission  rates  for  ACSC. 
There  are  also  implications  for  health  care  insur- 
ers related  to  contracting  with  providers  and 
groups.  Certain  insured  groups  may  need  en- 
couragement in  the  form  of  endorsements  and 


education  to  practice  preventive  healthcare. 
Other  implications  of  this  study  would  be  to 
evaluate  the  quality  of  outpatient  care  provided 
using  a more  objective  measure  of  provider 
performance. 

SUMMARY 

Nebraska  Hospital  Market  Areas  (HMAs) 
with  significantly  and  consistently  high  admis- 
sion rates  for  Ambulatory  Care  Sensitive  Condi- 
tions (ACSC)  were  identified  using  the  Blue 
Cross  and  Blue  Shield  of  Nebraska  (BCBSN) 
small  area  analysis  data.  Two-thirds  of  those 
hospitalized  were  surveyed  by  Wiese  Research 
of  Omaha,  Nebraska  to  determine  if  the  cause 
for  the  high  admission  rates  was  related  to 
outpatient  care  quality.  BCBSN  members  living 
in  HMAs  without  high  admission  rates  were  also 
surveyed  for  comparison  purposes.  The  survey 
revealed  that  satisfaction  with  outpatient  care 
was  high,  and  that  access  (geographic  or  finan- 
cial) was  not  a problem  for  either  the  test  or 
control  group. 

The  test  group  did  delay  (for  a short  time) 
obtaining  outpatient  care  when  compared  to 
the  control  group.  Most  of  the  control  group 
stated  that  they  obtained  outpatient  care  the 
day  symptoms  started.  Although  the  majority  of 
the  test  group  obtained  outpatient  care  within  a 
week,  they  were  not  as  prompt  in  obtaining 
outpatient  care  as  the  control  group.  The  types 
of  conditions  studied  (ACSCS)  are  conditions 
that  can  rapidly  become  severe,  therefore 
prompt  treatment  is  imperative.  The  main  rea- 
son given  for  chronic  delays  of  both  groups 
were  that  the  condition  "suddenly  became  seri- 
ous." There  may  be  implications  for  providers  to 
use  more  "compliance-gaining"  strategies  in 
problem  areas,  and  for  insurers  to  offer  contract 
endorsements  which  would  encourage  mem- 
bers to  obtain  prompt  treatment  and  preventive 
healthcare. 
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APPENDIX 

Calculation  of  Chi  Square  Test  of  Significance 

Statistical  tests  are  either  parametric  or  non- 
parametric.  Parametric  tests  are  more  powerful 
than  nonparametric  tests  and  should  be  used 
whenever  possible,  that  is,  when  the  variable  of 
interest  occurs  normally  in  the  population.  For 
example,  IQ  occurs  normally  in  the  population, 
with  the  mean  being  100,  which  includes  the 
majority  of  the  population,  with  fewer  people 
being  at  the  extremes  of  high  and  low. 

Admissions  to  hospitals  are  discrete  events 
not  normally  occurring  variables.  An  admission 
either  occurs  or  does  not.  When  frequencies  of 
events  are  being  compared  (as  with  admissions 
in  small  area  analysis)  it  is  appropriate  to  use 
only  a non-parametric  test  of  significance  such 
as  the  Chi  Square  test.  This  test  compares  an 
actual  "Observed"  number  of  events  to  a calcu- 
lated "Expected"  number  of  events  to  deter- 
mine whether  or  not  there  is  a significant  differ- 
ence between  the  two. 

The  following  explanation  refers  to  the  table 
listed  in  this  Appendix. 

1.  Column  1 lists  some  of  the  age/sex  catego- 
ries (in  small  area  analysis,  all  age/sex  categories 
up  to  age  64  are  included). 

2.  Column  2 lists  the  rate  (number  of  admis- 
sions per  1 000  population)  for  the  entire  state  of 
Nebraska  which  we  are  using  as  a comparion 
standard. 


3.  Column  3 lists  the  actual  number  of  mem- 
bers of  each  specific  category  that  reside  in  the 
Hospital  Market  Area  (HMA)  for  which  the 
calculation  is  being  made. 

4.  Column  4 lists  the  actual  "Observed" 
number  of  admissions  for  the  HMA. 

5.  Column  5 lists  the  "Expected"  number  of 
admissions  based  on  the  rate  for  the  comparision 
standard  which  is  listed  in  column  2.  For  ex- 
ample, since  the  rate  for  the  comparison  stan- 
dard for  males  age  0-4  is  17.0  per  1000  mem- 
bers of  that  specific  category  and  there  are  2000 
male  of  that  age  group,  the  Expected  number  of 
admissions  for  that  age/sex  category  would  be 
34.0.  The  actual  counted  number  was  82.  The 
same  is  done  for  each  age/sex  category,  then 
the  total  Observed  is  divided  by  the  total  Ex- 
pected. The  O/E  ratio  shows  how  much  greater 
or  smaller  the  Observed  is  in  comparison  to  the 
Expected. 

The  rate  is  53%  higher  than  expected  for  this 
HMA.  To  determine  whether  or  not  this  is 
significant,  the  Observed  and  Expected  values 
are  used  in  calculation  of  the  Chi  Square  statistic 
also.  See  calculation  below: 

(observed-expected)1 2 

expected 

This  calculated  statistic  is  compared  to  a 
tabled  number  to  determine  whether  or  not  the 
observed  and  expected  values  differ  signifi- 
cantly at  a given  level  of  confidence.  In  this 
example  the  level  of  confidence  is  set  at  5%. 
There  is  one  chance  in  20  that  differences 
between  observed  and  expected  admissions 
occurred  by  chance.  We  are  95%  certain  that 
the  differences  found  did  not  occur  by  chance 
alone. 


Observed/Expected  Calculation  of  Admissions  for  One  HMA 

Age/Sex 

Rate  of  Standard 

No.  Members 

Obs. 

Expt. 

Category 

of  Comparison 

in  HMA 

No. 

No. 

0-4  Male 

17.0 

2000 

82.0 

34.0 

0-3  Female 

5.0 

1000 

4.0 

5.0 

5-9  Male 

14.0 

500 

7.0 

7.0 

5-9  Female 

13.7 

3000 

40.0 

41.1 

Totals  133.0  87.1 


Observed/Expected  - 133/87.1  - 1.53 
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Neonatal  Transport 
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V V | N general,  transport  should  be 
considered  when  the  re- 
I sources  immediately  available 
to  the  maternal,  fetal  or  neo- 
natal patient  are  not  adequate  to  deal  with  the 
patient's  actual  or  anticipated  conditions."1  Ide- 
ally, if  the  conditions  can  be  anticipated,  mater- 
nal transport  is  the  safest  way  to  transport  the 
fetus.  However,  if  maternal  transport  would 
seriously  jeopardize  the  mother's  wellbeing,  or 
if  delivery  is  imminent,  maternal  transport  should 
be  avoided. 

The  primary  physician,  when  considering  a 
perinatal  transport,  should  discuss  the  situation 
with  a consultant.  Both  the  primary  physician 
and  the  consultant  should  be  well  informed 
about  the  resources  available  at  the  respective 
perinatal  center,  as  facilities  in  the  state  vary  in 
their  capabilities. 

The  American  Academy  of  Pediatrics  and  the 
American  College  of  Obstetricians  & Gynecolo- 
gists have,  since  1 983,  published  the  Guidelines 
for  Perinatal  Care.  The  third  edition  was  pub- 
lished in  1992.  These  national  guidelines  for 
perinatal  care  have  indications  for  both  mater- 
nal and  neonatal  transport.  In  1989,  the  Ne- 
braska Department  of  Health,  with  a committee 
of  Perinatologists,  Obstetricians,  Neonatologists, 
Pediatricians,  Family  Practitioners,  Nurses,  Hos- 
pital Administrators,  etc.  developed  the  Ne- 
braska Perinatal  Guidelines  to  more  adequately 
address  the  rural  nature  of  our  state,  and  the 
availability  of  trained  professionals  and  institu- 
tional capabilities,  and  the  regionalization  of 
perinatal  care  in  Nebraska. 

The  Nebraska  Perinatal  Guidelines  are  to  be 
considered  as  guidelines  only.  When  consider- 
ing the  need  for  transport,  the  indications  vary 
with  individual  patient  needs  and/or  institu- 
tional capabilities.  The  Nebraska  Perinatal  Guide- 
lines are  more  inclusive  than  the  AAP/ACOG 
Guidelines  for  Perinatal  Care. 

Nebraska  Perinatal  Guidelines  recommend 
that  a Level  I hospital  (a  community  hospital) 


and  its  medical  staff  should  have  a working 
relationship  for  consultation  and/or  referral  to  a 
regional  Level  II  or  Level  III  Perinatal  Center. 

The  following  conditions  are  recommended 
as  a basis  for  seeking  pediatric  and/or  neonatal 
consultation,  and  when  necessary,  transport  of 
a newborn  to  a Level  II  or  Level  III  facility.  I will 
try  to  explain  briefly,  the  committee's  rational- 
ization for  these  recommendations: 

1.  Newborns  of  less  than  34  weeks  gesta- 
tion or  a birthweight  of  less  than  2,200  grams  (4 
lbs.  8 oz.).  It  was  the  feeling  of  the  committee 
that  developed  these  guidelines,  that  many 
infants  less  than  34  weeks  of  gestation  have 
significant  feeding  problems  that  require  the 
expertise  of  a nursing  staff  that  is  familiar  in 
feeding  premature  infants.  Also,  premature  in- 
fants of  less  than  34  weeks  gestation  are  prone 
to  develop  many  of  the  other  problems  as  noted 
below. 

2.  Respiratory  distress  or  metabolic  acido- 
sis persisting  2 hours  after  age,  requiring  oxygen 
in  excess  of  40%  to  maintain  a pink  color  and 
oxygen  saturation  greater  than  93%  after  2 
hours  of  age.  It  was  the  committee's  feeling  that 
children  with  respiratory  distress  who  have  pro- 
longed oxygen  requirements,  may  need  paren- 
teral glucose  and  may  need  further  evaluation 
and/or  therapy  of  their  respiratory  distress.  At 
times,  with  the  treatments  available,  the  earlier 
the  intervention  the  greater  the  likelihood  of 
early  recovery  and  lessening  of  longterm 
sequelae. 

3.  Neonatal  blood  loss,  shock  or  asphyxia. 
The  committee  felt  that  if  the  infants  had  sequelae 
of  hypoxia  persisting  beyond  2 hours  with  evi- 
dence of  multi-system  involvement,  i.e.  poor 
tone  or  responsiveness,  poor  perfusion,  that 
early  referral  was  necessary. 

4.  Neonatal  seizures.  The  committee  felt 
that  any  infant  with  neonatal  seizures  needed  a 
full  evaluation  to  determine  the  cause  of  the 
seizures  and  to  direct  specific  therapy. 
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5.  Infant  of  a diabetic  mother.  The  commit- 
tee felt  that  especially  infants  of  insulin  depen- 
dent diabetic  mothers  are  prone  to  hypo- 
glycemia. These  infants  hopefully  would  deliver 
in  a facility  where  the  physicians  and  nursing 
staff  are  capable  of  parenteral  infusions  of  glu- 
cose. 

6.  Hypoglycemia.  The  committee  felt  that 
infants  who  are  hypoglycemic  (not  infants  of  a 
diabetic  mother)  who  do  not  respond  to  oral 
glucose  and  continued  to  have  difficulties  with 
hypoglycemia  and  require  parenteral  glucose 
therapy  should  be  referred  to  Level  II  or  Level  III 
institutions. 

7.  Suspected  neonatal  sepsis  or  meningi- 
tis. The  committee  felt  that  the  infants  with 
suspected  sepsis  and/or  meningitis  need  trans- 
fer to  a facility  with  adequate  microbiology 
service  capabilities  and  expertise  in  parenteral 
antibiotic  therapy,  and  ongoing  monitoring  ca- 
pabilities (cardiac,  apnea,  blood  pressure  and 
pulse  oximetry). 

8.  Hemolytic  disease  of  the  newborn.  The 
committee  felt  that  infants  whose  mothers  have 
shown  significant  sensitization  (Zone  II  or  Zone 
III)  on  amniocentesis,  or  have  shown  evidence 
of  fetal  anemia  that  has  required  intrauterine 
transfusion  should  be  delivered  at  a center  that 
is  capable  of  immediate  exchange  transfusions. 

9.  Meconium  aspiration.  The  committee 
felt  that  for  an  infant  who  has  suffered  meco- 
nium aspiration  with  significant  respiratory  dis- 
tress, early  transport  to  a Level  II  or  Level  III 
center  where  aggressive  therapy  can  be  carried 
out,  may  well  prevent  the  prolonged  problems 
of  persistent  pulmonary  hypertension  (persis- 
tent fetal  circulation),  and  other  complications. 

10.  Congenital  malformations  requiring  so- 
phisticated evaluation  and/or  surgical  care.  The 
committee  felt  that  referral  of  congenital  malfor- 
mations, cardiac  disorders  and  genetic  anoma- 
lies may  require  special  diagnostic  procedures 
with  the  potential  for  surgical  intervention. 

11.  Infants  of  mothers  taking  hazardous 
drugs.  The  committee  felt  that  if  the  mother  is 
known  to  be  using  illegal  drugs  through  preg- 


nancy, especially  the  time  surrounding  delivery 
of  the  infants,  that  neonatal  narcotic  withdrawal 
is  certainly  a possibility.  Also,  mothers  who  have 
had  a known  history  of  significant  alcohol  intake 
during  pregnancy  may  need  further  evaluation. 

12.  Assisted  ventilation  for  more  than  15 
minutes.  The  committee  felt  that  if  an  infant  is  so 
depressed  that  it  needs  assisted  ventilation  for 
more  than  15  minutes,  or  if  it  has  significant 
respiratory  distress  requiring  assisted  ventila- 
tion, that  transfer  to  a facility  which  has  the 
capabilitiesof  neonatal  ventilator  care  is  needed. 

13.  The  neonates  needing  more  than  rou- 
tine observation  and  care.  The  committee  felt 
there  are  certain  infants,  because  of  the  perinatal 
situation,  maternal  factors  or  institutional  capa- 
bilities who  need  specialized  care.  This  would 
include  infants  who  have  apnea  and  bradycar- 
dia spells  that  need  special  diagnostic  proce- 
dures and  ongoing  monitoring  capabilities. 

The  actual  transport  of  critically  ill  newborns 
should  be  carried  out  by  professionals  trained  in 
the  transport  of  critically  ill  perinatal  patients. 
Providing  adequate  care  for  these  critically  ill 
newborns  during  transport  requires  a consider- 
able knowledge  and  expertise,  specialized  equip- 
ment and  transport  experience.  The  referring 
physician  and  the  receiving  Perinatal  Center 
must  work  closely  together  to  determine  the 
best  way  to  transport  the  infant,  i.e.  ground, 
helicopter,  or  a fixed  wing  airplane.  Many  fac- 
tors go  into  the  final  decisions  of  how  to  trans- 
port the  infant,  including  how  critical  the  situa- 
tion, the  distance  involved,  weather  factors  and 
costs. 

By  each  physician  and  institution  knowing 
their  capabilities,  and  with  good  communica- 
tion between  physicians  and  institutions,  the 
transport  of  potential  or  critically  ill  newborns 
can  be  efficiently  carried  out,  saving  lives  and 
decreasing  morbidity. 

REFERENCES 

1.  Guidelines  for  Perinatal  Care,  third  edition,  pages 
35  through  46. 

2.  Nebraska  Guidelines  for  Perinatal  Care,  1989. 
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AUXILIARY 


MONA  DAMICO 

President  NMAA 


Although  the  end  of  our  auxiliary  year  is 
quickly  approaching  we  still  have  important 
tasks  to  complete. 

I encourage  county  auxiliary/alliance  mem- 
bers to  continue  their  support  of  AMA-ERF  and 
NMF  fundraising  activities.  This  is  a valuable 
service  that  allows  us  to  held  ensure  quality 
medical  education. 

A health  screening  for  senators  and  their 
spouses  was  held  in  the  Capitol  Rotunda  on 
January  26th.  A heaithy  boxed  snack  was  deliv- 
ered to  each  senator  by  auxiliary  members  who 
were  in  attendance.  Carolyn  Gregorius  and 
Carolyn  Yeakley  chaired  our  Legislative  Day 
Committee  this  year  and  deserve  a special 
thanks  for  organizing  this  event.  It  is  important 
that  physicians  and  their  spouses  become  aware, 


educated  and  involved  in  health  legislation. 
Please  call  the  Unicameral  Information  Office 
(402)  471-2788  and  ask  to  be  placed  on  their 
mailing  list  to  receive  Unicameral  Update,  the 
Legislature's  weekly  newsletter.  There  is  no 
charge  to  receive  this  publication  and  it  will  help 
you  become  better  informed  concerning  cur- 
rent bills  before  our  Legislature. 

Remember  our  future  as  an  organization 
devoted  to  "Improving  Health  Care  in  America," 
depends  on  our  federated  membership.  We 
need  your  individual  support  to  make  our  mem- 
bership "PLUS  ONE"  campaign  a success. 

Our  Annual  Meeting  will  be  April  23-25  in 
Lincoln.  We  will  be  following  a different  format 
this  year  so  check  your  spring  Newsletter  for 
final  details. 


\'X  DIDN’T  REALIZE  THE  SEVERlTV  of  '/oO'R  XNTURIE5  UNTIL 
X TALKED  To  yoUR  INSURANCE  AGEIST.  "" 
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IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


MILTON  G.  WALDBAUM,  M.D.  — (Born  Janu- 
ary 19,  1920  — died  November  5,  1992) 
Medical  Specialty  - General  Practice.  Doctor 
Waldbaum  was  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  in  1 956  and 
practiced  in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  Doctor  Waldbaum 
is  survived  by  his  wife,  Miriam;  two  sons,  John 
of  Omaha  and  Jerry  of  Seattle,  WA;  a daugh- 
ter, Susan  Hughson  of  Scottsdale,  AZ;  and 
eight  grandchildren. 

WILLARD  C.  BRINEGAR,  M.D.  - (Born  March 
24,  1913  - died  August  31,  1992)  Medical 
Specialty  - Psychiatry.  Doctor  Brinegar  was  a 
graduate  of  the  University  of  Nebraska  Col- 


lege of  Medicine  in  1937  and  practiced  in 
Norfolk.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 

LOUIS  E.  MARX,  M.D.  — (Born  1904  — died 
December  10,  1992)  Doctor  Marx  was  a 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1930  and  practiced  in 
Lincoln.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Marx  is  survived  by 
his  daughter,  Carole  Ann  Berry  of  Silver  Spring, 
MD;  son,  Stephen  J.  Marx  of  Tucson  AZ; 
sister,  Cecilia  Steinberg  of  Lincoln;  and  brother, 
Doctor  Paul  Marx  of  Lincoln. 


WELCOME  NEW  MEMBERS 


Michael  W.  Trierweiler,  M.D. 

1311  S.  Oak 

North  Platte,  NE  69101 

Steven  A.  Hultman,  M.D. 

71 5 North  St.  Joseph 
Hastings,  NE  68901 

Jonathan  B.  Morgan,  M.D. 

1 1 22  Primrose 
Scottsbluff,  NE  69361 

Timothy  J.  Widhalm,  M.D. 

1410  8th  Street 
Aurora,  NE  68818 

Janet  M.  Merfeld,  M.D. 

71 5 North  St.  Joseph 
Hastings,  NE  68901 

Peter  D.  Lueninghoener,  M.D.  (reinstated) 
P.O.  Box  551 
O'Neill,  NE  68763 


Richard  C.  Carleton,  M.D. 

1 401  East  H Street 
McCook,  NE  69001 

Bruce  G.  Sheffield,  M.D.  (reinstated) 
2115  N.  Kansas 
Hastings,  NE  68901 

Clinton  C.  Jones,  M.D. 

211  W.  33rd 
Kearney,  NE  68848 

John  M.  Ford,  M.D.  (reinstated) 

P.O.  Box  797 
Lexington,  NE  68850 

Richard  P.  Bell,  M.D. 

900  Norfolk  Ave. 

Norfolk,  NE  68701 

Gwendolyn  Jeanne  Beck,  M.D. 

Two  West  42nd  Street,  #1100 
Scottsbluff,  NE  69361 
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COMING  MEETINGS 


UNIVERSITYOF  NEBRASKA  MEDICAL  CENTER 
Upcoming  Continuing  Education  Courses 


MARCH  4-5,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

MARCH  18,  1993  — Advanced  Cardiac  Life 
Support.  Renewal  Verification,  Omaha,  Ne- 
braska. Registration  Fee  $85.  7 Hours  AMA 
Category  I. 

MARCH  19,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification,  Omaha,  Ne- 
braska. Registration  Fee  $100.  6 Hours  AMA 
Category  I. 

MARCH  24,  1993  — Advanced  Pediatric  Life 
Support.  Instructor  Verification.  Scottsbluff, 
Nebraska.  Registration  Fee  $50.  4 HOurs 
AMA  Category  I. 

MARCH  25-26,  1 993  — Advanced  Trauma  Life 
Support.  Scottsbluff,  Nebraska.  Registration 
Fee:  $525.00,  17.0  Hours  AMA  Category  I. 
16.0  Prescribed  Hours  AAFP.  17.0  Hours 
ACEP  Category  I.  Reverification  available. 

APRIL  5-6,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $1 65. 1 3 Hours  AMA 
Category  I. 

APRIL  15-16,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

APRIL  29-30,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Norfolk,  Ne- 
braska. Registration  Fee  $ 1 65. 1 3 Hours  AMA 
Category  I. 

MAY  10-11,  1993  — Advanced  Trauma  Life 
Support.  Omaha,  Nebraska.  Registration  Fee: 
$525.00.  17.0  Hours  AMA  Category  I.  16.0 
Prescribed  Hours  AAFP.  1 7.0  Hours  ACEP 
Category  I.  Reverification  available. 


MAY  1 3-1 5,  1 993  — Treatment  of  the  Allergic 
Patient.  Omaha,  Nebraska. 

MAY  1 7-1 8,  1 993  — Advanced  Life  Support  In 
Obstetrics.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $300. 1 4 Hours  AMA 
Category  I.  16.0  Prescribed  Hours  AAFP. 

MAY  20-21,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $ 1 65. 1 3 Hours  AMA 
Category  I. 

MAY  24-25,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JUNE  10,  1993  — Advanced  Cardiac  Life  Sup- 
port. Renewal  Verification.  Omaha,  Nebraska. 
Registration  Fee  $85.  7 Hours  AMA  Cat- 
egory I. 

JUNE  11,  1993  — Advanced  Cardiac  Life  Sup- 
port. Instructor  Verification.  Omaha,  Ne- 
braska. REgistration  Fee  $100.  6 Hours  AMA 
Category  I. 

JUNE  21-22,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JULY  8-9,  1 993  — Advanced  Pediatric  Life  Sup- 
port. Initial  Verification.  Omaha,  Nebraska. 
Registration  Fee  $165.  13  Hours  AMA  Cat- 
egory I. 

JULY  12-13,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

For  further  information,  contact  Cindy  Flanssen,  Uni- 
versity of  Nebraska  Medical  Center,  Center  for  Continuing 
Fducalion,  COO  So.  42nd  Street,  Omaha,  Nebraska  6 8 1 98- 
565  /.  Call  (402)  559-591 9 or  use  our  toll  free  MD  Advan- 
tage number  and  ask  for  Continuing  Education  1(800) 
6 52-  1095  nationwide.  Fax  number  (402)  559-5915. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 


SATURDAY-TUESDAY,  FEBRUARY  2 7 - MARCH 
2,  1993  - 1 1th  Annual  Park  City 
Multidisciplinary  Eye  and  Facial  Plastic  Sur- 
gery Conference,  Olympia  Park  Hotel,  Park 
City,  Utah.  Target  Audience:  Ophthalmolo- 
gists, Facial  Plastic  Surgeons,  Dermatologists, 
Fee:  $450. 

SUNDAY- FRIDAY,  FEBRUARY  28  - MARCH  5, 
1993  — 13th  Annual  Keystone  ENT  Confer- 
ence, Keystone  Resort,  Keystone,  Colorado, 
Target  Audience:  Otolaryngologists,  Facial 
Plastic  Surgeons,  Allergists,  Primary  Care  Phy- 
sicians, Fee:  $400. 

WEDNESDAY  EVENING,  MARCH  3,  1993  - 
Heartland  Risk  Reduction  Society,  "The  Clini- 
cal Importance  of  Lipoprotein  (a)  [Lp(a)]", 
The  Plaza  Club,  Kiewit  Plaza,  Omaha,  Ne- 
braska. Target  Audience:  Health  care  provid- 
ers who  treat  patients  with  atherosclerotic 
vascular  diseases.  Fee:  No  charge. 

FRIDAY  - SATURDAY,  MARCH  5-6,  1993  - 
State  of  the  Art  - Medical  Therapeutics, 
Marriott  Hotel,  Omaha,  Nebraska,  Target 
Audience:  Physicians  - All  Specialties. 

THURSDAY,  MARCH  11,  1993  - Common 
Infectious  Disease  Problems  in  Primary  Care: 
Focus  on  the  Pediatric  Patient,  Sheraton  Grand 
Hotel,  Tampa,  Florida.  Target  Audience:  Pri- 
mary Care  Physicians,  Pediatricians,  ENT, 
Emergency  Medicine  Physicians,  Fee:  $35. 

MARCH  22  - APRIL  2,  1 993  - 1 1 days,  Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians;  Fee:  $1100  - 
two  week  session;  $750  - one  week  session, 
$1250  - split  sessions. 

FRIDAY,  MARCH  26,  1993  — Common  Infec- 
tious Disease  Problems  in  Primary  Carr.:  Fo- 
cus on  the  Pediatric  Patient,  Red  Lior.  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Pediatricians,  ENT  Emer- 
gency Medicine  Physicians,  Fee  $35. 

FRIDAY  - SATURDAY,  APRIL  2-3,  1993  - Ne- 
braska Prostate  Disease  Update  Seminar, 
Mahoney  State  Park,  Ashland,  Nebraska.  Tar- 


get Audience:  Urologists,  Surgeons, 
Oncologists,  Radiologists. 

THURSDAY-SATURDAY,  APRIL  15-1  7, 1993- 
Diagnostic  Dilemmas  in  Women's  Health 
Care,  Marriott  Hotel,  Omaha,  Nebraska.  Tar- 
get Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

APRIL  26-  MAY  7,  1993,  11  DAYS  - Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians,  Fee:  $1100  - 
two  week  session,  $750  - one  week  session, 
$ 1 250  - split  sessions. 

FRIDAY,  APRIL  30, 1 993  — Common  Infectious 
Disease  Problems  in  Primary  Care:  Focus  on 
the  Pediatric  Patient,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care 
Physicians,  Pediatricians,  ENT,  Emergency 
Medicine  Physfcians,  Fee  $35. 

TUESDAY  EVENING,  MAY  25,  1993  - Heart- 
land Risk  Reduction  Society  "Use  of 
Transdermal  Nicotine"  — Riverside  Golf  Club, 
Grand  Island,  Nebraska.  Target  Audience: 
Health  care  providers  who  treat  patients  with 
atherosclerotic  vascular  diseases,  Fee:  No 
charge. 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 
1 993  — Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska.  Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23,  1 993  — An  Interdisciplinary  International 
Symposium  on  Gastrointestinal  Dysfunction 
in  Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists. 

MONDAY  - SATURDAY,  OCTOBER  4-9,  1 993 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 
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ABC'S  Of  Pediatrics: 

A Saturday  Morning  Monthly  Program  Series 

8:30  a.m.-  12:00  Noon, 

Cooper  Auditorium,  College  of  Nursing,  UNMC 
(No  Registration  Fee) 

MARCH  13,  1993  — Developmental  & Behav- 
ior Pediatrics,  8:30  a.m.  - 1 2:00  Noon,  Coo- 
per Auditorium,  College  of  Nursing,  UNMC 
(No  registration  fee). 

APRIL  3,  1993  — Pediatric  Emergencies,  8:30 
a.m.  - 1 2:00  Noon,  Cooper  Auditorium,  Col- 
lege of  Nursing,  UNMC  (No  registration  fee). 

MAY  15,  1993  — Common  Pediatric  Gl  Disor- 
ders, ABC's  of  Pediatrics:  8:30  a.m.  - 12:00 
Noon,  Cooper  Auditorium,  College  of  Nurs- 
ing, UNMC  (No  registration  fee). 

JUNE  5, 1 993  — Renal  Disease  in  Children,  8:30 
a.m.  - 1 2:00  Noon,  Cooper  Auditorium,  Col- 
lege of  Nursing,  UNMC  (No  registration  fee). 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 
Advanced  Cardiac  Life  Support  — Provider, 
Renewal  and  Instructor;  Pediatric  Advanced 
Life  Support  — Provider,  Renewal  and  In- 
structor; Advanced  Trauma  Life  Support  — 
Provider  and  Reverification.  These  programs 
are  offered  by  the  Center  for  Continuing 
Education  throughout  the  year. 

j 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
Fax  Number  (402)  559-5915. 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  —House  of  Delegates,  April 
23-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-1 1,  1993,  Cornhusker  Hotel,  Lincoln. 

ANN  UAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

WEDNESDAY,  FEBRUARY  1 7, 1 993  - Modern 
Usage  of  Anti-lnfectives.  Location:  Hyatt  Re- 
gency Hotel,  2345  McGee  St.,  Kansas  City, 
MO.  Sponsor:  Dept,  of  Internal  Medicine, 
Division  of  Infectious  Disease,  the  University 
of  Kansas  Medical  Center.  Target  Audience: 
Family  physicians,  internists,  infectious  dis- 
ease specialists,  pharmacists,  emergency 
room  physicians,  topics  to  include  bite 
wounds,  drug-resistant  tuberculosis,  antibi- 
otic therapy.  Speakers:  Sebastion  Faro,  MD; 
Elliot  Goldstein,  MD;  Peter  N.R.  Heseltine, 
MD,  Daniel  R.  Hinthorn,  MD;  Chien  Liu,  MD: 
and  Richard  Quintilliani,  MD.  Fees:  To  be 
announced.  Credit:  AMA  Category  I of  the 
Physician's  Recognition  Award:  6.5  credit 
hours,  American  Academy  of  Family  Physi- 
cians: to  be  announced,  American  Council  of 
Pharmaceutical  Education:  to  be  announced. 

THURSDAY,  MARCH  1 8,  1 993  - 1 4th  Annual 
What's  New  in  Diabetes  Symposium:  Essen- 
tials of  Care.  Loction:  Adam's  Mark  Hotel, 
Kansas  City,  Mo.  Sponsor:  The  University  of 
Kansas  Medical  Center's  Dept,  of  Internal 
Medicine  and  Cray  Diabetes  Center  in  coop- 
eration with  the  American  Diabetes  Associa- 
tion.Target  Audience:  dietitians,  nurses,  phar- 
macists, physical  therapists,  physicians,  and 
social  workers.  Speakers:  Marcia  Drahiem, 
RN,  CDE;  Betty  Drees,  MD;  Wayne  Fowler, 
MD;  Dianne  Glynn,  RN,  JD;  Lee  Graves,  MD; 
Andrew  J.  Green,  MD:  Richard  Heilman, 
MD;  Patricia  Johnson,  RD;  Bradd  Silver,  MD; 
and  University  of  Kansas  Medical  Center 
faculty  and  staff.  Fees:  To  be  announced. 
Credit:  AMA  Category  I:  7 credit  hours, 
American  Academy  of  Family  Physicians:  to 
be  announced  (TBA),  American  Dietetic  As- 
sociation: TBA,  American  Nurses  Associa- 
tion: TBA,  American  Council  of  Pharmaceuti- 
cal Education:TBA,  American  Physical  therapy 
Association:  TBA,  Kansas  Behavioral  Sciences 
Regulatory  Board  (social  work):  TBA. 

APRIL  2-3,  1993  - 5th  Annual  Rae  R.  Jacobs 
Memorial  Lecture:  Back  Pain.  Location:  Ritz- 
Carlton  Hotel,  401  Ward  Parkway,  Kansas 
City,  MO.  Sponsor:  The  University  of  Kansas 
Medical  Center's  Dept,  of  Surgery,  Section  of 
Orthopedic  Surgery.  Target  Audience:  Or- 
thopedic Surgeons  and  Neurosurgeons. 
Speakers:  Alf  Nachemson,  MD;  Malcolm  H. 
Pope,  DrMedSc,  PhD;  David  Ebelke,  MD; 
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Valerie  McCann,  RN,  MS;  Roger  Jackson, 
MD;  Robert  Rondinelli,  MD;  David  Tillema, 
MD;  Ernest  Neighbor,  MD,  JD.  Fees:  To  be 
announced.  Credit:  AMA  Category  I:  11.75 
credit  hours. 

APRIL  1 6-1 8, 1 993  — 43rd  Annual  Postgraduate 
Symposium  on  Anesthesiology.  Target  Audi- 
ence: anesthesiologists,  family  physicians, 
nurse  anesthetists,  Ritz-Carlton  Hotel,  401 
Ward  Parkway,  Kansas  City,  MO.  Sponsor: 
Department  of  Anesthesiology,  the  Univer- 
sity of  Kansas  Medical  Center.  Fees:  to  be 
announced.  Credit  AMA  Category  1 of  the 
Physician's  Recognition  Award:  16.5  hours 
American  Academy  of  Family  Physicians:  to 
be  announced,  American  Association  of 
Nurse  Anesthetists:  to  be  announced,  Ameri- 
can Nurses  Association:  to  be  announced. 

Contact:  Office  of  Continuing  Education,  University  of 

Kansas  Medical  Center,  (913)  588^488. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
Office  of  Continuing  Education 

WEDNESDAY,  FEBRUARY  10,  1993  - Diabe- 
tes and  Dyslipidemia:  Diagnosis  and  Treat- 
ment. Location:  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri. 

SATURDAY,  FEBRUARY  27,  1993  - Women 
and  Men  in  Health  Care.  Location:  Washing- 
ton University  Medical  Center,  St.  Louis,  Mis- 
souri, 7.5  credit  hours  AMA  Category  1 . 

THURSDAY-FRIDAY,  MARCH  18-19,  1993  - 
Gastrointestinal  Surgery:  Refresher  Course 
and  Update.  Location:  The  Ritz-Carlton  Ho- 
tel, St.  Louis,  Missouri.  Program  Chairman: 
Steven  Strasberg,  M.D.,  1 4 credit  hours  AMA 
Category  1 . 

MARCH  30,  1993  — Glucocorticoid-Induced 
Bone  Loss  Mini-Symposium,  Osteoporosis 
and  Consensus  Development  Conference  - 
Hong  Kong.  Program  Chairman:  William  A. 
Peck,  M.D. 

SATURDAY,  APRIL  24,  1993  — Hemodynamic 
Monitoring  In  Anesthesia  and  Intensive  Care. 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  6.5  credit  hours  AMA  Category  1. 
Program  Chairman:  Demetrios  G.  Lappas, 
M.D. 


FRIDAY-SATU RDAY,  APRIL  30 - MAY  1,1993- 
Hearing  Aid  Conference.  Location:  Frontenac 
Hotel,  St.  Louis,  Missouri. 

WEDNESDAY,  MAY  5,  1 993  - Update  In  Tho- 
racic Surgery.  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri.  Pro- 
gram Chairmen:  Joel  D.  Cooper  and  Alec 
Patterson,  M.D. 

THURSDAY-SATURDAY,  MAY  6-8,  1993, 
WUMCAA  Reunion.  Location:  Washington 
University  Medical  Center,  St.  Louis,  Mis- 
souri. 

THURSDAY,  MAY  1 3, 1 993  — Current  Perspec- 
tives In  Menopausal  Problems.  Location:  The 
Ritz-Carlton  Hotel,  St.  Louis,  Missouri.  Pro- 
gram Chairman:  Louis  V.  Avioli,  M.D. 


MAYO  FOUNDATION 

MARCH  11-13,  1 993  — Mayo  Surgical  Sympo- 
sium & Reviews,  Ponte  Vedra  Inn  & Club, 
Ponte  Vedra  Beach,  Florida. 

APRIL  1-3,  1993  — Rheumatology:  Diagnostic 
and  Therapeutic  Trends,  Amelia  Island  Plan- 
tation, Amelia  Island,  Florida.  Contact:  Post- 
graduate Courses,  Section  of  Continuing 
Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone  (507)  284-2509  or  Toll  Free 
800-323-2688. 

MARCH  3-7, 1 993  —Selected  Topics  in  Internal 
Medicine,  Hotel  del  Coronado,  San  Diego, 
California. 

MARCH  22-26,  1993  — Obstetrical  and  Gyne- 
cologic Review  for  Primary  Care  Physicians, 
Tradewinds,  St.  Petersburg,  Florida. 

APRIL  2-4,  1993  — 2nd  Annual  Mayo  Clinic 
Conference  on  Advances  in  Clinical  Anesthe- 
siology, Amelia  Island  Plantation,  Amelia  Is- 
land, Florida. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 

Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 

(507)  284-2509  or  Toll  Free  800-323-2688. 


CREIGHTON  UNIVERSITY 

FEBRUARY  27,  1993  - Colon  and  Rectal  Dis- 
ease Conference  for  Primary  Care  Physicians 
- Marriott  Hotel,  Omaha,  NE. 

MARCH  12-13,  1993  — Laparascopy-Assisted 
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Vaginal  Hysterectomy  Course  - Boys  Town 
Board  Room/Creighton  Campus,  Omaha, 
NE. 

MAY  28-30,  1 993  — Family  Medicine  Update  - 
Okoboji,  IA. 

JUNE  25-26, 1 993  — Laparoscopy-Assisted  Vagi- 
nal Hysterectomy  Course  - Boys  Town  Board 
Room/Creighton  Campus,  Omaha,  NE. 

JULY  29,  1 993  — International  Humanae  Vitae 
Conference  - 25th  Anniversary  Celebration  - 
Holiday  Inn  Central,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 
O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 
Division,  2500  California  Street,  Omaha,  NE  68178. 


1992-93  DISTINGUISHED  LECTURE  SERIES 

FEBRUARY  4,  1 993  - Carl  C.  Peck,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

FEBRUARY  1 7,  1 993  - Roger  Williams,  M.D.  - 
Boys  Town  National  Research  Hospital  Audi- 
torium, Omaha,  NE. 

APRIL  21,  1993  - Philip  J.  DiSaia,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

JUNE  16,  1993  — Joyce  Lashoff,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 

O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 

Division,  2500  California  Street,  Omaha,  NE  68178. 


THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23,  24,  & 
25,  1992  August  20,  2 1 & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  IA  52242  or 
Call:  319/335-8203. 


NEBRASKA  ASSOCIATION 
OF  PATHOLOGISTS 
1992-1993  PROGRAM  SCHEDULE 

Caniglia's  Venice  Inn 
3rd  Wednesday  of  each  Month 
Scientific  Session:  5:30  - 6:30  p.m. 

APRIL  2 1 , 1 993  — "Biological  and  Clinical  Signifi- 
cance of  Cytogenetic  Abnormalities  in  Mes- 
enchymal Neoplasms",  Julia  Bridge,  M.D., 
Associate  Professor  of  Pathology  and  Micro- 
biology, University  of  Nebraska  Medical  Cen- 
ter. 

MAY  19,  1993  — To  be  announced. 
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Professional  Full  Service 


MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor.  Roger  S.  Jemstrom, 
M.D.,  Lincoln,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor  Sushil  S.  Lacy, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor.  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor  Gordon  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burl,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor.  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster 

ELEVENTH  DISTRICT : Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY  PRESIDENT 

Adams  John  Welch,  Hastings 

Antelope- Pierce Roger  Massie,  Plainview  

Box  Butte  Wendell  L.  Fairbanks,  Alliance  ... 

Buffalo Cheri  L.  Jensen,  Kearney 

Butler Mark  Carlson,  David  City 

Cass R.  R Andersen,  Nehawka  

Cheyenne-Kimball-Deuel  ...Calvin  Outright,  Sidney  

Cuming Scott  Green,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson 

Dodge Carl  Falcone,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  Blake  Butler,  Beatrice 

Hall Anne  Morse,  Grand  Island 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth  

Jefferson Gordon  O.  Johnson,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton  

Lancaster  Benjamin  Gelber,  Lincoln  

Lincoln  Robert  Dellinger,  North  Platte  .... 

Madison Steffan  Lacey,  Norfolk 

Metropolitan  Omaha Blaine  Roffman,  Omaha 

Northeast Richard  Votta,  Norfolk  

Northwest A.  J.  Alderman,  Chadron 

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup  Valley  Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete  

Sarpy Jan  Golnick,  Papillion  

Saunders John  Hansen,  Wahoo 

Scotts  Bluff  James  Massey,  Scottsbluff 

Seward  Paul  Hoff,  Seward 

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Gary  Ensz,  Auburn 

Southwest  Nebr Richard  F.  Klug,  McCook  

Washington-Burt Ronald  Morse,  Tekamah  

York Darroll  Loschen,  York  


SECRETARY-TREASURER 
Elizabeth  Rapier,  Hastings 
David  Johnson,  Osmond 


Katherine  Keifer,  Kearney 
Victor  Thoendel,  David  City  . 


Clinton  Dorwart,  Sidney 
Thomas  Tibbels,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Wayne  Zlomke,  Ord 
Donald  Weldon,  Beatrice 
Gordon  Hmicek,  Grand  Island 
M.D.  Jobman,  Aurora 


R.  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
James  Fosnaugh,  Lincoln 
Mark  Nielsen,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Kent  Lacey,  Scottsbluff 
Roger  Jacobs,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  • Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68122 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

American  Red  Cross,  Lancaster  County  Chapter 
1701  E.  Street,  P.O.  Box  83267,  Lincoln,  NE  68501 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103,  Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omana,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
Community  Health  Plaza,  7101  Newport  Ave.  #301, 

Omaha,  NE  68152-3180 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #307,  Omaha,  NE  68122 
Nebraska  Academy  of  Ophthalmology 
Vincent  J.  Sutton,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
Frederic  Ogren,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
W.  Fletcher  Reel,  Chapt.  Admin. 

Twin  Towers,  North,  7th  Floor,  3001  Douglas,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
John  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Alex  Stolarskyj,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
4239  Famam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
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Frederick  F.  Paustian,  M.D Omaha 

John  L.  Reed,  M.D.,  Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison  Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 


COMMISSION  ON  RURAL  HEALTH 


Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D Lincoln 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D.  ; Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 
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13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


OBSTETRICS  - GYNECOLOGY 
John  P.  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-93 
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GRAND  ISLAND 

□ 

■ ■■■ 

CLINIC  INC 

■ ■ ■ 

308-382-1100 

□ ■■■■ 

2444  W.  FAIDLEY  AVE. 

□ 

CONSULTATIVE 
NEPHROLOGY  & 

ORGAN  TRANSPLANTATION 


Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

•Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


LINCOLN 


BURN 
CARE 

71  NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


eye 

surgical 
- associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St..  SUITE  405 
LINCOLN,  NE  68502 


1-800-MED-LINC 


1-94 


GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68505 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-651 1 

1 -(800)  347-6880  9-93 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heid  rick,  M.D.,  FAC.O.G 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L Hodge,  M.D.,  F.A.C.O.G. 

GregoryW.Heidrick.M  D..  FAC.O.G. 

Yvonne  K.  Davenport,  M.D.,  FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

1 — 24  HOURS  - 7 DAYS  A WEEK  — i 

• 

• 

PELVIC  ULTRASOUND 
GYNECOLOGIC  FEMALE 

483-7641 

• NEW  PATIENTS  WELCOME ' 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 

rM’ 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Comer  of  1 3th  & E 

1000  S.  13th,  Lincoln 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Linc;  1-800-533-5462 
4740  A Street  • Suite  1 00  • Lincoln,  NE  6851 0 1 1 -93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 

Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


GENERAL  ORTHOPAEDICS 
ARTHROSCOPY 
TOTAL  JOINT 
REPLACEMENTS 
CHILDREN'S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 


10-93 


NEBRASKA 


| NEE 

I ORTHOPAEDIC 
I— .ASSOCIATES  Wd 
P.CXvN 


Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  MD. 
Daniel  R.  Ripa,  M.D4 
Robert  W.  Dugas,  M.D. 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  ■ HAND  SURGERY 
•JOINT  DISEASE 4 TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dom,  Suite  201 
Lincoln,  Nebraska 

10-93 
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Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 
Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIELJ. TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


Q PLASTIC  SURGICAL  ARTS 
PHILIP  S.  METZ,  M.D.,  F.A.C.S. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  685 10  (402)  483-2572 

10-93 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEPDISORDERMEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 

8-93 


lRAIRIE  SURGICAL 

ASSOCIATES  P.C. 


John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 
Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 
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Subspecialty  Certification 

Consultative 

Cardiovascular  Diseases 

Cardiology 

Walt  F.  Weaver, 

M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272 

Tel.  (402)  4894242 

Lincoln,  Nebraska  68506 

Fax  (402)  489-3338 

9-93 

OMAHA 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha.  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D. , Emeritus 
Richard  H.  Meissner,  M.D. 

Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

11-93 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha,  Nebraska  68122 

(402)  391-1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-93 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS  M.D. 


4840  V STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800  642-1117 


7441  'O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd  • Ste  102  • Papillion,  NE  681 28-4782 
© (402) 339-8974 


NI0SH  CERTIFIED  B-READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 

12-93 


SCOTTSBLUFF 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


OREGON  TRAIL  EYE  CLINIC 


329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 
4 GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)  284-401 1 (308)635-3911 

9.  SIDNEY 

(308)  635-3911 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  13  th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


OCCUPATIONAL  PHYSICIAN:  EG&G  Rocky 
Flats,  Inc.,  located  near  Denver,  Colorado,  is  look- 
ing for  a licensed  physician.  Responsibilities  include 
pre-employment,  medical  surveillance,  return  to 
work  exams,  work  related  injury  care,  worksite 
evaluations,  counselling  employees  and  manage- 
ment of  health  risks.  Experience  in  industrial  medi- 
cine is  highly  desirable.  EG&G  offers  an  exceptional 
compensation  package.  Please  send  your  resume 
to  EG&G  Rocky  Flats,  Inc.,  Employment  Depart- 
ment MLS,  P.O.  Box  464,  Golden,  CO  80402-0464. 
EOE. 

ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care 
Locum  Tenens  positions.  Full-time,  and  regular  part- 
time.  Numerous  Iowa  locales.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul 
malpractice  with  unlimited  tail,  excellent  benefit 
package/bonuses  to  full-time  physicians.  Contact 
Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  I A 50021, 
phone  1-800-729-7813  or  51 5-964-2772. 

PHYSICIAN:  Midwest  Minor  Medical  urgent 
care  clinics,  affiliated  with  Saint  Joseph  Hospital  at 
Creighton  University  Medical  Center  in  Omaha, 
Nebraska,  is  currently  seeking  two  full-time  physi- 
cians. These  positions  are  on  a contract  basis. 
Qualified  physicians  must  have  Family  Practice, 
Internal  Medicine  or  Pediatric  background.  One 
staff  position  available  that  includes  Medical  Di- 
rector duties.  Contact  Shelley  Anderson  at  (402) 
449-5432  collect  for  more  information. 


FAMILY  PRACTICE  OPPORTUNITY  - Current 
associate  leaving,  Central  Nebraska  city.  Contact 
Box  #38,  c/o  Nebraska  Medical  Journal,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508, 
phone  (402)  474-4472. 


WISCONSIN-MICHIGAN  — What  are  your  pre- 
requisites for  a practice?  Strelcheck  & Associates, 
an  extension  of  our  clients  recruiting  departments, 
has  several  opportunities  which  might  be  of  interest 
to  you.  We  currently  represent  our  clients  in  the 
areas  of  Dermatology,  Neurosurgery,  Occupa- 
tional Medicine,  Oncology,  Orthopedics,  Ortho- 
pedics-Hand, Psychiatry,  and  Urology.  Locations 
in  metropolitan  areas,  mid-size  cities,  on  lakes, 
streams,  or  near  forests  - you  choose.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC.;  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 

INTERNAL  MEDICINE,  FAMILY  PRACTICE, 
URGENT  CARE,  OB/GYN  AND  ACADEMICS  - 
Locations  from  the  lakes,  rivers  and  forests  of  the 
Great  Lakes  area  to  the  rolling  plains  of  the  Heart- 
land to  the  Lone  Star  State.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  life  in  historic 
villages  — there  is  something  for  everyone.  Positions 
with  single  and  multi-specialty  clinics  or  solo  with 
call  coverage  are  available.  Please  call  our  toll-free 
number,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.;  1 0624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 

LINK  ETHICAL  THEORY  WITH  CLINICAL 
PRACTICE  — Applied  Ethicist  sensitive  to  clinical 
dilemmas  can  meet  your  CME  or  program  needs 
with  topics  raneinR  from  "Canadian  Health  Care  — 
Northern  Discomfort?,"  Ethics  of  Assisted  Suicide," 
"Rx  in  the  Rural  Trenches,"  "Healing  by  the  Funda- 
mentals," etc.  Published  in  NEJM  and  other  leading 
US  and  Canadian  journals.  CV,  brochure,  and 
reprints  on  request.  Walter  Benjamin,  Ph.D.,  Hamline 
University,  St.  Paul,  MN  55104,  (612)  641-2300. 
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qAACHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

ypersensrtMty  to  any  component  of  the  medcaton 

Actrve  liver  deease  or  inexplaned.  persetent  eteatons  n liver  functcn  tests  (see  WARNINGS) 

Pregnancy  and  lactation.  Atherosclerosis  e a chronic  process  and  discontnuatcn  ol  liptd  k>/venng  drugs 
jmg  pregnoicy  should  have  Irttle  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia 
hctesterol  «¥Xl  other  products  of  cfiolesterol  biosynthesis  are  essential  components  for  fetal  development 
cludrg  synthesis  of  steroids  and  cell  membranes)  Snce  HMG-CoA  reductase  nhibitors  decrease  cholesterol 
,n these  and  possto*  the  synthesis  of  other  bdogcal*  actrve  substances  derived  from  cholesterol,  they  may 
ause  fetal  harm  when  administered  to  pregnant  women  Therefore,  HMG-CoA  reductase  inhibitors  are  contra  lo- 
cated dumg  pregnancy  and  n nursng  mothers  Pravastatin  should  be  administered  to  women  of  child - 
eanng  age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
otenbal  hazards.  If  the  patent  becomes  pregnant  while  takng  this  class  of  drug,  therapy  should  be  dtscon- 
xjed  oxi  the  patent  apposed  of  the  potential  hazard  to  the  fetus 
ARMINGS 

iver  Enzymes:  HMG-CoA  reductase  nhibitors,  like  some  other  liptd-kxvenng  therapies,  have  been  associated 
zrth  bochemcal  abnormalites  of  liver  function  Increases  of  serum  transamnase  (ALT,  AST)  values  to  more  than 
times  the  upper  limit  of  normal  occomg  on  2 or  more  (not  necessanfy  sequential)  occasions  have  been 
sported  n 1 3%  of  patents  treated  with  pravastatn  r the  U.S  over  an  average  period  of  18  months  These 
bnormafctes  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration  In 
lose  patents  ri  whom  these  abnormalites  were  believed  to  be  related  to  pravastatn  and  who  were  discontnued 
cm  therapy,  the  transamnase  levels  usually  fell  slowty  to  pretreatment  levels  These  biochemical  fndngs  are 
suafy  asymptomatic  although  worldwide  experience  ndicates  that  anorexia,  weakness,  and/or  abdomnal  pan 
nay  also  be  present  n rare  patients 

As  with  other  Spid-bwemg  agents,  liver  functcn  tests  should  be  performed  dumg  therapy  with  pravastatn 
Serum  amnotransferases.  ndudng  ALT  (SGPT).  should  be  monitored  before  treatment  begins,  every  six  weeks 
or  the  fist  three  months.  every  eight  weeks  dumg  the  remander  of  the  frst  year,  and  periodically  thereafter  (e  g., 
it  about  six-month  ntervais)  Special  attention  should  be  given  to  patents  who  develop  increased  transamnase 
?vefe  Uver  functcn  tests  should  be  repeated  to  confirm  an  etevaton  and  subsequently  monitored  at  more 
requent  ntervais  If  rcreases  n AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
hen  therapy  should  be  discontnued  Persistence  of  significant  amnotransferase  elevatcns  foUowng  dtscon 
nuatcn  of  therapy  may  warrant  consideratcn  of  liver  bopsy 
Active  iver  disease  or  unexplaned  transamnase  elevations  are  ccntrandications  to  the  use  of  pravastatn  (see 
XNTRAlsOCAnONS)  Cautcn  should  be  exercised  when  pravastatn  is  administered  to  patients  with  a history 
jl  iver  deease  or  heavy  alcohol  ngestcn  (see  CUN  CAL  PHARMACOLOGY  Fhamiacoknetics/Metaboism). 
Such  patents  should  be  closely  monitored,  started  at  the  lover  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desred  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyotysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  m this  class.  Uncomplicated  myalgia  has  also  been  reported  n 
orawastatn-treated  patents  (see  ADVERSE  REACTIONS)  Myopathy,  defned  as  muscle  achng  or  muscle  weak 
ness  n confine  ton  with  ncreases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatn  n only  one  patent  n clncal  trials  (<0.1%)  Myopathy 
should  be  considered  n any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
eteoten  of  CPK  Patents  should  be  advised  to  report  promptly  unexplaned  muscle  pan.  tenderness  or  weak 
ness,  pamcularty  if  accompaned  by  malaise  or  lever  Pravastatin  therapy  should  be  discontinued  if  mark- 
ed* aievated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyofysis,  ag..  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  nsk  of  myopathy  dumg  treatment  with  lovastatn  ts  rcreased  if  therapy  with  either  cyctospome,  gem- 
fibrozil. erythrornycn.  or  maan  is  admmstered  concurrently  There  is  no  experience  with  the  use  of  pravastatn 
together  with  cyctospome  Myopathy  has  not  been  observed  n clmcal  tnate  nvofvng  small  numbers  of  patents 
who  were  treated  with  pravastatn  together  with  maan.  One  tnal  of  limited  size  nvotvng  combned  therapy  with 
pravastatn  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patent  withdrawals  due  to 
musaJoskeieta!  symptoms  n the  grotp  recerv/ng  combned  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatn  monotherapy  Myopathy  was  not  reported  n this  tnal  (see  PRECAUTIONS 
Drug  Interactions)  One  patent  developed  myopathy  when  dofibrate  was  added  to  a previously  well  tolerated 
ragmen  of  pravastatn.  the  myopathy  resolved  when  dofibrate  therapy  was  stopped  and  pravastatn  treatment 
confirmed  The  use  of  fibrates  alone  may  occasional*  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  general*  be  avoided. 

PRECAUTIONS 

General:  Pravastatn  may  elevate  creatne  phosphoknase  and  transaminase  levels  (see  ADVERSE  REACTIONS) 
This  should  be  considered  n the  differential  diagnosis  of  chest  pan  n a patent  on  therapy  with  pravastatn 
Homozygous  Famial  Hypercholesterolemia  Pravastatn  has  not  been  evaluated  n patents  with  rare  homo- 
zygous farmhal  hypercholesterolemia.  In  this  group  ol  patents,  it  has  been  reported  that  HMG-CoA  reductase 
nhixtors  are  less  effective  because  the  patents  lack  functional  LDL  receptors 
Renal  Insufficiency  A sngle  20  mg  oral  dose  of  pravastatn  was  administered  to  24  patents  with  varyng 
degrees  of  renal  impairment  (as  determined  by  creatnme  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatn  or  its  3a- hydroxy  tsomenc  metabolite  (SQ  31 .906)  A small  ncrease  was  seen  n mean  AUC 
values  and  half-life  (tV2)  fa  the  nactive  enzymatic  nng  hydroxyiaten  metabolite  (SQ  31 .945)  Given  this  small 
sample  size,  the  dosage  admmstered.  and  the  degree  of  ndrvtduaJ  variability,  patents  with  renal  impairment  who 
are  receivng  pravastatn  should  be  ctose*  monitored 

Information  for  Patients:  Patents  should  be  advised  to  report  prompt*  unexplaned  muscle  pan,  tenderness 
a weakness,  particular*  if  accompaned  by  malaise  a fever 

Drug  Interactions:  Irnmwosuppressne  Drugs,  Gemfibrozil.  Niaan  (Nicotnc  Aodl  Erythromyan  See  WARN- 

NGS  Skeletal  Muscle. 

Anttpyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatn Snce  pravastatn  does  not  appear  to  nduce  hepatic  drug-metabolizng  enzymes,  it  is  not  expected  that 
any  significant  nteractcn  of  pravastatn  with  other  drugs  (e.g.,  phenyton.  qumdine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Ctdss tyramne/Coles tjpol  Concomitant  admmstration  resulted  n an  approximate*  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatn  However,  when  pravastatn  was  admmstered  1 hour  before  or  4 hours  after 
chotestyramne  a 1 hour  before  colestipol  and  a standard  meal,  there  was  no  dmcal*  significant  decrease  n 
bcavaiabrfity  a therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy  ) 

Varlam  In  a study  nvdvng  10  healthy  mate  subjects  grven  pravastatn  and  warfam  concomitant*  for  6 days, 
doavaiablity  parameters  at  steady  state  for  pravastatn  (parent  compound)  were  not  altered  Pravastatn  did  not 
alter  the  plasma  proten-bndng  of  warfam.  Concomitant  dosng  did  increase  the  AUC  and  Cmax  of  warfam  but 
did  not  produce  any  changes  n its  anticoagulant  action  (i.e.,  no  increase  was  seen  n mean  prothrombn  time  after 
6 days  of  concomitant  therapy).  However,  bleed ng  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  n this  class.  Patients  receivng  warfam-type  anticoagulants  should  have  ther  pro- 
thrombn times  close*  monitored  when  pravastatin  is  initiated  a the  dosage  of  pravastatn  is  changed 
OmeMne  The  AUCq^**  fa  pravastatn  when  given  with  cimetidne  was  not  significant*  different  from  the 
AUC  fa  pravastatn  when  given  alone.  A significant  difference  was  observed  between  the  AUC’s  fa  pravastatn 
wten  given  with  cmefidne  compared  to  when  admmstered  with  antaad. 

Ckgoxr  in  a crossover  tnal  nvofvng  18  healthy  male  subjects  given  pravastatn  and  digoxin  concurrent*  fa  9 
days,  the  boavailability  parameters  of  digoxn  were  not  affected.  The  AUC  of  pravastatn  tended  to  ncrease.  but 
the  aerall  boavailability  of  pravastatn  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 
Gemfibrozil  In  a crossover  study  n 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  umary  excretion  and  protein  bndng  of  pravastatin  In 
addition,  there  was  a significant  increase  n AUC.  Cmax.  and  Tmax  fa  the  pravastatin  metabolite  SQ  31.906 
Combnaton  therapy  with  pravastatn  and  gemfibrozil  is  general*  not  recommended. 

In  nteracton  studes  with  aspmn,  antacids  (1  hour  pnor  to  PRAMACHOL),  ometdne.  nicotnc  acid,  or  probued. 
no  statistical*  significant  differences  in  boavailability  were  seen  when  PRAVACHOL  (pravastatin  sodium)  was 
admmstered 

Other  Drugs:  Dumg  clmcal  tnais.  no  noticeable  drug  nteractons  were  reported  when  PRAVACHOL  was 
added  to  diuretics,  antihypertensivas.  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
bfocfcers.  a nitrogtycem. 

Endocnne  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  arculatng 
cholesterol  levels  and,  as  such,  might  theoretical*  blunt  adrenal  a gonadal  steroid  hormone  production.  Results 
cjdinical  tnais  with  pravastatn  n males  and  post-menopausal  females  were  neons  istent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chononc  gonadotropin  was  significant*  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
Pjawastatn  Hcwevor  the  percentage  of  patients  showng  a >50%  rise  in  plasma  testosterone  after  human 
atononic  gonadotropn  stimulation  did  not  change  significant*  after  therapy  n these  patients.  The  effects  of 
HMG-CoA  reductase  nhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients  The  effects,  if  any.  of  pravastatn  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown 
Hatients  treated  with  pravastatn  who  display  clmcal  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriate*  Cajtcn  should  also  be  exercised  if  an  HMG-CoA  reductase  nhibrta  a other  agent  used  to  lower 
cholesterol  teals  s admmstered  to  patents  also  receiving  other  drugs  (e  g , ketoconazote.  spironolactone, 
ametidne/  that  may  dimmish  the  levels  a activity  of  steroid  hormones. 

LNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
oel  nfiHratiai  of  perivascular  spaces,  were  seen  n dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
Pose  that  produced  a plasma  drug  teal  about  50  times  hicfoer  than  the  mean  drug  teal  n humans  takng  40 
rng/day  Simiar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class. 

® E.  R.  Squibb  & Sons,  Inc.,  Phnceton,  NJ 


A chemical*  similar  drug  n this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
nogemculate  fibers)  n clmcal*  normal  dogs  in  a dose-dependent  fashion  starling  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  teal  n humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  nhibitory  activity).  This  same  drug  also  produced  ves- 
tibulocochlear Wallenan- like  degeneration  and  retrial  ganglion  cell  chromatotysis  in  dogs  treated  fa  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  teal  similar  to  that  seen  with  the  60  mg/ kg  dose. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2 -year  study  in  rats  fed  pravastatin  at  doses  of 
10. 30.  a 100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0.01).  Although  rats  were  givon  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  teats  were  on*  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatn  as  measured  by  AUC. 

The  oral  administration  of  10.  30.  a 100  mg/kg  (producing  plasma  drug  teals  approximate*  0.5  to  5.0  times 
human  drug  teals  at  40  mg)  of  pravastatn  to  mice  fa  22  months  resulted  in  a statistical*  significant  increase  in 
the  incidence  of  malignant  lymphomas  n treated  females  when  all  treatment  groups  wore  pooled  and  compared 
to  controls  (p<0.05).  The  nctdence  was  not  dose-related  and  mate  mice  were  not  affected 

A chemical*  similar  drug  n this  class  was  administered  to  mice  fa  72  weeks  at  25,  100,  and  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  teals  approximate*  3. 15.  and  33  times  higher  than  the  mean 
human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  aal  dose.  Uver  carcinomas  were 
significant*  increased  m high -dose  females  and  mid  and  high-dose  mates,  with  a maximum  incidence  of  90 
percent  m males.  The  nadence  of  adenomas  of  the  liver  was  significant*  ncreased  in  mid-  and  high -dose 
females  Drug  treatment  also  significant*  increased  the  nadence  of  lung  adenomas  n mid-  and  high -dose  males 
and  females  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significant*  higher  in  high- 
dose  mice  than  n controls 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  a without  rat -liver  metabolic  activation,  n the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  coti;  a forward 
mutation  assay  n L51 78Y  TK  + / - mouse  lymphoma  cells,  a chromosomal  aberration  test  n hamster  cells,  and 
a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  m mice  a a micronucleus  test  m mice. 

In  a study  n rats,  with  dai*  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  fertil- 
ity a general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibita,  there 
was  decreased  fertility  in  male  rats  treated  fa  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  n a subsequent  fertility  study  when  this  same  dose  was  administered  tor  1 1 weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibita  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  ob- 
served Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  tarnation  in  dogs.  The  clinical 
significance  of  these  findings  is  inclear 

Pregnancy:  Pregnancy  Category  X:  See  COfsTIRAINDKDATlONS. 

Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  dai*  a n rabbits  at  doses  of  up  to  50  mg/kg  dai*.  These  doses  resulted  in  20x  (rabbit)  a 240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/ meter?)  However,  n studies  with  another  HMG-CoA  reductase 
nhibrta,  skeletal  malformations  were  observed  n rats  and  mice  PRAVACHOL  (pravastatn  sodium)  should  be 
admmstered  to  women  of  child -beamg  potential  on*  when  such  patients  are  high*  unlike*  to  conceive  and 
have  been  nformed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  takng  FRAVACHOL  (prav- 
astatn sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 
Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  poten- 
tial for  senous  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS) 

Pediatnc  Use:  Safety  and  effectiveness  m individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatn  is  general*  well  tolerated,  adverse  reactions  have  usual*  been  mild  and  transient.  In  4-month  long 
placebo-controlled  trials,  1.7%  of  pravastatn -treated  patients  and  1 .2%  of  placebo-treated  patients  were  discon- 
tnued from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference  was  not 
statistical*  significant  In  long-term  studies,  the  most  common  reasons  fa  discontinuation  were  asymptomatic 
serum  transamnase  increases  and  mild,  non-specific  gastrontestinal  complants.  Dumg  clinical  trials  the  overall 
ncidence  of  adverse  events  n the  elder*  was  not  different  from  the  incidence  observed  in  younger  patients. 
Adverse  Clinical  Events:  All  adverse  clmcal  events  (regardless  of  attribution)  reported  n more  than  2%  of 
pravastatn-treated  patients  n the  placebo -control  led  tnais  are  identified  in  the  table  below;  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  a possib*  related  to  the  drug: 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 411) 

Cardiovascular 

Cardiac  Chest  Pan 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4jy 

1.1 

1.3 

0.9 

GastrontestnaJ  ■** 

Nausea/Vomiting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdomnal  Pan 

5.4 

69 

2.0 

3.9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

29 

1.9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Pain 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  F^in 

10.0 

90 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Renal/  Genitourinary 

Urinary  Abnormality 

2.4 

2.9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhnitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

* Statistical*  significant*  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal  myopathy,  rtiabdomyo*sis. 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  trema,  vertigo,  memory  loss,  paresthesia,  penpheral  neuropathy,  penpheral  nerve 
palsy. 

Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rare*  which  has  in- 
cluded one  a mae  of  the  following  features,  anaphylaxis,  angioedema,  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA, 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multrforme,  including  Stevens-Johnson  syndrome. 

Gastrortestnal:  pancreatitis,  hepatitis,  ncluding  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and.  rare*,  cartiosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting 
Reproductive:  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye  progression  of  cataracts  (lens  opaaties),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported.  Eosinophil  counts  usual*  returned  to  normal  despite 
continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reduc- 
tase inhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrent*  with  cholestyramine,  colestipol,  nico- 
tnic  aad,  probucol  and  gemfibrozil.  Prelimnary  data  suggest  that  the  addition  of  either  probuco!  a gemfibrozil  to 
therapy  with  lovastatn  a pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatn  a pravastatin  alone.  No  adverse  reactions  unique  to  the  combnation  or  n addition  to 
those  previous*  reported  fa  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyotysis  (with  a 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  nhibitor  was  used  in  combi- 
nation with  immunosuppressive  drugs,  gemfibrozil,  erythromyan,  a lipid-lowenng  doses  of  nicotnc  aad.  Con- 
comitant therapy  with  HMG-CoA  reductase  nhibitors  and  these  agents  is  general*  not  recommended.  (See 
WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  ear  doses  with  pravastatn 
Should  an  accidental  overdose  occur,  treat  symptomatica!*  and  nstitute  supportive  measures  as  required. 

(J4-422A) 
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Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  10  to  40  mg  of  pravastatin 


Total  C 


Triglycerides 


cholesterol  control 


Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


'Each  arrow  represents  a range  of  means  derived  from  a single  placebo-controlled 
study  that  included  55  patients  treated  with  pravastatin. 


PRAVACHOL"  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  11a  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate. 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 

Reference:  1.  Jones  PH.  et  al  Once-daily  pravastalin  in  patients  with  primary  hypercholesterolemia  a 
dose-response  study  Clin  Cardiol.  1 99 1.14  146-151 


Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  prescribing  information  on  the  adjacent  pagt 
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BECAUSE  YOUR  TIME  IS  VALUABLE ; 


Physicians'  Priority  Line 


mmm  * 


¥ime  is  a physician's  most  important  asset.  Whether  you 
are  at  your  office  or  the  hospital,  every  minute  of  it  is 
taken  to  meet  patients'  needs. 


The  Physicians'  Priority  Line  can  save  you  time  with 
prompt  physician  referrals  and  consultations.  A free, 
24-hour  service  from  Methodist  Hospital,  Childrens 
Hospital  and  Methodist  Richard  Young,  the  Physicians' 
Priority  Line  is  your  link  to  physicians  of  your  choice 
Our  nurses  will  locate  the  physician  for  you.  Your 
call  is  considered  a priority  and  returned  promptly. 


The  Physicians'  Priority  Line  also  can  provide 
information  on  hospital  services  and  arrange 
for  physician  speakers  who  will  travel  to 
your  location  for  a presentation  to 
your  staff. 

The  next  time  you  need  assistance  with 
a physician  referral  or  consultation, 
please  give  us  a call..  Let  us  make  your 
job  easier.. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 
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Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


STEREOTACTIC 

RADIOSURGERY 

AT  Clarkson  hospital 


STEREOTACTIC  RADIOSURGERY 

Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  with  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 


In  this  procedure,  six  arcs  of  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 

The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 

Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 

HOSPITAL 


Nebraska’s 


Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Dr.  Herbst  is  director  of  Physician  Networking  for  Rapid  City  Regional  Hospital,  and  practices 
internal  medicine  in  South  Dakota  and  western  Nebraska.  He  is  a part-time  professional  nature 
and  wild  life  photographer,  providing  prints  and  photographs  for  publication  through  Grizzly  Bear 
Nature  Photography,  in  Keystone,  South  Dakota. 


PHOTOGRAPHERS  & ARTISTS: 

Pictures  wanted  for  front  cover  of  the  Nebraska  Medical  Journal.  Vertical  format  prints  of  subjects 
typical  of  Nebraska  preferred,  but  horizontal  pictures  can  be  modified  as  necessary.  Mail  to  Stuart 
P.  Westburg,  M.D.,  2756  O Street,  Lincoln,  NE  68510. 


March  1993  Nebraska  Medical  Journal  5-A 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon ! is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ’3'4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon"  1/12  gr.  5.4  mg  in 


bottles  of  100  s NDC  53159-001-01  and  1000's  NOC 

53159-001-10. 
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Elk  Grove  Village,  1L  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Gold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Thilip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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AMA  NOTES 

WASHINGTON  BRIEFS 

— Handgun  control  legislation  was  introduced 
in  the  House  of  Representatives  Feb.  5.  This 
year's  version  of  the  so-called  Brady  bill  shortens 
the  waiting  period  for  handgun  purchases  from 
seven  to  five  days,  and  encourages  states  to 
computerizecriminal  records.  PresidentClinton 
has  said  he  would  sign  such  a measure. 

— Sen.  David  Pryor  (D,  Ark.)  introduced  leg- 
islation to  repeal  a tax  credit  received  by  drug 
companies  and  other  manufacturers  operating 
in  Puerto  Rico.  The  bill  would  phase  out  the  tax 
credit  based  on  company  profits,  substituting  a 
less  generous  credit  based  on  wages  firms  pay 
to  workers  on  the  island. 

— The  U.S.  Justice  Dept,  abandoned  a plan  to 
require  physician  participation  in  federal  execu- 
tions. The  proposal,  contained  in  draft  regula- 
tions published  late  last  year,  had  been  sharply 
criticized  by  the  AMA,  the  American  College  of 
Surgeons  and  other  medical  groups.  The  final 
rule  published  in  February  specifically  allows 
physicians  to  decline  to  participate  in  execu- 
tions for  ethical  reasons. 

★ ★ ★ 


"Ron’s  Rule  — I give 
mysell  one  week  to 
meet  new  people  and 
start  having  tun  on  a 
locum  tenens 
assignment.  It  hasn't 
tailed  me  yet." 

Ron  Richmond,  MD, 
joined  the 
CompHealth  locum 
tenens  medical  stall 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
ot  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  Soft- 
spoken  for  a New  Yorker.  Ron  Richmond  knows... 

It’s  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

' l-80(M53-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich 


THE  NEBRASKA  MEDICAL  ASSOCIATION 
125th  ANNUAL  SESSION 


MEDICAL  ETHICS  IN  THE  CHANGING  WORLD 
OF  HEALTH  CARE  REFORM 


9:00  a.m.  — 
10:30  a.m.  — 

12:00  noon  — 
1:00  p.m.  — 

2:30  p.m.  — 


Plenary  Session 

"Health  Care  Rationing  - It's  Coming" 

Breakout  Sessions 

"Organ  Transplantation  - Who  Gets  What  & Why" 

"Care  of  the  Aging" 

Luncheon  - $1 1 .00 
Plenary  Session 

"Health  Care  Reform  in  the  U.S.  and  Nebraska  - An  Overview" 

Breakout  Sessions 

"The  Right  to  Die  vs  the  Ideals  of  the  Profession" 
"Distribution  of  the  Health  Care  Dollar  - Who  Gets  What" 


Saturday,  April  24,  1993 
Cornhusker  Hotel,  Lincoln,  Nebraska 
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RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 

USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 
provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 
needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 


For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 


AM  A NEWS  NOTES 

AMA  TAKES  REFORM 
MESSAGE  TO  CAPITAL 

The  AMA  took  its  health  care  message  to 
Washington  last  month.  AMA  officials,  includ- 
ing EVP  James  S.  Todd,  MD,  and  Board  Chair 
Raymond  T.  Scalettar,  MD,  met  with  White 
House  health  policy  adviser  Ira  Magaziner  and 
HHS  Secretary  Donna  Shalala,  PhD,  to  discuss 
health  system  reform  and  the  importance  of 
including  the  AMA  and  practicing  physicians  in 
developing  a reform  proposal.  Later,  Dr.  Todd 
met  with  the  so-called  Jackson  Hole  Croup,  a 
consortium  of  influential  health  policy  experts 
who  developed  the  managed  competition 
scheme,  to  brief  them  on  AMA's  Health  Access 
America  proposal  and  other  AMA  policies. 

Following  President  Clinton's  State  of  the 
Union  address,  the  AMA  publicly  expressed 
some  reservations  about  his  proposals.  A state- 
ment by  Dr.  Scalettar  expressed  the  AMA's 
dedication  to  reform,  but  cautioned  that  any 
cost  containment  measure  should  focus  on 
reducing  administrative  burdens,  eliminating 
mandated  care,  reforming  insurance  programs, 
slashing  the  cost  of  defensive  medicine,  and 
eliminating  excessive  and/or  inappropriate  care. 

However,  the  statement  noted,  "freezing 
physician  payment  in  either  the  public  or  pri- 
vate sector  is  not  the  answer.  Rather,  it  is  a 
stopgap  measure  that  does  not  address  the  true 
costs  of  health  care  — an  older  population,  high 
technology,  and  societal  problems  such  as  drugs 
and  violence."  He  added  that  "Four  years  ago, 
physicians  bargained  in  good  faith  with  the 
government  to  overhaul  the  Medicare  payment 
system.  Physicians  have  lived  up  to  their  end  of 
the  bargain,  and  data  for  1992  indicate  the 
volume  of  services  is  well  below  the  standard 
set  by  the  government.  The  government  chose 
to  cut  physician  reimbursement  in  spite  of  the 
agreement." 

Dr.  Todd  commented  that  physicians  for  the 
past  12  years  have  been  subjected  to  arbitrary 
reimbursement  reductions.  "If  it's  just  more  'cut 
the  providers  and  nothing  else,"'  he  said,  "the 
president's  going  to  have  a hard  sell.  But  if 
physicians  believe  there  is  equity  in  whatever 
the  president  recommends,  they  will  be  more 
accepting." 

★ ★ ★ 


A medical 
update  for 

primary  care 
physicians. 

You  are  invited  to  attend  a special  medical 
conference  for  primary  care  physicians  on 
Friday,  April  30,  at  Bergan  Mercy  Medical 
Center,  7500  Mercy  Road,  in  Omaha. 

You  will  be  updated  on  the  current  con- 
cerns and  care  of: 

• Diabetes 

• Coronary  artery  disease 

• Stroke 

This  conference  is  sure  to  fill  up  quickly,  so 
we  are  taking  registrations  on  a first-come  basis. 

To  register,  call  (402)  398-6499.  For 
a brochure  or  more  information,  call 
(402)  398-6192. 

Bergan  Merq  Medical  Center  is  accredited  by  the  Nebraska 
Medical  Association  Commission  on  Medical  Education  to  sponsor 
continuing  medical  education  for  physicians.  Bergan  Merq'  Medical 
Center  certifies  that  this  continuing  medical  education  offering 
meets  the  criteria  for  6 hours  of  credit  in  Category  1 of  the  Physicians 
Recognition  Award  of  the  American  Medical  Association,  or  any 
other  organization  that  recognizes  Category  1 credit,  provided  the 
program  is  used  and  completed  as  designed. 

This  program  has  been  reviewed  and  is  acceptable  for  6 pre- 
scribed hours  by  the  American  Academy  of  Family  Physicians. 

Sponsored/hosted  by: 

R 

Bergan  Mercy 

MEDICAL  CENTER 

Continuing  Medical  Education 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-6192 
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Beefs  New  Lean  Image 


A heart-healthy  diet  does  not  exclude  any  basic  food  group.  Even  individuals  on  a cholesterol-lowering  diet 
are  not  encouraged  to  severely  curtail  their  intake  of  meat  and  dairy  products;  instead,  they  are  encouraged  to 
decrease  their  consumption  of  high-fat  options  while  choosing  lean  cuts  of  meat  and  using  low-fat  dairy 
products. 

The  intrinsic  nutritional  value  of  meat  and  dairy  products  is  a compelling  reason  to  keep  these  foods  in  the 
diet.  Beef  for  example,  is  an  important  source  of  protein,  iron,  zinc,  and  other  valuable  nutrients,  many  of 
which  are  not  readily  available  from  other  foods  or  food  groups.  A 3 oz  serving  of  beef  can  provide  adults  wi 
one  half  of  their  total  recommended  daily  intake  of  protein  and  one  third  of  their  total  recommended  daily 
intake  of  zinc.  Beef  also  is  an  exceptionally  good  source  of  bioavailable  iron.  A high  percentage  of  the  iron  i; 
beef  is  in  the  heme  form,  which  is  five  to  ten  times  more  bioavailable  than  the  nonheme  iron  found  in 
nonanimal  foods. 


Changes  in  animal  breeding  and  feeding  practices  as  well  as  changes  in  retail  trimming  of  meat  have  results 
in  significant  decreases  in  the  overall  fat  content  of  today's  beef  products.  A recent  study  conducted  in 

cooperation  with  the  USDA  found  that  beef  contains 
about  27%  less  fat  than  it  did  in  the  late  1970s  and 
early  1980s. 

Lean  cuts  of  beef  can  be  included  even  in 
fat-restricted  diets.  Patients  should  be  instructed  to 
eat  up  to  6 oz  of  meat  per  day,  to  choose  lean  cuts 
such  as  round  and  loin  cuts,  and  to  trim  all  visible  fat 
from  the  outside  before  cooking.  They  should 
understand  that  they  can  further  minimize  their 
consumption  of  fat  by  broiling,  grilling,  microwaving 
rack-roasting,  sauteing,  or  stir-frying  meat  without 
added  fat  or  oil.  Following  these  simple  procedures 
will  significantly  reduce  not  only  saturated  fat  and 
cholesterol  but  caloric  intake  as  well. 


Fat/Cholesterol  Comparisons 

Calories 

Fat (g) 

Saturated 
Fatty  Acids  (g) 

Cholesterol 

(mg) 

Beef  Top  Sirloin  Steak, 
broiled 

165 

6.1 

2.4 

76 

Lean  Ground  Beef, 
broiled  medium 

231 

15.7 

6.2 

74 

Pork  Center  Loin  Chop, 
broiled 

165 

6.9 

2.5 

70 

Pork  Blade  Steak, 
broiled 

187 

10.6 

3.6 

80 

Chicken  Breast, 
skinless,  roasted 

140 

3.0 

0.9 

72 

Chicken,  dark  meat, 
skinless,  roasted 

174 

8.3 

2.3 

79 

Salmon,  Sockeye, 
cooked,  dry  heat 

183 

9.3 

1.6 

74 

Sole  (flat  fish), 
cooked,  dry  heat 

99 

1.3 

0.3 

58 

Peanut  Butter 
(1  Tbsp.) 

95 

8.2 

1.4 

0 

Egg  (1  large) 

75 

5.0 

1.6 

213 

Mote:  Meat,  Poultry,  Pish  based  on  3-ounce  cooked  portions. 


SOURCES: 

Bee/-  USDA  Handbook  8-13,  Revised  May  1990. 

Fork  - nationwide  Survey  of  the  Composition  and  Marketing  of  Pork  Products  at 
Retail,  University  of  Wisconsin-Madison,  1990. 

Chicken  - USDA  Handbook  8-5,  Revised  August  1979. 

Fish  - USDA  Handbook  8-15.  Revised  September  1987. 

Feanut  Butler-  USDA  Handbook  8-12,  Revised  September  1984. 

Egg  - USDA  Handbook  8,  1989  Supplement. 


Nutrient  Profile  of  Beef* 

Per  3 oz,  cooked  serving 

% of  total  recommended 
dietary  intake** 

Calories 

183 

9% 

Protein 

25g 

56% 

Iron 

2.54  mg 

14% 

Zinc 

5.89  mg 

39% 

Thiamine 

0.08  mg 

5% 

Niacin 

5.31  mg 

18% 

Riboflavin 

0.21  mg 

12% 

Vitamin  B 12 

2.24  mg 

37% 

* Composite  of  trimmed  retail  cuts. 

**  Based  on  2000  calories  a day.  Nutrient  percentages  reflect  the  US 

RDA  nutrient  standards  set  by  the  FDA  for  adults  and  children  aged 

4 or  older.  Source:  USDA  Agriculture  Handbooks. 

Recommend 
Today’s  Lean 
Beef 


A Heart-Healthy 
Choice 


Sponsored  by  the 
Nebraska  Beef  Council. 
For  more  information,  call 
1-800-421-5326 


THE  NEBRASKA  MEDICAL  ASSOCIATION 
125th  ANNUAL  SESSION 

Plan  to  Attend 

THE  INAUGURAL  DINNER 


All  physicians  and  spouses  are  cordially  invited  to  attend  the  installation  of  Robert 
F.  Shapiro,  M.D.  as  President  of  the  Nebraska  Medical  Association  and  recogni- 
tion of  Barbara  Bohi  as  President  of  the  Nebraska  Medical  Association  Auxiliary. 

5.30  p.m.  — Presidents'  Reception  (cash  bar) 

6:30  p.m.  — Inaugural  Ceremony 

7:00  p.m.  — Dinner  featuring  "Cuisines  of  the  World" 

followed  by  dancing  to  Complete  Music  - $29.50 

Saturday,  April  24,  1993 
Cornhusker  Hotel,  Lincoln,  Nebraska 


Robert  F.  Shapiro,  M.D. 


AMA  NOTES 


SMOKEFREE  WORKPLACE 
RULE  URGED  BY  AMA 

The  AMA  urged  Secretary  of  Labor  Robert 
Reich  to  develop  and  promulgate  standards 
that  provide  a smokefree  work  environment  for 
all  employees  as  soon  as  possible.  A letter  from 
AMA  EVP  James  S.  Todd,  MD,  states  the 
Association's  belief  that  "this  could  be  accom- 
plished most  easily  by  a total  ban  on  smoking  in 
the  workplace."  However,  the  letter  said  a stan- 
dard might  allow  — but  not  mandate  — a fully 
enclosed,  separately  ventilated  designated  smok- 
ing area. 

Citing  an  Environmental  Protection  Agency 
report  released  in  January  on  the  health  hazards 
imposed  by  "passive"  smoking  on  non-smokers, 
the  AMA  said  it  now  "is  evident  that  action  is 
needed  on  behalf  of  America's  labor  force."  The 
letter  urges  that  the  Occupational  Safety  and 
Health  Administration  separate  environmental 
smoke  from  other  problems  of  clean  indoor  air. 


It  recommends  that  workplace  non-smoking 
policies  be  clearly  communicated  to  employ- 
ees, customers,  and  others  who  enter  the  work 
environment,  and  encourages  employers  to 
provide  appropriate  support  in  helping  employ- 
ees quit  smoking. 

A similar  message  was  sent  to  Secretary 

Reich  in  February  by  the  American  Academy  of 

Family  Physicians.  The  statement  from  AAFP 

Board  Chair  James  R.  Weber,  MD,  urged  the 

secretary  to  "act  forcefully  to  ban  tobacco  use 

within  all  U.S.  workplaces." 

* * ★ 

SALINE  BREAST  IMPLANTS 
TOPIC  OF  MEETING 

Acting  at  the  suggestion  of  the  Food  and 
Drug  Administration,  the  AMA  helped  organize 
a meeting  of  interested  medical  specialty  societ- 
ies, manufacturers,  and  FDA  representatives  to 

(continued  on  page  22-A) 
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THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  FielJ  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT 
(913)  491*3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


chronic  wounds. 


Physicians  know  and  agonize  about  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds.  To  address  this  recurring  problem,  Bergan 
Mercy  Medical  Center  opened  Omaha's  first  dedicated  Wound  Care  Center  last  year. 
This  facility  is  one  of  40  centers  across  the  country  providing  a specialized  and 
comprehensive  approach  to  the  treatment  of  chronic  nonhealing  wounds.  We  offer 
a specially  trained  staff,  advanced  growth-factor  technology  and  the  latest 
therapeutic  procedures  to  assist  you  and  your  patient. 

We  invite  you  to  tour  the  facility  and  to  meet  our  staff  of  professionals.  To  make 
an  appointment,  or  if  you  have  any  questions  about  the  Bergan  Mercy  Wound  Care 
Center,  call  our  program  director,  Loree  Henkel,  RN,  at  (402)  398-5500. 


R 

Bergan  Mercy 

MEDICAL  CENTER 

Wound  Care  Center® 

2011  South  75th  Street 
Omaha,  NE  68124 
(402)  398-5500 


New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  50/ 

Humulin  50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

' Humulin " 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 
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Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Imagine  Office  Management 
At  Your  Fingertips. 
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A service  of  your  University  of  Nebraska  Medical  Center 
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Wfto  do  you 
talk  to  when 


Panic  Disorder 

Hi 

p • Chest  Pain 

• Shortness  of  Breath 

• Choking  Sensation 

• Hot  and/or  Cold  Hashes 

• Hyperventilation 

Panic  attacks  can  be  terrifying; 
symptoms  may  first  mimic  a heart  attack. 
Recurring  panic  attacks  can  disrupt  daily 
life,  often  incapacitating  the  victim.  Most 
people  who  suffer  from  panic  disorders 
respond  well  to  treatment. 

If  you  have  a patient  you  think  may  be 
suffering  from  a panic  disorder,  call  the 
Methodist  Richard  Young  Consultation 
Line.  A free  service  for  professionals,  the 
consultation  line  can  provide  you  with 
information  and  assist  with  assessments 
and  admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 
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RICHARD  YOUNG 

Mental  Health  Care 


Your  Professional  Reputation 


Deserves  More  Than  An  Insurance  Policy 


Select  the  comprehensive 
insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 


• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 


Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 

Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
company  that’s  been  insuring 
doctors  in  Nebraska  for  more 
than  50  years. 


Or  call  Robert  Slaughter  in  The  St.  Paul’s  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 


After  all,  your  reputation  depends  on  it. 
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St.  Paul  Fire  and  Marine  Insurance  Company 
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"A  Matter  of  Ethics" 


D.J.  LOSCHEN,  M.D. 


This  year,  the  NMA  will  launch  a "trial  bal- 
loon" at  its  annual  meeting  in  April.  Traditionally, 
the  House  of  Delegates  has  met  on  Friday  and 
Sunday,  leaving  Saturday  open  for  specialty 
society  business  and  various  CME  activities. 

With  the  state  and  national  political  spot- 
lights so  focused  on  health  care  reform,  the 
NMA's  Scientific  Sessions  Committee  has  elected 
to  depart  from  the  usual  format  and  devote  the 
entire  day  on  Saturday,  April  24,  1993,  to  a 
program  on  the  medical  ethics  of  health  care 
reform. 

On  the  ethical  menu  for  your  edification  will 
be  such  heavy  entrees  as  (among  others)  the 
rationing  of  health  care,  the  right  to  die,  patient 
selection  for  organ  transplant,  and  a full  discus- 
sion of  the  Oregon  plan  of  prioritization  of 
health  care  services. 

The  Committee  is  extremely  fortunate  to 
have  secured  the  participation  of  such  national 
scions  as  Doctor  Lonnie  Bristow,  AMA  Trustee 
and  spokesman  for  the  AMA  on  ethical  issues; 
and  Doctor  Kathleen  Weaver  from  Oregon, 
ASIM  Trustee  and  advocate  of  the  Oregon  plan. 
With  these  two  individuals  as  "keynote"  partici- 
pants, the  Committee  has  also  been  able  to 
secure  the  participation  of  such  Nebraska  lumi- 
naries as  Sister  Norita  Cooney  of  Mercy  Mid- 
lands Hospital,  our  own  Jerry  Schenken,  AMA 
Trustee  and  national  spokesman  for  the  AMA's 
Health  Access  America,  and  many  others. 

Since  the  subject  of  medical  ethics  really  cuts 
across  all  societal  boundaries,  and  since  the  list 
of  program  participants  is  so  exceptional,  the 


Oarroll  J.  Loschen,  M.D. 

Scientific  Sessions  Committee  has  elected  to 
extend  an  invitation  to  several  other  groups  to 
attend  and  participate  in  the  day's  program, 
including  the  Nebraska  Nurses' Association,  the 
Nebraska  Hospital  Association,  clergy  and  the 
news  media  to  name  but  a few. 

However,  to  really  make  it  a success,  we 
need  a great  turnout  by  our  NMA  members  and 
spouses.  I can't  overstate  the  work  that  Doctor 
Dave  Bacon  and  his  committee  have  gone  to 
this  year  to  put  this  program  together.  It  is  my 
sincere  hope  and  expectation  that  the  member- 
ship will  support  his  effort  by  a great  turnout. 
There  will  be  no  forum  that  you  will  attend 
where  the  issues  will  be  more  fully  and  candidly 
discussed,  and  where  you  will  have  a better 
opportunity  to  interact  with  the  recognized 
experts  in  the  field. 
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ORIGINAL  ARTICLES 


Women  At  Risk  of  Family  Violence 


JOHN  A.  AITA,  M.D. 


What  Should  The  Physician  Know? 

ON  30  March  1 992,  a local  woman 
was  murdered  by  an  "insanely 
jealous"  husband.1  On  6 May 
1 992,  a "love  affair  that  went  wrong"  culminated 
in  a murder-suicide.2  On  11  June  1992,  an 
"estranged  husband  charged  in  stabbing."3  News 
media  over  the  USA  record  such  occurrences 
frequently.  Currenttelevision  programs  (such  as 
America's  Most  Wanted,  Unsolved  Mysteries 
and  others)  regularly  describe  this  form  of  pre- 
dictable and  preventable  tragedy.  Surgeon  Gen- 
eral Antonia  C.  Novello,  M.D.,  acclaims  domes- 
tic violence  is  a public  health  problem  of  major 
proportions.4  Domestic  violence  is  the  second 
most  common  cause  of  injury  in  women  ages 
15  to  44;  more  common  than  auto  accidents, 
muggings  and  rapes  combined.  (The  leading 
cause  of  injury  in  this  group  is  "falls";  possibly 
some  sustained  in  violence  or  cited  as  coverup.) 
In  1990,  in  the  USA,  over  800  women  were 
killed  by  husbands  and  400  more  by  boyfriends. 
One-third  offemales  murdered  in  the  USA  were 
killed  by  spouses  or  lovers.  Even  in  their  vulner- 
able, pregnant  condition,  women  are  given  little 
consideration.  Seven  to  1 7%  of  pregnant  women 
in  university  obstetrics  clinics  reported  assault 
by  husbands  or  lovers.5'6,7  The  most  common 
type  of  murder-suicide  involves  a male  spouse 
or  partner  enraged  in  amorous  jealousy.8 

As  with  many  forms  of  violence  today,  assault 
and  murder  are  taken  for  granted.  They  are  part 
of  life  in  an  imperfect  world.  They  have  long 
been  regarded  as  "social  problems."  Their  por- 
trayal provides  a great  deal  of  ourentertainment 
today. 

Almost  invariably,  a review  of  events  preced- 
ing a murder  discloses  a recurrent,  stereotyped 
pattern  of  an  increasingly  jealous,  suspicious, 
hounding,  demanding,  domineering,  easily  en- 
raged and,  eventually,  physically  abusive  hus- 
band (or  lover).  His  repertoire  consists  of  insults, 
threats,  demands,  assault,  social  and  financial 
deprivation  and  gross  inconsideration. 


Like  alcoholism  and  crime,  domestic  vio- 
lence has  been  so  commonplace  that  it  has 
been  accepted  as  an  inexorable,  if  not  excus- 
able, social  phenomenon. 

The  pattern  is  so  typical,  so  repeated,  so 
standard,  so  predictable.  . .why  isn't  someone 
doing  something  about  it?  Because: 

1 . Many  are  ignorant  that  this  form  of  behav- 
ior can  progress  to  serious  injury  or  death. 
In  some  cultures,  age-old  tradition  allows  a 
husband  considerable  leeway  in  control- 
ling or  disciplining  his  wife.  Even  today,  an 
occasional  vigorous  slap  or  swat  is  consid- 
ered "normal"  in  many  relationships. 

2.  Band-Aid  measures  are  believed  effective. 
Many  believe  a court  order  will  protect  or 
simply  moving  away  will  stop  the  menace. 
Yet,  even  a divorce  may  be  followed  by 
stalking  the  victim.  Simple  marriage  coun- 
seling is  seldom  effective. 

3.  To  local  authorities,  domestic  violence  is 
often  a low  priority  call.  It  is  considered  a 
benign  or  low  grade  form  of  violence, 
often  deemed  controversial  or  private. 

4.  A remission  of  threatening  behavior  may 
occur  spontaneously  or  be  provoked  by 
some  impressive  incident.  Then  the  abuser 
may  become  disarmingly  loving,  even  con- 
trite for  a period,  derailing  any  manage- 
ment. Such  remissions  are  seldom  lasting 
or  permanent. 

5.  The  problem  is  kept  secret  within  the 
family: 

a.  Wife  is  unwilling  or  indecisive  to  do 
anything  because  of  fear,  shame  (pride), 
guilt,  naivete,  a beaten,  helpless  or  hope- 
less attitude.  For  a variety  of  reasons  she 
may  refuse  to  testify  against  her  hus- 
band, often  out  of  fear  of  reprisal. 

b.  She  has  provided  some  grounds  for 
suspicion  and  jealousy  (uncommon). 

c.  She  believes  she  can  "handle  it"  in  a no- 
win  situation. 
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6.  This  form  of  psychopathology  has  tradi- 
tionally been  side-stepped  by  mental  health 
boards  who  consider  it  a nuisance,  merely 
a relentless  social  phenomenon.  The  boards 
are  concerned  only  with  decisions  of  pres- 
ence of  insanity  (psychosis)  and  actual 
danger  to  self  and  others.  Spouse  abusers 
are  seldom  psychotic.  The  risk  of  danger  to 
the  victim  has  been  so  significantly 
downplayed  that  social  service  and  pro- 
tective agencies  have  had  to  develop  and 
take  charge. 

7.  The  male  aggressor  is  more  likely  to  de- 
fend himself  with  sophisticated  and  im- 
pressive legal  talent.  His  behavior  outside 
the  house  may  be  exemplary  of  fine  man- 
hood, fatherhood  and  marital  bliss.  Invari- 
ably he  denies  or  has  no  insight  into  his 
behavior;  or  he  smoothly  explains  it  away 
as  her  fault,  necessitating  his  urgent  and 
vigorous  control.  Without  witnesses,  "It's 
her  word  against  mine"  often  leaves  the 
abused  defenseless. 

What  the  Physician  Must  Know 

Abuse  is  the  systemic  persecution  of  one 
partner  by  another,  "designed  to  control  and 
subjugate  another  human  being  by  use  of  fear, 
humiliation  and  verbal  or  physical  assault."9 

Despite  its  prevalence,  spouse  abuse  has 
been  commonly  overlooked  by  physicians.10  It 
is  seldom  brought  directly  to  the  doctor's  atten- 
tion (excepting  when  injury  forces  it).  Only  the 
psychiatrist  might  probe  the  question  in  routine 
history  taking.  Physicians  who  prefer  to  deal 
with  only  the  physical  aspects  of  patient  care 
avoid  such  questioning.  They  are  uncomfort- 
able with  it.  It  is  too  personal  or  private,  "a  family 
matter."  A man's  home  is  his  castle.  There  is  risk 
of  "opening  a can  of  worms,"  offending  a hus- 
band and  not  knowing  what  to  do  about  it.  A 
physician  uninformed  about  this  problem  can 
be  readily  caught  between  opposing  stories  and 
misled  by  the  invariably  convincing,  denying 
husband. 

CJues: 

1.  Injury  that  is  not  readily  explainable  or 
could  have  been  caused  by  assault.  Pa- 
tients will  often  attribute  injury  to  acci- 
dents, to  falls,  to  running  into  a door,  or 
something  fell  on  them.  Some  of  these 
patients  present  with  an  accumulation  of 
injuries;  old,  recent  and  new. 

2.  Presence  of  a controlling,  hovering  hus- 
band. 


3.  Any  female  patient  with  a spectrum  of 
emotional  disorders  from  "stress  syndrome" 
to  major  psychiatric  disorder. 

4.  Alcoholism  or  drug  addiction  in  one  or 
both  partners. 

Inquiry: 

Obviously,  unless  the  patient  volunteers,  one 
does  not  open  questioning  by  such  direct  in- 
quiry as  "How  often  does  your  mate  smack  you 
around?"  As  this  report  reveals,  many  victims  are 
initially  very  shy,  cowed  and  denying,  even 
protective  of  the  abuser.  Many  abused  women 
have  remarkably  little  insight  into  the  fact  that 
they  are  caught  up  in  a pathological,  not  to  be 
tolerated  situation.  However,  if  they  feel  safe, 
understood  and  supported,  and  are  approached 
in  a sympathetic  manner,  the  following  graded 
questioning  produces  results: 

How  is  life  going  for  you? 

How  is  your  marriage  (or  relationship  going)? 

Do  you  two  get  along  well? 

Is  he  easy  to  live  with?  Talk  to? 

Is  he  pretty  strict?  Pretty  hard  to  please? 

Can  you  disagree  with  him? 

Do  you  get  blamed  a lot? 

Does  he  mistrust  you? 

Will  he  let  you  out  of  his  sight? 

Does  he  pretty  much  boss  your  life?  Act  like 
he  owns  you? 

Can  you  come  and  go  as  you  please? 

Does  he  always  expect  you  to  obey  him? 

What  happens  if  you  do  not  always  obey? 

Does  he  ever  threaten  you? 

Does  he  threaten  to  hurt  you  if  you  do  not 
obey? 

Does  he  force  sex  on  you  when  you  would 
rather  not? 

Does  he  sometimes  hurt  or  hit  you? 

Can  he  get  pretty  mean? 

She  must  be  interviewed  alone,  out  of  others' 
hearing,  and  be  assured  her  information  is  con- 
fidential. Do  not  ask  her  husband  (or  partner)  to 
verify  any  information  she  gives  you.  He  invari- 
ably will  deny  it  ajl  or  blame  her  and  become 
infuriated  at  her  revelations.  It  is  best  to  gener- 
alize and  reassure  her  that  she  is  one  of  count- 
less women  so  affected.  It  is  not  normal,  nor 
desirable  to  go  on  living  this  way. 

The  Patient  at  Hand: 

The  spectrum  of  patients'  offerings  will  vary 
from  those  most  acutely  at  risk  of  death  to  those 
presenting  with  less  serious  injury  or  mostly 
threats  and  coercion.  Any  patient  presenting 
with  serious  injury,  a continued  accumulation  of 
injuries,  or  a story  of  barely  escaping  with  her  life 
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must  be  considered  at  great  risk.  A rapid  assess- 
ment of  risk  depends  on  experience,  intuition 
and  all  of  the  information  one  can  gather.  To  err 
in  over-estimating  risk  is  safer  than  minimizing  it. 
The  following  observations  are  helpful: 

Patient's  recent  decision  to  break  relationship. 

Injuries,  past  and  present;  frequency,  severity. 

The  abusing  partner: 

Outspoken  threats  of  homicide  or  suicide. 

A history  of  prior  violent,  life-threatening 
behavior.  Prison  sentence,  parole. 

Availability  of  weapons;  past  use  of  weap- 
ons. 

Moodiness,  despondency. 

Recent  major  stresses:  loss  of  job  or  pro- 
motion, financial  reverses,  "failure." 

Obsessive,  demanding,  hounding  relation- 
ship with  victim.  Cannot  live  without 
you.  No  one  else  can  have  you.  Occa- 
sionally, a "lovesick"  idolization,  cling- 
ing. 

Stalking,  continual  hovering,  menacing. 

Drug  dependency,  alcoholism. 

Increasing  rages,  brutality,  mistrust,  de- 
mands, enslavement. 

In  an  acute,  high  risk  situation,  the  assistance 
of  police  must  be  sought.  The  victim  must  be 
informed  of  her  perilous  status  (which  some 
women  do  not  comprehend).  Hospitalization 
may  have  to  be  provided  to  protect  her.  She 
must  be  advised  and  assisted  quickly  by  the 
nearest  Abused  Womens'  Protective  Service. 
She  may  need  a protective  shelter,  now  avail- 
able in  many  cities.  She  must  be  made  aware  of 
legal  aid  and,  in  some  cases,  temporary  welfare 
opportunities.  However,  after  discussion,  the 
decision  is  hers  and  coercion  is  inadvisable. 
Statutes  of  privileged  communication  (confi- 
dentiality) must  be  respected.  Yet,  the  physician 
treating  wounds  or  injuries  caused  by  violence 
must  report  this  to  the  local  police  chief  or 
sheriff.11  If  she  returns  home,  she  should  main- 
tain close  and  prolonged  alliance  with  the  do- 
mestic violence  worker.  A hot-line  or  emer- 
gency flight  plan  must  be  provided. 

In  an  ideal  system,  police  are  empowered  to 
make  an  arrest  if  it  is  probable  that  violence  has 
occurred  or  is  about  to  occur.  This  is  often  the 
"moment  of  truth,"  which  requires  considerable 
experience,  maturity,  intuition  and  wisdom  on 
the  part  of  the  policeman  or  police  team  an- 
swering the  call  for  help.  Regretfully,  even  to- 
day, some  very  male-oriented  police  regard 
these  crises  are  trivial.  (An  occasional  police- 
man is  himself  a spouse  abuser!)  To  ask  for  or 


await  an  indecisive  victim  to  press  charges  is 
often  distracting  and  of  no  value.  This  is  a time 
for  quick,  sober  decisions,  which  police  must 
make.  Once  the  abuser  is  in  custody  and  the 
victim  adequately  safeguarded,  evaluation  must 
get  underway.  Due  process  must  take  place 
when  necessary.  Simply  imposing  restraining  or 
protective  orders  or  moving  away,  by  them- 
selves, are  often  unsure  safeguards. 

When  the  first  or  earliest  abuse  is  reported 
and  dealt  with,  the  outlook  for  remedy  is  best. 
The  wife  who  quickly  asserts  herself  and  sends 
a strong  message  that  such  behavior  will  not  be 
tolerated  prevents  formation  of  the  classical 
victim-abuser  relationship  that  becomes  chronic, 
fixed  and  worsening. 

Emphasis  must  be  placed  on  the  following: 
Break  up  the  pattern  of  abuse  early. 

The  abuser  must  be  informed  emphati- 
cally and  authoritatively: 

His  behavior  is  harmful,  not  to  be  toler- 
ated. 

His  wife's  errors,  faults  or  antics  do  not 
justify  abuse. 

He  is  solely  responsible  for  his  actions. 

There  are  consequences  to  his  contin- 
ued, inappropriate  conduct. 

Women,  their  families  and  friends  must  learn 
quickly  to  recognize  the  pattern  of  spouse 
abuse.  It  must  be  deemed  intolerable  at  once. 
Measures  must  be  immediately  started  to  stop 
it  and  to  revise  the  abuser's  behavior.  Crisis 
intervention  may  be  necessary.  Relapses  are  not 
allowed.  The  problem  is  solved  best  "out  in  the 
open"  of  a therapeutic  setting,  rather  than  main- 
tained as  a closet-secret.  Spouse  abusing  behav- 
ior is  often  a fixed  type  of  emotional  reaction  not 
easily  corrected  with  simple  counseling  or  psy- 
chotherapy by  inexperienced  professionals.  The 
denial  and  lack  of  insight  is  frequently  amazing 
in  abusers.  At  best,  many  abusers  will  cease 
violence,  but  will  never  change  their  attitude  or 
admit  they  were  wrong.  The  similarities  to  deal- 
ing with  alcoholism  are  evident. 

Abusers  can  become  progressively  more  bru- 
tal and  dangerous  with  time.  The  victim's  call  for 
help  or  her  separation  may  spur  the  abuser's 
desperate  control,  if  not  murderous  retaliation. 
A 24-hour,  around-the-clock  protection  may  be 
required  to  shield  the  victim.  A very  determined, 
"crazed"  abuser  is  very  difficult  to  disengage, 
lose  or  fend  off.  The  story  is  well-known  of 
women  who  moved  far  away  and  changed 
identities,  still  pursued,  stalked  and  harmed.  A 
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premature  release  on  bond  (habeas  corpus) 
may  only  hasten  the  tragedy. 

At  the  time  of  crisis,  several  problems  may 
arise: 

1 . Police  apathy,  inaction.  Indecision  to  press 
charges. 

2.  Legal  hurdles. 

3.  Simply  advising  family  therapy  or  marital 
counseling,  which  at  this  point  ill-advisedly 
removes  the  focus  and  responsibility  from 
the  abuser. 

4.  Abuser  has  disappeared. 

5.  "Too  many  cooks,"  uncoordinated  efforts. 

The  public,  attorneys,  judges,  mental  health 
boards  (who  can  order  a psychiatric  examina- 
tion), family  doctors  and  other  health-care  work- 
ers, psychiatrists,  psychologists,  social  service 
workers,  abuse  centers,  counselors  and  thera- 
pists, police  and  ministers  must  becomefamiliar 
with  this  recurrent  pattern  of  horror  and  its  risks. 
Such  cases  call  for  immediate  investigation. 
Commitment  to  a psychiatric  hospital  or  jail 
must  be  provided  by  state  law  if  the  husband 
refuses  to  cooperate  and  is  deemed  a potential 
risk.  Occasionally  a psychiatric  diagnosis  is  ap- 
propriate and  may  range  from  situational  crisis 
to  personality  disorder  or  alcohol  (or  drug) 
intoxication;  brain  damage  to  psychosis  (insan- 
ity). Legal  insanity  may  (rarely)  exist.  The  laws  of 
some  states  require  change  to  deal  with  this 
recurrent  tragedy  so  that  the  abuser  is  promptly 
taken  into  custody  and  carefuly  evaluated.  Once 
this  is  done,  the  diagnosis  and  estimation  of  risk 
dictate  further  management  of  the  abuser,  which 
often  includes  special  family  violence  counsel- 
ing. Some  abusers  may  require  hospital  care, 
prison  sentences,  long-term  probation,  as  well 
as  intensive  psychiatric  treatment  So  lacking  in 
insight,  most  abusers  must  be  court-ordered  to 
obtain  the  treatment  prescribed. 

Male  Supremacy 

Men  usually  have  the  inherent  advantage  of 
physique,  power  and  honed  competitiveness. 
Until  recent  decades  "it  has  been  a man's  world." 
Male  biology  (testosterone),  culture,  history 
and  tradition  have  long  allowed  masculine  "pres- 
tige, privilege  and  prerogative."  Some  men  con- 
tinue to  believe  that  the  wife-abuse  problem  is 
minor  or  a backlash  hyperbole  of  profeminist 
activists.  Our  criminal  justice  system  (largely 
masculine)  has  often  appeared  to  favor  men. 
And  men  all  too  readily  charge,  "Well,  what  has 
she  done  to  bring  this  on  or  to  perpetuate  it?" 
Our  children  grow  up  in  a "civilization"  that  still 


accepts  masculine  might,  female  submissive- 
ness, violence  and  brutality  not  only  as  everyday 
norms,  but  entertainment  as  well! 

While  biologic  and  cultural  factors  provide  in 
variable  extent  to  these  driven  personalities, 
study  often  discloses  also  family  and  childhood 
traumas  (neglect,  abuse).  Military  and  extremely 
fundamental  religious  families  may  contribute 
to  a harsh,  patriarchal  (or  martinet)  attitude  and 
expectations.  The  individual's  response  to  child- 
hood distress  was  different  than  his  siblings,  the 
abuser  having  reacted  to  problem  situations 
with  retained  resentment  and  development  of  a 
vulnerable  masculine  pride.  Violent  and  abu- 
sive experiences  of  childhood  may  set  the  stage 
for  repetition  in  adult  life.12,13'14  Son,  parent, 
sibling  and  teacher-pupil  relationships  were  of- 
ten strained.  Many  have  long  nurtured  a touchy, 
sizeable  hostility  toward  women,  often  summa- 
rized by  the  warnings,  "You  are  nothing  but  a 
girl"  or  "No  damned  woman  is  going  to  tell  me 
what  to  do."  As  children,  these  men  were  not 
favored  with  a close,  stable,  loving,  gentle  family 
setting.  The  experience  of  mature  affection, 
respect  and  caring  does  not  develop  in  abusers. 

One  questions  what  kind  of  mental  pro- 
cesses occur  in  a man  to  make  him  physically 
coercive  and  brutal  to  a creature  he  can  easily 
subjugate,  whom  he  presumably  loved?  Some 
answers  lie  in  the  following  personality  facets, 
which  remarkably  may  be  revealed  only  in  a 
marital  or  love  relationship:9 

- Master-slave  relationships;  need  for  power 
and  control  over  anyone  with  whom  he  is 
bonded,  familiar  or  intimate.  "Cannot  let 
a woman  win."  A wife's  independence 
and  assertiveness  become  infuriating 
threats. 

- Intense,  defensive,  obsessive  need  to  pos- 
sess, control,  dominate,  criticise.  Over- 
developed male  ego  and  sense  of  entitle- 
ment. 

- A clinging,  pestering,  lovesick,  l-cannot- 
live-without-you  adhesiveness.  Murder- 
suicide  is  a risk  with  these  men. 

- A deviant,  dysfunctional  psychosexual 
("lovelife")  pattern.  Insensitive  or  brutal 
sexuality.  Sadistic  psychosexual  experi- 
ences. 

- A distorted,  demeaning,  immature  rela- 
tionship with  women:  Macho,  Don  Juan  or 
Lothario,  "the  mad  lover."  "he  has  a way 
with  women."  "love'em  and  leave'em," 
"Dr.  Jekyll  and  Mr.  Hyde." 
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- Drug  or  alcohol  dependency. 

- Lack  of  interpersonal  sensitivity  in  the  close 
relationship. 

- Paranoid  )insane")  jealousy  and  demand  for 
loyalty. 

- In  the  relationship,  easily  enraged;  tantrums, 
violence,  abuse,  retaliation.  Poor  impulse 
control;  easily  aggravated  by  stress,  espe- 
cially vocational  or  financial. 

- Hounding,  stalking;  pursuit,  rigidity  and  per- 
sistence in  set  opinions  and  attitudes. 

Interestingly,  some  abusers  appear  to  be 
otherwise  model  family  men:  good  providers, 
hard  workers,  church-goers,  social  lions,  fine 
neighbors,  coaching  childrens'  athletic  teams. 
Some,  to  outsiders,  are  quite  disarming,  putting 
on  a good  front,  convincingly  "innocent,"  even 
charming.  The  emotional  beast  appears  only 
within  the  marital  or  love  relationship. 

"It  Takes  Two  to  Tango" 

In  a great  number  of  cases,  the  wife  who  is 
not  the  cause  of  her  plight,  becomes  emotion- 
ally hammered  into  a mold  of  passive  acquies- 
cence. Often  asked  critically  is,  "Why  does  she 
stay  with  him  in  the  first  place?,"  as  if  the 
problem  were  that  simple  and  that  she  is  consid- 
erably at  fault.  Victims  have  been  known  to 
request  police  not  to  arrest  their  husbands,  to 
beg  their  release  from  custody,  to  blame  them- 
selves unrealistically  or  deny  charges  later  in 
court.  It  may  be  the  natural  personality  makeup 
of  some  women:  too  beholden,  awed,  terror- 
ized, submissive,  ingratiating,  even  enslaved  in 
a love  relationship.  But,  they  are  not  the  cause. 

These  victims  become  emotionally  beaten 
into  a state  of  passivity,  a prisoner-of-war  men- 
tality (as  was  noted  following  the  Korean  and 
Vietnam  wars).  They  become  devoid  of  self- 
esteem, isolated  and  steeped  in  fear  and  shame. 
A family  style  of  secrecy  often  contributes  to  this 
role.  The  popular  need  for  privacy  protects  the 
abuser  and  silences  the  cowed  and  embar- 
rassed victim.  Some  appear  helplessly  hypno- 
tized by  a Svengali-type  domination,  avowing 
"Do  with  me  what  you  will,  I still  love  you." 

Caught  in  a bind,  she  is  kept  in  place  by 
numbing  fear  and  helplessness.  If  he  is  jailed, 
what  happens  to  his  job  or  career  and  family 
income?  If  she  leaves,  where  can  she  seek 
dependable  help  and  sustenence?  The  pres- 
ence of  children  (whose  safety  and  status  might 
be  jeopardized)  adds  to  the  need  to  stay  at 
home.  Contemplation  of  the  abuser's  quick 
retaliation  to  any  move  she  makes  is  paralyzing. 


Some  victims  believe  they  can  weather  the 
storm.  This  cannot  last.  There  has  to  be  a better 
way"  (perhaps  if  he  gets  a job,  ceases  drinking, 
gets  a loan  or  a promotion).  A remission  in 
abusive  behavior  or  a temporary  "reconcilia- 
tion" may  suggest  there  is  hope. 

A number  of  women,  reared  in  families  where 
wife  (mother)-abuse  was  common,  retain  the 
belief  that  this  is  normal  in  a family  setting. 
Violent  and  abusive  experiences  of  childhood 
can  set  the  stage  for  repetition  in  adult  life.14-15 

(Of  course,  add  to  this  the  utter  confusion 
and  disarray  that  occurs  when  the  occasional 
victim  lets  herself  be  driven  to  the  comfort  and 
consolation  of  another  man!  Yet,  regardless  of 
her  personality,  faults  or  misbehavior,,  physical 
abuse  is  never  justified  excepting  as  necessary 
in  self-defense.) 

The  Legal  Hurdles 

Once  charged  or  taken  into  custody,  the 
abuser  may  be  managed  by  a legal  chain  of 
command,  which  commonly  runs  from  police 
to  county  (or  district)  attorney,  defense  and 
plaintiff's  attorneys  to  the  judiciary.  Critical 
decisions  are  made  at  each  juncture,  the  per- 
sonnel of  which  must  be  aware  of  the  abused 
spouse  syndrome,  its  seriousness  and  that  cru- 
cial decisions  are  in  their  hands.  A 1 986  study 
in  Texas  disclosed  when  police  were  called  only 
44%  of  abusers  were  arrested  despite  injuries 
suffered  by  victims.16  Legal  talent  can  impose 
amazing  challenges.  Typical  in  a newspaper 
account:  "Was  she  the  victim  of  an  abusive 
husband?  Or  was  she  a hysterical  and  manipu- 
lative wife  who  pushed  her  spouse  over  into 
temporary  insanity?"17  (Experienced  domestic 
violence  professionals  recognize  this  abuser's 
countercharge  as  a typical  ploy.) 

Police  and  the  legal  system  shun  intrusion 
into  personal  and  family  privacy.  Marital  abuse 
has  not  been  regarded  in  the  same  light  as  other 
violence.  Husbands  appear  to  have  some  tradi- 
tional leeway  to  assault  wives,  this  being  "a 
family  matter"  (implying  discipline)  or  "the  little 
lady  became  hysterical"  (requiring  a form  of 
shock  therapy). 

In  states  where  police  have  only  weak,  am- 
biguous, or  no  legal  backing,  they  are  often 
powerless  despite  needs  so  obvious  to  others. 
Officers  cannot  always  easily  appraise  risk  or 
who  is  primarily  at  fault  in  an  acute  situation. 
They  hesitate  to  ignite  a potentially  explosive 
setting.  Wives  may  back  down  (some  under 
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husband's  pressure,  others  on  their  own  second 
thoughts).  A convincing,  disarming  and  asser- 
tive husband  may  readily  ("man  to  man")  talk  his 
way  out  of  it  ("You  know  how  women  are.  It  is 
only  a domestic  squabble").  When  inflamed, 
belligerent  and  uncooperative,  the  abuser  may 
pose  more  of  a disturbance  than  the  police 
desire  to  provoke  at  the  moment.  When  ques- 
tioned, some  police  regard  domestic  violence 
as  a trivial,  everyday  nuisance.  An  occasional 
policeman  is  himself  a wife  abuser!  The  protec- 
tion and  follow-up  offered  by  police,  attorneys 
and  judiciary  are  very  discretionary  (subjective). 
Their  personal  concepts,  experiences  and  opin- 
ions have  a great  influence  on  their  actions.  It  is 
important  that  police  have  the  support  of  in- 
formed prosecutors  (attorneys). 

Interestingly,  there  is  no  constitutional  viola- 
tion if  police  do  nothing  even  when  suspicious 
circumstances  warrant  a more  active  role.  "As 
a general  rule,  police  do  not  have  a constitution- 
ally imposed  duty  to  protect  citizens  against 
domestic  violence."  Hence,  federal  (constitu- 
tional) law  leaves  local  enforcement  agencies 
with  broad  and  unstated  discretionary  authority 
regarding  arrest  decisions.  It  remains  for  each 
state  to  define  what  is  required  to  cover  these 
tragic  events.18 

Outcome 

A satisfactory  outcome  occurs  when  the 
abuser  is  able  to  cease  abusing  and  become  a 
tolerable  mate.  This  is  not  easy  and  may  take 
months  of  counseling  and  persistence.  A less 
desirable,  but  often  necessary,  outcome  is  for 
divorce  or  separation  to  occur  and  the  abuser 
no  longer  trouble  his  wife.  If  children  are 
involved,  this  last  goal  may  be  difficult  to  attain. 

In  a number  of  cases,  one  may  ask,  "Can  the 
abused  woman  ever  consider  herself  safe?"  A 
prison  sentence,  psychiatric  hospitalization,  or 
a long  exposure  to  counseling  are  no  guarantee 
and  especially  if  the  abuser  is  composed  of 
more  than  usual  psychopathology:  or  if  he  does 
not  cooperate  or  respond  to  therapy. 

Violations  of  restraining  or  protection  orders 
are  not  uncommon  and  are  difficult  to  pros- 
ecute. Court-ordered  treatment  programs  are 
not  always  adequately  executed.  If  child  visita- 
tion is  allowed,  more  problems  may  arise. 

Even  a satisfactory  outcome  may  require 
long-term  safeguards  and  supportive  measures. 

(This  report  was  compiled  from  the  author's 


practice  of  psychiatry,  recent  literature  and  the 
experience  of  front-line  workers  in  the  field  of 
family  violence.) 

Summary 

Presented  here  are  the  basic,  core  picture 
and  pathognomonic  features  of  spouse  (or  part- 
ner) violence,  stripped  of  obscuring  traditional, 
often  male-dominated  misinformation. 

Spouse  abuse,  like  other  forms  of  intentional 
injury  or  violence,  should  no  longer  be  consid- 
ered tolerable  or  "normal."  It  represents  a form 
of  psychopathology,  corrupting  the  family  emo- 
tional setting,  provoking  human  anguish  and 
even  death.  It  often  perpetuates  itself  into  the 
next  generation. 

Assault  or  murder  by  an  abusive  male  or  lover 
must  be  recognized  as  an  all  too  common, 
preventable,  public  health  issue. 

Health  care  and  legal  professionals,  as  well  as 
the  public  at  large,  must  be  informed  to  recog- 
nize the  features  of  this  tragic  family  drama. 

State  laws  and  welfare  agencies  have  started 
to  accommodate  this  problem,  directing  vic- 
tims to  appropriate  counseling,  support  and 
protection.  Reluctant  or  passive  police,  attor- 
neys and  judges  may  present  considerable  frus- 
tration to  those  trying  to  assist  these  families. 

(For  more  information  to  establish  a support 
group  for  victims  of  family  violence  in  your 
community,  call  American  Medical  Association 
(312)  464-5066  or  Susan  Hadley,  MPH,  Wom- 
ankind, Minneapolis,  (612)  924-5775). 

★ ★ ★ 
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ORIGINAL  ARTICLE 


Price  Comparison  Between  Nebraska  Rural  and 
Urban  Hospitals  For  Delivery  of  Health  Services 

V.  WM.  MEYERS,  M.S.,  M.D.  DAVID  L.  NICH,  M.A. 


PURPOSE  OF  THE  STUDY 

The  purpose  in  performing  the  study  was 
three-fold: 

1 . Determine  the  average  price  variation  for 
health  services  between  urban  and  rural 
hospitals  in  Nebraska. 

2.  Determine  the  average  price  variation 
between  hospitals  in  the  same  urban  or 
rural  grouping,  that  is  between  the  hospi- 
tals in  the  urban  environment  and  be- 
tween the  hospitals  in  the  rural  environ- 
ment. 

3.  Determine  if  the  data  would  permit  iden- 
tification of  a base  market  price  in  both 
market  settings.  A base  market  price  is  the 
lowest  average  transaction  price  for  a 
specific  service  that  a buyer  of  health 
services  for  example,  an  employer  based 
health  insurance  plan  in  a market  area 
would  use  to  begin  hospital  service  pro- 
curement price  negotiations. 

To  determine  price,  we  relied  on  average 
charge  for  specific  services  as  described  by  the 
DRGs.  We  did  this  for  two  reasons. 

First,  Nebraska  Public  Law  requires  a state- 
ment of  average  charge  from  hospitals  for  pur- 
poses of  consumer  price  comparison.  This  makes 
comparative  charge  data  available  under  the 
law. 

Second,  charge  represents  some  relationship 
of  actual  costs  in  delivering  health  services.  This 
is  the  cost  of  production  and  is  generally  ac- 
cepted as  basis  of  price  determination. 

METHODS 

Letters  were  sent  to  all  110  Nebraska  hospi- 
tals in  March  and  April  of  1 992.  Mailed  with  the 
letter  was  a copy  of  the  applicable  section  of 
Nebraska  law  1 985,  LB  382,  Sec.  1 5,  Consumer 
Information  Act.  This  legislation  allowed  for 
disclosure  for  the  range  of  average  charges  and 
the  average  length  of  of  stay  for  each  DRG. 


Out  of  1 10  hospitals  contacted,  23  hospitals 
responded  to  the  letter.  After  examination  of 
the  data  received,  some  data  from  hospitals  was 
found  not  to  be  useful  in  the  study.  Four  were 
DRG  exempt,  two  requested  that  the  consumer 
appear  at  the  hospital  before  the  request  would 
be  honored,  and  one  administrator  requested 
the  information  be  obtained  from  the  Nebraska 
Hospital  Association.  One  hospital  reported  its 
activity  with  ICD-9  codes  and  was  excluded 
from  the  study. 

We  did  not  address  the  legal  consequences 
of  the  hospitals  failing  to  respond  to  a request 
under  the  law  in  the  study.  For  the  record, 
failure  to  report  the  average  charges  of  the  top 
20  DRGs  to  a consumer  is  a violation  of  Ne- 
braska State  statute  and  is  a class  IV  misde- 
meanor. 

Responding  hospitals  sent  1 991  data.  Three 
of  the  hospitals  sent  the  last  6 months  of  1991 
and  the  other  hospitals  included  data  for  calen- 
dar year  1991.  One  hospital  did  not  record  the 
time  frame  or  the  year  for  their  data.  One 
hospital  reported  110  cases  with  an  incorrect 
description  for  the  DRG.  Their  data  also  listed 
1 51  cases  with  two  different  DRG  numbers  but 
with  the  same  description  for  both  the  DRGs. 
Also  a DRG  designation  in  the  orthopedic  cat- 
egory was  suspect  for  the  appropriate  DRG 
classification.  These  specific  DRGs  were  ex- 
cluded from  the  review. 

Four  hospitals  reported  their  yearly  data  in  six 
months  periods  and  ranking  was  not  deter- 
mined. Two  hospitals  reported  only  six  months 
data  for  1 991,  and  five  hospitals  did  not  report 
their  volume  of  cases.  Reporting  volume  of 
cases  is  not  required  by  law. 

The  number  of  cases  which  determine  the 
ranking  within  the  top  20  DRGs  varied  consid- 
erably between  hospitals.  Smaller  hospitals 

Reprint  request  to:  OES  Associates  - Research  Unit,  261  5 
Harney  Street,  Suite  1 00,  Omaha,  NE  68131. 
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may  have  had  only  one  discharge  in  their  top  20 
DRGs.  One  small  hospital  had  only  one  dis- 
charge listed  for  each  of  the  last  ten  of  their  top 
20  DRGs. 

The  responding  hospitals  did  not  always  state 
whether  average  charges  and  average  lengths 
of  stay  excluded  outliers.  The  relative  small 
variance  in  length  of  stay  within  the  urban 
hospitals  suggests  that  outliers  were  not  in- 
cluded. Rural  hospitals  wider  length  of  stay 
variation  suggests  that  some  outliers  may  have 
been  included.  In  the  DRGs  selected  for  de- 
tailed study  outliers  appear  to  have  not  been 
present. 

We  defined  outliers  as  increased  length  of 
stay  beyond  a stated  time  period  or  increased 
charges  beyond  a defined  threshold. 

RESULTS 

Seven  hospitals  from  Omaha,  one  hospital 
from  Lincoln,  one  regional  hospital,  and  nine 
small  hospitals  sent  usable  data.  Only  one  Lin- 


coln and  one  regional  hospital  reported  and 
were  excluded  from  the  study.  The  remaining 
sixteen  hospitals  were  given  an  alpha  designa- 
tion. For  comparison  purposes  the  seven  urban 
Omaha  hospitals  were  placed  in  Group  I and 
the  nine  rural  hospitals  in  Group  II. 

There  were  about  100  DRGs  represented  in 
the  aggregate  data  of  the  top  20  DRGs.  Ten 
DRGs  were  selected  for  comparison  of  average 
charges  and  average  length  of  stay  within  and 
between  both  groups.  (See  Table  1) 

These  DRGs  were  selected  because  they 
were  of  relatively  high  volume,  were  common 
to  at  least  two  hospitals  in  either  or  both  groups 
and  were  without  complications  and/or  com- 
orbidity. This  latter  condition  means  within  these 
DRGs  the  variability  of  health  status  of  the 
patient  is  minimized,  and  the  consequential 
charges  for  those  resources  common  to  these 
DRGs  should  show  less  variation  to  produce 
similar  discharge  results. 


TABLE  1 

DGRs  Selected  for  Study 


DRG 

NO 

DRG  DESCRIPTION 

391 

Normal  Newborn 

373 

Vaginal  Delivery  w/o  CC 

371 

Cesarean  Section  w/o  CC 

162 

Inguinal  & Femoral  Hernia  Age  > 17  w/o  CC 

167 

Appendectomy  w/o  Complication  Principal  Diag  w/o  CC 

374 

Vaginal  Delivery  V/Sterilization  S/or  DSC 

369 

Uterine  S Adnexa  Procedure  For  Non-malignancy  w/o  CC 

337 

Transurethral  Prostatectomy  w/o  CC 

209 

Major  Joint  S Limb  Reattachment  Procedures 

106 

Coronary  By-Pass  W/Cardiac  Cath 

TABLE  2 

Comparison  Between  High  and  Low  Average  Charges 
and  Average  Length  of  Stay  Within  Group  I Hospitals 


DRG 

HOSP 

HIGH 

LOS 

HOSP 

LOW 

LOS 

DIFF 

%* 

391  Normal  Newborn 

A 

827 

2.1 

F 

550 

2.2 

277 

33.4 

373  Vaginal  Delivery 

A 

2,888 

2.2 

F 

1,346 

2.1 

1,542 

53.3 

371  Cesarean  Section 

A 

7,090 

4.4 

D 

4,018 

3.6 

3,072 

43.3 

359  Uterine  S Adnexa  Procd. 
for  Non-Malignancy 

F 

5,974 

3.9 

D 

4,470 

3.7 

1,504 

25.1 

209  Major  Joint  S Lunb 
Reattachment  Procd. 

D 

16,487 

9.1 

C 

14,310 

8.2 

2,177 

13.2 

106  Coronary  By-Pass  K 
Cardiac  Cath 

A 

55,668 

13.6 

B 

44,034 

13.5 

11,634 

20.8 

374  Vaginal  Del  W/Steril. 
S DSC 

A 

5,321 

2.5 

G 

2,063 

2.4 

3,258 

61.2 

•Percent  difference  between  high  and  low  average  charges 
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Using  these  criteria  for  selection  of  specific 
DRCs  for  comparison,  six  DRCs  were  common 
to  Croup  I,  eight  DRCs  Croup  II,  and  six  be- 
tween Croups  I and  II. 

URBAN  HOSPITALS 

Table  2 displays  the  average  length  of  stay  for 
the  average  high  and  low  DRG  charges,  the  dif- 
ference between  the  high  and  low  average 
charge  (including  the  percentage  difference)  for 
the  DRGs  common  to  Group  I,  the  urban  hos- 
pitals. 

DRGs391, 373,  and  371  were  common  to  all 
hospitals.  DRG  391  and  373  were  ranked  one 
or  two  in  total  cases  reported  and  the  number 
of  cases  found  in  responding  urban  hospitals 
varied  from  21 4-1 800.  DRG  371  ranked  from  4- 
1 7 and  the  number  of  cases  from  45-1 84.  DRG 
106  was  common  to  two  hospitals  with  one 
hospital  reporting  163  cases.  Two  hospitals 
recorded  76  and  101  cases  for  DRG  374. 

The  average  length  of  stay  for  the  seven 
DRGs  varied  from  0. 1 days  for  DRGs  391 , 373, 
374,  and  106;  0.  9 days  for  DRG  209;  and  0.2 
and  0.8  days  respectively  for  DRGs  359  and 
371. 

Hospital  A had  the  highest  average  charges 
for  five  of  the  seven  DRGS.  Hospitals  D and  F 
had  one  each.  Hospital  B,  C,  and  G had  one 
each  of  the  lowest  average  charged  DRG,  hos- 
pitals D and  F had  two,  and  hospital  E had 
neither  a high  or  low  averaged  charged  DRG. 


RURAL  HOSPITALS 

Comparable  information  for  the  eight  DRGs 
common  to  Group  II,  the  rural  hospitals,  is 
displayed  in  Table  3.  In  Group  II  four  hospitals' 
DRGs  were  not  ranked  because  the  data  was 
reported  in  six  month  periods.  Three  hospitals 
did  not  report  the  number  of  cases. 

Except  for  hospital  P,  DRGs  391,  373,  and 
371  were  common  to  8 of  the  hospitals.  Of  the 
six  hospitals  that  reported  number  of  cases,  the 
cases  varied  from  10  to  64  for  DRG  391;  from 
11  to  40  for  DRG  373;  and  from  1 to  1 7 for  DRG 
371 . DRG  1 62,  1 67,  and  359  were  common  to 
four  hospitals  and  the  number  of  cases  varied 
from  67  to  10,  3 to  1 7,  and  7 to  9 respectively. 
Three  hospitals  reported  from  4 to  9 cases  for 
DRG  337,  and  six  hospitals  reported  from  1 to 
20  cases  for  DRG  374. 

The  length  of  stay  varied  from  0.3  - 0.8  days 
for  the  8 DRGs.  Six  hospitals  DRG  average 
charges  were  high  for  at  least  one  DRG,  hospital 
R had  two  high  charges,  and  P had  none.  Five 
hospitals  had  no  low  average  charged  DRG, 
hospitals  K and  P had  two  low  average  charges 
each,  and  Q had  three. 

URBAN  vs  RURAL  HOSPITALS 

The  number  of  cases  are  compared  with  the 
average  of  the  averaged  charges  and  average 
length  of  stay  for  the  DRGs  common  to  Group 
I and  II.  The  differences  in  the  average  charges 
is  expressed  in  percentage  in  Table  4.  The 


TABLE  3 

Comparison  Between  High  and  Low  Average  Charges  and 
Average  Length  of  Stay  Within  Group  II  Hospitals 


DRG 

H0SP 

HIGH 

IDS 

H0S 

L CM 

LOS 

DIFF 

%* 

391  Normal  Newborn 

N 

735 

2.5 

K 

360 

3.1 

375 

51.0 

373  Vaginal  Delivery 

R 

1840 

2.0 

Q 

1239 

2.5 

601 

32.6 

371  Cesarean  Section 

L 

4571 

4.1 

Q 

2924 

3.5 

1647 

36.0 

162  Inguinal  S Femoral  Hernia 
Procd.  Age  >17  v/o  CC 

Q 

3099 

3.3 

P 

2265 

3.0 

834 

26.9 

167  Appendectomy  v/o  Complicated 
Principal  Diag  v/o  CC 

J 

4187 

4.6 

K 

3070 

4.0 

1117 

26.6 

374  Vaginal  Delivery  W/Steril- 
ization  S/or  DSC 

M 

3195 

3.0 

Q 

2176 

3.3 

1019 

31.8 

359  Uterine  S Adnexa  Procd.  for 
Non-Malignancy 

I 

4013 

3.1 

L 

2718 

3.7 

1295 

32.2 

337  Transurethral  Prostectcmy 
v/o  CC 

0 

3322 

4.3 

P 

2706 

5.1 

616 

18.5 

“Percent  difference  between  high  and  lew  average  charges 
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TABLE  4 

Comparison  Between  Number  of  Cases,  Aggregate  Average  Charges 
And  Length  of  Stay  For  DRGs  Common  To  The  Group  I 
and  Group  II  Hospitals 


< GROUP  I > < GROUP  II > 


DRG 

*N0 

CASES 

AVG 

CHARGE 

AVG 

LOG 

•*N0 

CASES 

AVG 

CHARGE 

AVG 

IDS 

DUE 

*— % 

391  Normal  Newborn 

4,360 

652 

2.1 

222 

545 

2.2 

107 

16.4 

373  Vaginal  Delivery 

4,564 

2,040 

2.1 

150 

1,504 

2.2 

536 

26.2 

371  Cesarean  Section 

711 

4,899 

3.9 

53 

3,752 

3.9 

1,147 

23.4 

359  Uterine  S Adnexa 
Procedure 

350 

4,934 

3.6 

23 

3,382 

4.0 

1,552 

31.4 

374  Vaginal  Delivery 
W/Steril . S D4C 

177 

3,692 

3.8 

34 

3,221 

3.3 

471 

12.7 

209  Major  Joint  & Limb 
Reattachnent  Procd 

658 

15,537 

8.8 

24 

14,356 

9.5 

1,281 

8.1 

•One  hospital  not  reporting  minber  o£  cases 
••Two  hospitals  not  reporting  nunber  of  cases 

"‘Percentage  difference  between  Group  I and  Group  II  average  charges 


aggregate  average  charge  difference  reflects 
the  differences  among  the  average  cost  of  these 
six  DRGs  in  urban  and  rural  environments. 

Though  three  Group  II  hospitals  did  not 
report  their  number  of  cases,  a significant  differ- 
ence remains  in  volume  of  cases  between  urban 
and  rural  hospitals. 

The  variation  in  the  aggregate  average  length 
of  stay  was  0.1  days  for  DRGs  391  and  373,  0 
days  for  371 , 0.4  days  for  359,  0.5  days  for  374, 
and  0.7  days  for  209.  Four  of  the  DRGs  had 
increased  aggregate  length  of  stay  in  rural  hos- 
pitals, one  DRG  had  no  change,  and  one  DRG 
length  of  stay  was  lower  than  the  urban  hospi- 
tals. 

BASE  MARKET  PRICE 

The  lowest  charge  for  a commodity  or  ser- 
vice in  a market  area  is  called  the  base  market 
price.  Table  5 lists  the  base  price  for  the  seven 
DRGs  in  the  Omaha  market  and  the  alpha 
hospital  where  the  base  price  was  found.  The 
percentage  variance  from  base  price  is  indi- 
cated for  DRGs  that  were  common  within  the 
hospitals  top  20  DRGs.  The  average  length  of 
stay  for  the  base  price  is  listed  in  Table  2. 

Hospital  F and  hospital  D had  two  low  based 
priced  DRGs,  C,  B,  and  G had  one,  A and  E had 
none.  Hospital  A has  the  highest  percentage 
variation  from  the  base  price  both  for  a single 
DRG  and  overall.  The  other  six  hospitals  have 
variable  patterns. 

Excepting  DRG  374  in  hospital  A,  the  physi- 


ologic and  high  volume  DRG  373,  Vaginal 
Delivery,  shows  the  highest  percentage  varia- 
tion from  base  price  of  the  seven  DRGs. 

The  dollar  value  for  the  seven  DRGs  above 
base  market  price  was  determined  by  subtract- 
ing the  lowest  average  priced  DRG  from  the 
same  DRG  of  the  other  hospitals  and  multiply- 
ing the  resulting  number  times  the  number  of 
cases.  Table  6 displays  the  dollar  value  above 
base  price  for  9432  cases  for  the  seven  DRGs 
common  to  the  hospitals  in  Omaha;  it  was 
$6,237,584. 

The  Medicare  Prospective  Payment  System 
(PPS)  has  an  established  method  for  determin- 
ing payment  rates  and  a length  of  stay  for  the 
cost  of  resource  consumption  for  490+  DRGs. 
The  payment  rates  were  determined  for  the 
seven  DRGs  common  to  Group  I hospitals. 

Table  7 displays  the  percentage  variation 
between  these  hospitals'  average  charges  and 
the  PPS  payment  rate.  Excepting  for  DRG  391, 
in  which  the  average  charges  were  nine  percent 
below  the  PPS  payment  rate,  the  other  six  DRGs 
were  above:  54  percent  DRG  373,  59  percent 
DRG  37, 53  percent  DRG  374, 49  percent  DRG 
359,  and  66  percent  for  DRG  1 06.  The  total  of 
the  averages  above  the  PPS  rate  was  49.7%. 

Table  8 compares  the  average  length  of  stay 
of  the  seven  DRGs  with  the  PPS  designated 
length  of  stay.  DRGs  589,  163,  1 77  were  0.4 
days,  and  DRGs  391, 359,  309,  were  1, 0.9,  and 
1 .6  days  respectively  below  the  PPS  designated 
length  of  stay. 
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TABLE  5 

Hospitals  Percentage  Variance  From  Base  Market  Price 
Selected  DRGs  Group  I (Omaha) 


% VARIANCE  FROM  BASE  PRICE 


70% 

60% 

50% 

40% 

30% 

20% 

10% 

0% 


'H 


373 

391  • Z09 


HOSP 

DRG 

BASE 

PRICE 

F 

391 

S 550 

F 

373 

1.346 

D 

371 

4,018 

C 

209 

14,310 

0 

106 

44.037 

D 

359 

4.470 

G 

374 

2.063 

C D E 

HOSPITALS 


0%  = BASE  PRICE 


TABLE  6 . TABLE  7 

Dollar  Value  Above  Base  Price  - Seven  DRGs  (Omaha)  Percentage  Variance  From  Medicare  Payment  Rate* 

DRGs  Within  Group  I (Omaha) 


DRG/DESCRIPTION 

NO.  OF 
CASES 

CHARGES  ABOVE 
BASE  PRICE 

391 

NORMAL  NEWBORN 

4,134 

$ 606,677 

373 

VAGINAL  DELIVERY 

4.1  10 

2,035,450 

371 

CAESAREAN  SECTION 

589 

594,453 

359 

UTERINE  AND  ADNEXA  PROCEDURE 
FOR  NON  MALIGNANCY 

51 

92,496 

209 

MAJOR  JOINT  AND  LIMB 
REATTACHMENT  PROCEDURES 

309 

766.047 

106 

CORONARY  BY  PASS  WITH 
CARDIAC  CATH 

163 

1.895,853 

374 

VAGINAL  DELIVERY  WITH 
STERILIZATION  AND/OR  D&C 

76 

247.608 

TOTALS 

9,432 

$ 6.237,584 

% VARIANCE 


DRG 


Actual  parctntaga  may  ba  lower  with  adjuatmanta  foe 
paaa  through,  medical  education,  and  dlaproportionate  ahare. 
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TABLE  8 

Average  Length  Of  Stay  Variance  From 
Medicare  Length  of  Stay  for  Seven  DRGs 
Within  Group  I (Omaha) 


AVG  DAYS  VAR 
# OF  CASES 


situation.  The  hospitals  are  sellers  of  health 
services.  Government  and  private  insurance 
plans  are  buyers  of  these  services.  The  prevail- 
ing mind  set  of  the  non-responding  administra- 
tors appears  to  deny  this  situation. 

Because  of  the  increasing  pressure  of  public 
policy  to  control  costs  through  legislation,  hos- 
pital administrators  who  fail  to  see  their  institu- 
tions in  a price  war  for  survival  may  be  leading 
their  institutions  to  oblivion. 

The  DRG  system  classifies  approximately 
1 4,000  ICD-9  Diagnostic  and  Procedure  Codes 
into  490+  DRGs  for  describing  hospital  dis- 
charges for  reimbursement.  The  methodology 
within  this  system  is  sensitive  enough  to  allow  us 
to  predict  95-96%  resource  consumption  and 
an  average  length  of  stay  for  any  specific  DRG. 

From  approximately  1 00  DRGs  reported,  the 
10  selected  can  also  be  classified  into  physi- 
ologic, elective,  and  urgent  categories. 

The  physiologic  DRGs  include  DRG  371 
Normal  Newborn,  and  DRG  373  Vaginal  Deliv- 
ery. Neitherone  is  an  illness.  Families  prefer  the 
clean  and  safe  environment  of  a hospital  to 
other  alternatives. 

The  urgent  DRG  was  DRG  167  Appendec- 
tomy. The  remaining  seven  DRGs  have  elective 
admission  to  the  hospital. 


0 ■=  MEDICARE  LENGTH  OF  STAY 

DISCUSSION 

Eighty  seven  Nebraska  Hospital  Administra- 
tors did  not  provide  charge  information  for  their 
top  20  DRGs  as  required  by  law.  This  failure  to 
respond  to  this  request  is,  as  we  have  men- 
tioned, a violation  of  State  statues. 

The  legal  consequences  of  non-response  was 
not  the  focus  of  our  research.  There  are,  how- 
ever, two  considerations  from  this  failure: 

1.  The  data  base  for  analysis  was  reduced, 
and  we  could  not  compare  rural,  regional 
centers,  nor  two  urban  markets. 

2.  The  refusal  or  perhaps,  the  inability  to 
respond,  reflects  an  attitude.  Non-respond- 
ing hospital  administrators  are  either  un- 
aware of  the  pricing  mechanisms  in  the 
economy  or  believe  these  mechanisms  do 
not  apply  to  themselves  or  their  institu- 
tions. 

In  either  case,  this  is  an  unfortunate  condi- 
tion. Hospitals  are  in  a buy/sell  dynamic  market 


Predictability  of  resource  consumption  and 
length  of  stay  is  greatest  when  health  status  of 
the  patient  and  physician  performance  as  re- 
source manager  are  minimally  variable.  The  1 0 
DRGs  selected  from  the  top  20  DRGs  have 
these  two  attributes;  therefore,  the  level  of 
resources  consumed  in  these  DRGs  are  com- 
mon to  all  hospitals. 

Health  status  of  the  normal  newborn,  for 
example,  is  the  most  stable.  Normal  newborns 
require  feeding,  diapering,  umbilical  cord  care, 
chemical  status  by  laboratory  tests,  and  obser- 
vation. 

Elective  admission  can  have  optimum  health 
status  established  before  admission.  Urgent 
admissions  require  immediate  care  plan  action; 
and  when  without  comorbidity  and/or  compli- 
cations, resources  utilization  are  common  with 
minimal  variations. 

Because  physicians  buy  resources  from  the 
hospitals  for  their  patients  care  plans  and  are  the 
only  ones  who  can  admit  and  discharge  a 
patient,  charges  for  these  resources  and  length 
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of  stay  can  be  used  as  a measure  of  physician 
performance  as  resource  manager.  The  same 
physicians  treating  similar  patients  in  the  same 
hospital  should  have  similar  average  charges 
and  lengths  of  stay  for  their  care  plans.  Likewise, 
physicians  with  similar  patients  and  care  plans  in 
other  hospitals  also  require  the  same  level  of 
resource  utilization  and  length  of  stay.  Thus  the 
charges  to  similar  patients  are  a measure  of  cost 
of  environment  for  resources  bought  by  the 
physicians  for  treatment.  The  length  of  stay  is  a 
measure  of  the  time  required  to  complete  the 
care  plan  outcome. 

The  average  length  of  stay  variance  between 
urban  and  rural  hospitals  with  similar  DRGs  was 
consistently  comparable  with  only  minor  varia- 
tions. At  the  same  time  the  average  charges  for 
comparable  DRGs  showed  marked  variation 
between  urban  and  rural  hospitals  and  between 
urban  hospitals  within  the  same  community. 
Health  status  and  physician  performance  were 
not  responsible  for  the  marked  variance  of 
average  charges  between  hospitals. 

While  among  the  ten  hospitals  there  was 
congruence  in  the  average  length  of  stay,  there 
was  a wide  variation  in  average  charges  for 
similar  care  plans  for  similar  patients.  There  has 
to  be,  therefore,  another  variable  besides  health 
status  and  physician  performance  to  account 
for  these  average  charges  variations.  This  vari- 
able is  the  charge  structure  of  the  hospital. 

The  sum  of  charge  structure  for  each  DRG  is 
the  price  to  the  market  by  the  hospital  for  that 
DRG.  The  hospital  may  adjust  the  charge/price 
to  the  market  for  strategic  competitive  edge,  a 
discount,  or  negotiate  price  with  certain  types 
of  buyers. 

This  could  be  happening  in  Group  I hospitals 
with  DRG  373  vaginal  delivery. 

In  any  given  market  area  we  find  a range  of 
charge/prices  for  similar  DRGs  for  similar  pa- 
tients. We  have  no  evidence  from  any  of  our 
studies  to  conclude  there  is  present  in  every 
market  a low  priced  hospital  or  hospitals;  that  is, 
a hospital  that  consistently  presents  the  lowest 
price  for  DRGs  common  to  that  market. 

Finding  market  price  for  those  DRGs  com- 
mon to  a market  is  determined  by  examining  the 
pricing  structure  of  all  hospitals  within  the  mar- 
ket. After  base  market  price  for  all  common 
DRGs  in  a market  has  been  determined  this, 
becomes  the  starting  pointfor  negotiating  trans- 
action price  with  all  hospitals  in  the  market. 


If  negotiated  transaction  prices  for  common 
DRGs  within  a market  were  based  on  base 
market  price,  we  would  expect  to  see  a pattern 
of  charge  consistency  between  hospitals.  We 
found  no  such  pattern.  This  means  price  is 
being  set  either  on  an  averaging  basis,  the 
average  price  for  common  DRGs,  or  by  negoti- 
ating one  on  one  with  each  hospital  in  the 
market  for  a fixed  transaction  price.  Both  these 
methods  ignore  base  market  price  and  are 
inefficient  and  lead  to  price  inflation. 

If  base  market  price  is  set  too  low  for  any 
hospital  to  deliver  the  services  required  by  the 
care  plan,  that  hospital  must  be  considered 
inefficient,  and  under  the  rules  of  market  com- 
petition should  either  become  efficient  and 
lower  charges  through  efficiency  measures,  or 
leave  the  market  for  that  DRG. 

Our  research  in  the  past  has  lead  us  to 
conclude  that  the  opposite  is  true  when  we  look 
for  the  highest  price  in  a market.  There  appears 
to  be  present  in  each  market,  a hospital  or 
hospitals  that  consistently  presents  higher  prices 
to  the  market. 

This  is  true  in  this  research  data.  Within 
Group  I hospitals,  Hospital  A had  the  highest 
overall  price  structure  for  DRGs  common  to  the 
market. 

Across  the  board  hospitals  A's  prices  were 
the  highest  in  both  Group  I and  Group  II. 

We  understand  that  using  average  charges  as 
prices  for  health  services  to  the  market  is  contro- 
versial. However  the  argument  for  the  validity 
of  charge  as  price  to  market  has  been  estab- 
lished by  Fisher.1 

Resistance  to  charge  as  price  rests  on  the 
assumption  that  hospitals  are  uniformly  effi- 
cient, so  cost  increases  must  reflect  cost  to 
production. 

We  must  remember  that  in  oligoplistic  indus- 
tries, such  as  hospitals,  the  price  spiral  is  less 
dependent  on  actual  cost  of  production,  wages, 
supply,  etc.,  than  on  maintaining  or  increasing 
profits. 

The  ratio  of  cost  to  charge  for  any  DRG  may 
vary  from  hospital  to  hospital.  However,  this  is 
consistent  with  general  pricing  dynamics.  It  is 
also  argued  that  any  hospital  may  reduce  the 
charge  below  actual  cost  for  a specific  DRG. 

We  counter  this  is  also  a normal  dynamic  of 
pricing  strategy  similar  to  a "loss  leader"  in  the 
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retail  industry.  This  strategy  is  undertaken  to 
gain  a perceived  competitive  edge. 

Another  argument  against  charge  as  price  is 
that  charges  are  effected  by  contractual  ar- 
rangements with  potential  buyers  such  as  man- 
aged care  companies  and  PPOs. 

This  is  often  true.  However,  these  adjusted 
prices  are  the  equivalent  of  negotiated  prices  in 
other  service  industries.  We  should  consider 
that  most  hospitals  adjust  charges  to  take  into 
consideration  these  adjustments  when  setting 
base  charge  rates. 

From  the  data  that  was  useable  for  compari- 
son of  average  charges  and  average  length  of 
stay  between  urban  and  rural  hospitals,  we 
draw  a conclusion  concerning  pricing. 

Average  charges  within  Group  I hospitals 
were  49-66%  higher  than  the  Medicare  pay- 
ment rate  and  where  common,  varied  between 
1 3.2-61 .2%.  Average  lengths  of  stay  were  at  or 
lower  than  the  Medicare  length  of  stay.  We 
conclude  this  is  the  result  of  pricing  decisions 
within  the  hospitals.  Decisions  made  without 
consideration  of  base  market  price.  Since  phy- 
sicians are  discharging  patients  at  a faster  rate 
than  allowed  by  the  Medicare  LOS,  the  higher 
charge  structure  can  not  be  a physician  issue. 
Rather  it  reflects  the  cost  of  hospital  environ- 
ment. In  economics  this  is  called  a price  spiral 
effect. 

What  is  the  specific  cause  of  the  price  spiral? 
We  conclude,  with  a fair  degree  of  certainty, 
that  hospitals  are  seeking  higher  net  revenues. 

We  believe  the  nature  of  the  hospital  price 
spiral  lies  in  efforts  to  increasing  existing  mar- 
gins of  revenue  over  expense. 

Fisher  reported  hospital  profits  have  increased 
five-fold  between  1 977  and  1 989.  Net  profits  as 
a percent  of  net  revenues  increased  25  percent 
during  this  period,  rising  from  3.2  percent  in 
1977  to  more  than  6 percent  in  the  early  PPS 
years  and  stabilizing  at  4 percent  in  1 989.  Net 
hospital  revenues  reached  double  digit  growth 
in  1 988. 1 

Price,  not  quality,  as  is  often  argued,  is  the 
issue.  Quality  is  defined  as  the  appropriate  level 
of  resources  applied  to  process  to  achieve  a 
specific  result.  In  modern  American  medicine, 
quality  is  a constant.  When  we  use  this  defini- 
tion, we  can  say:  quality  - cost  = zero.  When  we 
add  more  services  - extra  tests  or  RNs  doing 
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LPN's  licensed  tasks,  for  example  - we  are 
adding  cost  but  not  changing  the  specific  result. 
This  is  grade  change,  not  quality  change. 

To  this  point  our  discussion  has  focused  on 
the  seller  in  the  buy/sell  dynamic.  What  of  the 
buyer?  It  appears  the  buyers  are  unaware  of  the 
price  spiral  effect,  and  as  a result  the  price  spiral 
is  needlessly  raising  prices  to  the  buyer. 

In  today's  healthcare  crisis  market,  buyers 
are  uniquely  positioned  to  drive  prices  down- 
ward. Yet  prices  continue  to  skyrocket. 

A possible  reason  for  this  is  buyers  assume 
hospitals'  costs,  the  largest  inflationary  item  in 
the  healthcare  price  spiral,  are  the  result  of  the 
cost  of  production. 

As  previously  discussed  it  is  not.  The  price 
spiral  is  rather  the  result  of  efforts  by  hospitals  to 
preserve  and  increase  revenue  margins  (prof- 
its). The  consequence  to  the  buying  public  is 
near  catastrophic.  Health  insurance  plan  costs 
continue  to  rise  thus  leaving  many  working 
American  families  uninsured.  The  cost  to  tax- 
payers of  State  entitlement  programs  continues 
to  increase  leaving  many  states,  including  Ne- 
braska, in  a Medicaid  crises. 

The  recent  settlement  of  a lawsuit  between 
the  State  of  Nebraska  and  several  hospitals  over 
Medicaid  payments  is  an  example  of  how  buy- 
ers are  ignoring  market  pricing  concepts.  The 
State  agreed  to  increase  payments  to  those 
hospitals  to  85%  of  cost,  at  a cost  of  2 1 million 
dollars  to  the  taxpayers.  The  assumption  of  the 
settlement  is  hospitals  are  efficient  and  increased 
costs  are  an  increase  in  cost  to  production. 

CONCLUSIONS 

While  the  data  for  study  was  limited  because 
ofthefailureof  eighty  seven  hospital  administra- 
tors to  provide  charge  information  as  required 
by  law,  we  can  draw  tentative  conclusions  from 
the  study: 

1.  For  the  selected  seven  DRGs  there  is  a 
considerable  average  difference  between  the 
average  price  to  the  market  of  urban  Omaha 
and  rural  hospitals.  As  we  might  anticipate, 
urban  hospitals  show  higher  pricing  than  rural 
hospitals  for  the  same  procedures  even  though 
the  lengths  of  stay  are  almost  the  same.  This 
reflects  in  higher  specific  costs  to  production  in 
urban  areas  over  rural  areas. 

2.  However,  within  the  urban  Omaha  mar- 
ket, Group  I hospitals,  there  is  considerable 


price  to  market  variation.  Since  cost  to  produc- 
tion should  be  relatively  constant  within  the 
urban  areas,  this  variance  reflects  something 
other  than  cost  of  production. 

3.  Patient  health  status  and  physician  perfor- 
mance as  a selector  of  specific  resources  for 
treatment  and  as  a manager  of  the  level  of 
resources  does  not  explain  the  price  variation. 
In  the  DRGs  examined  these  cost  inputs  are 
relatively  constant.  Price  variation  must  come 
from  the  classic  price  spiral  effect. 

4.  Since  hospitals  exist  in  an  oligopolistic 
market  structure  and  price  spirals  in  this  market 
arrangement  tend  not  to  reflect  cost  of  produc- 
tion, it  is  possible  that  the  price  spiral  effect  may 


be  the  result  of  efforts  to  preserve  or  increase 
margins  of  revenue  over  expense. 

5.  Since  pricing  data  in  Group  I hospitals  is 
variable,  it  is  reasonable  to  assume  that,  gener- 
ally, buyers  of  health  services,  principally  gov- 
ernment and  employer  based  plans,  are  not 
directing  pricing  to  negotiated  transaction  price 
for  health  services  based  on  base  market  price. 
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THE  first  case  of  toxic  shock  syn- 
drome associated  with  staphylo- 
coccus (staph-TSS)  was  reported 
by  Todd  et  al1  in  1 978.  Similar  toxic  shock  like 
syndromes  were  also  reported  with  pseudo- 
monas2 and  Campylobacter  intestinalis.3  Toxic 
shock  syndrome  secondary  to  streptococcal- 
infection  (strep-TTS)  is  uncommon.  We  are  de- 
scribing two  such  cases  which  were  managed 
successfully. 

CASE  REPORTS 

Case  1 

A 20  year  old  black  male  suffered  closed 
injury  of  his  left  arm  after  a fall  from  a truck.  He 
developed  pain  and  swelling  of  the  left  upper 
extremity  along  with  fever,  chills,  malaise,  nau- 
sea, vomiting,  reduced  appetite,  diarrhea,  wa- 
tery stool  and  abdominal  cramps.  Movement  in 
the  left  shoulder  and  elbow  was  limited  due  to 
pain.  He  had  no  cough,  shortness  of  breath, 
dyspnea  or  increased  frequency  of  urination. 
He  was  admitted  on  day  5 after  the  injury.  On 
admission,  his  pulse  was  130  beats  per  minute 
and  regular,  temperature  40.2°C,  respiration  20 
per  minute,  blood  pressure  100/70  mm  of  Hg 
with  severe  orthostatic  changes  in  pulse  and 
blood  pressure.  He  had  bilateral  cervical  lymph 
nodes  enlargement,  congested  throat,  beefy 
red  tongue,  absence  of  meningeal  or  focal 
neurological  signs,  normal  lungs,  tachycardia, 
mild  tenderness  in  the  right  upper  quadrant  of 
the  abdomen  without  guarding  or  rigidity  and 
normal  bowel  sounds.  Left  upper  extremity  was 
swollen,  red,  tender  and  warm  from  shoulder  to 
wrist.  No  skin  breakdown  was  noticed.  Radial 
pulses  were  equal  and  full  bilaterally  with  good 
capillary  filling. 

Laboratory  values  were  as  follows:  white 
blood  cells  (WBC)  9,600/cmm,  hemoglobin 
(Hgb)  10.4  gm/dl,  hematocrit  (HCT)  30.1% 
and  platelets  77,000/cmm;  sodium  137,  potas- 
sium 1.2,  chloride  119,  bicarb  18,  blood  urea 
nitrogen  (BUN)  20,  creatinine  1.3  and  glucose 


53  mg/dl;  room  air  arterial  blood  gases  were  a 
pH  of  7.51,  P02  77  mm  of  Hg,  PC02  23  mm  of 
Hg  and  bicarb  1 9;  total  protein  5.3  and  albumin 
2.1.  Chest  x-ray  was  normal.  Electrocardiogram 
showed  sinus  tachycardia,  left  ventricular  hy- 
pertrophy and  left  atrial  enlargement.  X-ray  of 
left  upper  extremity  showed  soft  tissue  swelling 
without  any  bony  involvement.  Initial  impres- 
sion was  cellulitis  of  the  left  upper  extremity.  He 
was  treated  with  intravenous  fluids  (IVF),  potas- 
sium chloride  and  cefazolin  after  blood  cultures 
were  obtained.  On  the  second  day  of  admis- 
sion his  condition  became  worse  with  worsen- 
ing laboratory  values.  White  blood  cells  were 
13,600  with  59%  neutrophils  and  27%  bands; 
BUN  increased  to  48  and  creatinine  to  3.1. 
Lactate  level  was  2.3.  Ten  ml.  of  purulent  mate- 
rial was  aspirated  from  the  arm.  Disseminated 
intravascular  coagulation  (DIC)  profile  was  posi- 
tive with  PT  of  13.87  seconds,  PTT  of  81.6 
seconds,  thrombin  time  50  seconds  and  posi- 
tive fibrinogen  degradation  products.  On  the 
third  day,  the  patient  became  confused, 
obtunded  and  agitated.  Surgical  drainage  of  pus 
along  with  fasciotomy  and  debridement  of  ne- 
crotic tissue  was  done.  The  patient  needed 
mechanical  ventilation  for  three  days  postop- 
eratively.  His  blood  pressure  remained  low  in- 
spite of  IVF  and  pressure  support  with  norepi- 
nephrine. The  diagnosis  of  strep-TSS  was  made 
due  to  multisystem  involvement  including  gas- 
trointestinal, hematological,  renal  and  cardio- 
vascular systems  and  positive  aspirate  culture 
for  group  A beta  hemolytic  streptococcus.  He 
was  treated  with  cefazolin  followed  by  imipenem 
post-surgically  and  finally  with  penicillin  G 
when  drainage  culture  report  was  available. 
Echo-cardiogram  was  normal  and  stool  cultures 
were  negative.  Wound  was  closed  on  the  fif- 
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teenth  postoperative  day  and  skin  grafting  done 
on  twenty-second  day  with  complete  healing. 
The  patient's  symptoms  and  DIC  resolved.  His 
renal,  cardiovascular  and  respiratory  functions 
returned  to  normal  and  he  was  discharged  from 
the  hospital  in  satisfactory  condition. 

Case  2 

A 37  year  old  black  male  with  history  of  peri- 
rectal abscess  and  gun  shot  wound  of  the  right 
leg  was  admitted  with  fever,  chills,  body  ache, 
sore  throat,  productive  cough,  pleuritic  chest 
pain,  neck  pain  and  skin  rashes.  The  patient  was 
treated  with  analgesics  and  oral  antibiotic  for 
sore  throat  and  flu  like  symptoms  for  about  two 
weeks  prior  to  admission  without  much  im- 
provement. Physical  examination  was  remark- 
able for  a temperature  of  39.2°C,  respiration  30 
per  minute  and  regular,  pulse  130  per  minute 
and  regular,  blood  pressure  96/60  mm  of  Hg, 
mild  orthostatic  changes  in  pulse  and  blood 
pressure,  congested  throat  with  yellowish  exu- 
date and  enlarged  right  submandibular  and 
axillary  lymph  nodes.  There  was  severe  tender- 
ness over  the  left  side  of  the  chest  with  some 
swelling  and  bilateral  rales.  Abdomen  was  soft 
and  diffusely  tender  with  normoactive  bowel 
sounds.  Admission  labs  were  WBC  21,800/ 
cmm  with  monocyte  7%,  lymphocyte  10%, 
bands  24%  and  segmented  neutrophils  69%; 
Hgb  1 3.2  gm/dl,  HCT 47%  and  platelets  1 63,00/ 
cmm;  sodium  133,  potassium  3.6,  chloride  94, 
bicarb  25,  glucose  145,  BUN  55,  creatinine  1.3 
and  erythrocyte  sedimentation  rate  1 1 0 mm/hr. 
Chest  x-ray  showed  cardiomegaly  with  ques- 
tionable right  lower  lobe  infiltrate.  Electrocar- 
diogram showed  sinus  tachycardia  with  elevated 
ST  segments  in  all  leads. 

The  patient  was  admitted  to  the  intensive 
care  unit  with  presumptive  diagnosis  of  cellulitis 
(sepsis),  pericarditis  and  acute  viral  syndrome. 
He  was  treated  with  IVF  and  intravenous 
ceftriaxone  after  blood,  throat  and  urine  cul- 
tures were  obtained.  Blood  cultures  and  throat 
cultures  grew  group  A beta  hemolytic  strepto- 
coccus. The  patient  developed  coarse  pericar- 
dial friction  rub  on  the  second  day.  Two- 
dimensional  echocardiogram  showed  mild  glo- 
bal hypokinesis,  dilatation  of  the  left  ventricle 
and  small  pericardial  effusion.  CT  scan  of  the 
chest  and  neck  showed  only  enlarged  muscle 
on  the  left  side  of  the  chest  but  no  obvious 
abscess.  The  antibiotic  was  subsequently 
changed  to  penicillin  and  indocin  was  added  to 
treatment  regimen.  Monospot,  PPD  and  all  viral 
cultures  were  negative. 


The  patient  became  afebrile  and  improved 
but  continued  to  be  tachycardiac.  Repeat  two- 
dimensional  echocardiogram  on  day  five  showed 
increased  pericardial  effusion  with  signs  of 
pretamponade.  He  underwent  a pericardial 
window  operation  with  drainage  of  about  500 
ml  of  hemorrhagic  non-purulent  fluid.  Cultures 
of  pericardial  fluid  were  negative.  Biopsy  of 
pericardium  showed  fibrinous  pericarditis  with 
evidence  of  inflammation.  On  the  sixth  day  he 
developed  looseness  and  peeling  of  skin  of 
palm  (figure  1 ) and  soles  (figure  2).  The  patient 
gradually  became  asymptomatic  and  was  dis- 
charged from  the  hospital  in  satisfactory  condi- 
tion. 


Figure  1:  Skin  of  Palm 


Figure  2:  Skin  of  Soles 
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Discussion 

In  both  of  our  patients  there  was  multisystem 
failure  which  is  characteristic  of  TSS.  Since  the 
culture  of  body  fluids  great  group  A streptococ- 
cus, these  cases  represent  strep-TSS.  Early  im- 
pairment of  renal  function  was  characteristic  in 
the  first  patient  but  there  was  no  skin  involve- 
ment. In  contrast,  the  second  patient  had 
typical  skin  lesions.  Etiology  of  strep-TSS  re- 
mains uncertain.  Some  investigators  have  sug- 
gested streptococcal  pyrogenic  exotoxin  type- 
A as  a cause  because  there  is  chemical  and 
biologic  similarities  and  amino  acid  homologies 
between  this  toxin  and  staphylococcal  entero- 
toxin  type-B  which  is  the  cause  of  staph-TSS.4-5'6 
Some  other  investigators  have  found  strepto- 
coccal pyrogenic  exotoxin-B  in  most  of  their 
cases.7  Clinical  type  and  severity  of  streptococ- 
cal infection  and  strep-TSS  vary  in  different 
geographic  areas  which  may  be  due  to  regional 
variation  in  immunity  against  specific  strepto- 
coccal virulence  factors. 

Myopericarditis  leading  to  severe  pericardial 
effusion  in  our  second  patient  is  an  interesting 
observation.  A prospective  study  from  Helsinki, 
Finland  has  shown  that  streptococcal  infection 
may  be  complicated  by  acute  non-rheumatic 
myopericarditis.  This  is  probably  caused  by 
streptococcal  toxins  which  are  pyrogenic  exo- 
toxins, hemolysins  and  possibly  bacterial  cell 
wall  fragments.8,9 

Treatment  of  TSS  includes  intensive  fluid 
replacement,  vasopressors,  antibiotics,  timely 


debridement  of  infected  issue  and  other  sup- 
portive measures.  In  spite  of  aggressive  treat- 
ment in  intensive  care  setting,  the  overall  mor- 
tality remains  as  high  as  30%.10 
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Department  of  Obstetrics  & Gynecology 
University  of  Nebraska  Medical  Center 
600  South  42nd  Street,  Omaha,  NE  68198-3255 


ANALGESIA  for  pain  relief  in  labor 
has  become  a common  con- 
l cern  for  all  physicians  practic- 
ing obstetrics.  The  literature 
can  create  confusion  for  many  practitioners. 
The  data  demonstrate  conflict  between  efficacy 
and  adverse  side  effects  with  many  of  the  com- 
monly used  medications.  Many  of  the  studies 
are  limited  by  small  numbers,  non-randomiza- 
tion and  their  retrospective  design.  Many  forms 
of  analgesia  are  safe  in  the  intrapartum  period 
without  evidence  of  slowing  of  labor  or  adverse 
effects  on  the  fetus  or  neonate. 

One  form  of  pain  control  not  often  consid- 
ered in  the  medical  literature  is  psychopro- 
phylaxis or  the  use  of  a drug  free  approach 
through  patient  education  and  relaxation  tech- 
niques. More  of  these  methods  are  being  inves- 
tigated for  efficacy.  Patient  education  may  be 
our  best  tool  in  labor  management.  Many  phy- 
sicians have  delivered  patients  who  could  have 
benefited  from  age  appropriate  education,  if 
not  for  pain  control,  at  least  to  eliminate  the  fear 
of  the  unknown.  Patients  that  are  educated 
about  the  risks  and  potential  complications  of 
surgical  procedures  are  better  able  to  cope  with 
the  temporary  disabilities.  Likewise,  patients 
educated  in  the  birthing  process  are  better  able 
to  cope  with  the  physical  stress  of  labor. 

An  educated  patient  may  then  plan  pain 
control  according  to  how  she  believes  she  will 
be  able  to  cope  with  labor.  These  plans  should 
remain  flexible  as  prolonged  labors  with  the  use 
of  oxytocin  may  intensify  pain  to  the  point  that 
additional  methods  need  to  be  considered. 
Patients  should  also  be  made  to  feel  that  their 
individual  needs  are  taken  into  account  by  their 
caregivers. 

Intravenous  narcotics  play  a major  role  in 
labor  management.  Early  investigations  raised 
concerns  of  slowing  the  progress  of  labor  with 
these  medications.  More  recent  studies  have 
not  duplicated  these  findings.  However,  active 
management  of  labor  with  earlier  augmentation 
of  contractions  may  account  for  some  of  these 


previously  reported  differences.  Narcotic  ad- 
ministration needs  to  be  timed  with  the  progres- 
sion of  labor  and  antagonists,  such  as  Narcan, 
should  be  available  for  administration  to  the 
newborn.  Amnestic  medications  such  as  sco- 
polamine have  been  abandoned  in  almost  all 
situations  because  of  the  dissociative  affect  on 
the  mother. 

Regional  analgesia  is  currently  most  popular 
in  the  form  of  labor  epidural.  This  method 
affords  the  patient  with  adequate  pain  relief 
without  sedating  the  mother  or  baby.  Again, 
early  use  of  oxytocin  with  active  labor  manage- 
ment decreases  slowing  of  the  labor.  Use  of 
lower  doses  and  concentrations  of  local  anes- 
thetics and  the  addition  of  narcotics  have  im- 
proved pain  relief  without  decreasing  muscle 
strength.  This  results  in  improved  maternal  ex- 
pulsive efforts  in  the  second  stage  of  labor. 


AGENTS  USED  IN  ACTIVE  LABOR 


Intravenous 

Dose 

Interval 

Demerol  (Meperidine) 

50-75  mg 

1-2  hours 

Stadol  (Butorphanol) 

1-2  mg 

1-2  hours 

Sublimaze  (Fentanyl) 

0.05-0.1  mg 

1-2  hours 

Epidural 

Bipivaciane  0.25% 

10  ml 

Initial  thenprn 

Bipivacaine 

0.125% 

Initial  then  prn 

& Fentanyl 

1 ug/ml 

Bipivacaine 

0.125-0.25% 

Continuous 

Bupivacaine 

0.0625-0.128% 

Continuous 

& Fentanyl 

1-2  ug 

These  three  common  methods  of  pain  relief 

in  labor  all  assist  patients  through 

a period  of 

significant  pain  that  many  accept 

as  "normal." 

Specific  patient  requests  must  be  honored  to 
the  best  of  our  ability,  keeping  the  well-being  of 
the  patient  and  her  baby  in  mind.  Recent  discus- 
sions regarding  the  decision  of  third  party  pay- 
ers to  refuse  some  forms  of  labor  analgesia, 
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specifically  epidural  analgesia,  need  to  be 
watched  carefully.  Currently  we  can  practice 
obstetrics  and  allow  our  patients  freedom  of 
choice,  a choice  based  on  patient  tolerance  to 
pain  and  individual  preference.  Our  options 
may  decrease  despite  the  proven  efficacy  and 
lack  of  adverse  effects  because  of  experience 
by  third  party  payers.  Patient  needs  or  medical 
requirements  may  unfortunately  become  sec- 
ondary issues. 
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AUXILIARY 

Doctors'  Day  1993  . . . Physician  Heal  Thyself 

MONA  DAMICO 

President 


"Give  up  smoking,  lose  some  weight,  watch 
your  cholesterol,  reduce  stress  in  your  life  . . . 

You've  likely  recited  this  litany  of  advice 
hundreds  of  times  to  patients  over  the  years. 
You  know  all  the  recommended  screenings,  all 
the  latest  stress  reduction  techniques,  and  even 
the  keys  to  a healthy  lifestyle.  Yet  how  often  do 
you  take  the  time  to  practice  what  you  preach. 

In  honor  of  Doctor's  Day  1 993,  the  Nebraska 
Medical  Association  Auxiliary  invites  you  to 
make  your  own  health  priority  number  one. 
Commit  yourself  to  making  this  the  year  that 
you  get  a physical,  practice  some  stress-reduc- 
ing activities  and  make  some  positive  lifestyle 
changes  for  the  betterment  of  yourself  and  your 
family.  To  assist  you,  the  auxiliary  has  collected 
the  following  suggestions  to  serve  as  an  over- 
view of  good  health  practices.  Sure  these  sug- 
gestions are  not  new.  Just  think  of  them  as  old 
friends  you've  been  ignoring  for  awhile. 

The  following  recommendations  are  taken 
from  the  AAFP  Home  Study  Self  Assessment 
Monograph  1 96,  Preventive  Medicine,  Novem- 
ber 1989: 

1 . Stop  smoking  or  cut  back  on  cigarettes 
if  you  cannot  quit  altogether. 

2.  Exercise  regularly  and  maintain  ideal 
weight. 

3.  Eat  a variety  of  foods.  Cut  back  on  fat 
(especially  saturated  fat),  cholesterol, 
sugar  and  salt.  Add  more  starch  and 
fiber  to  your  diet. 

4.  If  you  drink  alcohol,  do  so  in  modera- 
tion. Don't  drink  and  drive. 

5.  Don't  use  illegal  drugs. 

6.  Drive  safely.  Use  seat  belts  for  yourself 
and  others  in  your  car.  Always  wear  a 
safety  helmet  when  riding  a bicycle  or 
motorcycle. 

7.  Use  sunscreens  when  you  are  exposed 
to  mid-day  sun. 

8.  Try  to  reduce  stress  and  enhance  your 
mental  well-being.  Avoid  violent  solu- 
tions when  you  become  angry  with 
others. 


9.  Make  workplace  safety  a number  one 
concern  by  using  universal  precautions 
to  avoid  HIV/AIDS  and  other  infectious 
diseases.  Shield  yourself  adequately  and 
regularly  from  radiation. 

1 0.  Visit  your  physician  regularly  for  health 
check-ups.  If  you're  uncomfortable  about 
seeing  one  of  your  local  colleagues  for 
physical  or  emotional  medical  services, 
arrange  to  have  a physician  in  a neigh- 
boring location  see  you.  Follow  recom- 
mended screening  tests  and  other  pre- 
ventive services  that  are  appropriate  for 
your  age,  sex  and  history.  The  following 
are  recommendations  for  such  screen- 
ings for  healthy  individuals: 

WOMEN 

Childbearing  Years  (to  age  39) 

Height  and  weight 
Blood  Pressure 

Nonfasting  total  blood  cholesterol  level  — 
every  4 years  after  age  35 
Pap  Smear  (every  1 to  3 years) 

Baseline  mammogram  at  age  35 
Regular  Breast  Self-Exam 

Middle  Years  (age  40  to  64) 

Height  and  weight 
Blood  Pressure 

Clinical  yearly  breast  examination 
(regular  breast  self-exam) 

Nonfasting  total  blood  cholesterol  level 
(every  4 years) 

Pap  Smear  (every  1 to  3 years) 
Mammogram  (every  1 to  2 years  begin- 
ning at  age  50) 

Sigmoidoscopy  (every  5 years) 

Senior  Years  (age  65  and  over) 

Height  and  Weight 
Blood  Pressure 
Visual  Acuity 
Hearing  and  hearing  aids 
Clinical  yearly  breast  exam  (until  age  75 
unless  abnormality  is  detected) 

(regular  breast  self-exam) 

Dipstick  urinalysis 
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Nonfasting  total  blood  cholesterol  level 
(every  4 years) 

Mammogram  (every  1 to  2 years  for  women 
until  age  75,  unless  abnormality  is  detected) 
Sigmoidoscopy  (every  5 years) 

MEN 

Early  Years  (to  age  39) 

Height  and  weight 
Blood  Pressure 

Testes  Exam  (self-exam  regularly) 

Middle  Years  (age  40  to  64) 

Height  and  Weight 
Blood  Pressure 

Testes  Exam  (self-exam  regularly) 

Yearly  Occult  Blood 
Digital  Exam  (every  2 years) 

Nonfasting  total  blood  cholesterol 
(every  4 years) 

Sigmoidoscopy  (every  5 years) 

Senior  Years  (age  65  and  older) 

Height  and  weight 

Blood  pressure 

Yearly  Occult  Blood 

Digital  Rectal  Exam  (every  2 years) 

Visual  Acuity 
Hearing  and  hearing  aids 
Dipstick  Urinalysis 
Non-fasting  blood  cholesterol 
(every  4 years) 

Sigmoidoscopy  (every  5 years) 

Testes  Exam  (self-exam  regularly) 

Since  stress  affects  a wider  group  of  physi- 
cians than  any  other  disease,  we  provide  the 
following  suggestions  by  physicians  themselves 
on  how  to  make  their  work  more  satisfying 
while  adapting  to  the  stresses  of  today's  difficult 
environment.  These  suggestions  are  taken  from 
an  article  entitled  "Healthy  Approaches  to  Phy- 
sician Stress"  in  which  physicians  responded  to 
a questionnaire  asking  them  to  comment  on 
how  they  cope  with  and  creatively  solve  dilem- 
mas in  their  complicated  world.  Four  basic 
methods  are: 

1.  Increase  self-awareness.  Physicians  in  the 
article  report  a need  to  explore  their  emotional 
sides  and  to  begin  seeing  vulnerable  feelings 
and  intense  reactions  as  powerful  resources 
rather  than  weaknesses  to  overcome.  Some 
suggestions  given  for  accomplishing  self-aware- 
ness include: 

*Keeping  a personal  journal 
‘Provocative  book  reading 
‘Religious  practice 


‘Continuing  education  outside  the  medicine 

‘Personal  psychotherapy 

‘Metaphysical  exploration  (meditation,  yoga) 

2.  Promoting  Sharing  and  Feelings  of  Re- 
sponsibilities. Physicians  often  work  in  isolation 
which  can  lead  to  an  exaggerated  sense  of 
personal  responsibility  and  power  as  well  as 
burn-out.  There  is  a human  need  for  sharing  and 
feeling  connected  to  others.  Physicians  in  the 
article  suggest  the  following  ways  to  accom- 
plish this: 

‘Protect  informal  time  to  spend  with  fam- 
ily, friends  and  colleagues. 

‘Promote  informal  sharing  through 
storytelling,  discussion  of  difficult  issues, 
laughing  over  human  foibles,  and  com- 
plaining. 

‘Group  interests  outside  of  medicine  (clubs, 
teams,  courses). 

‘Experimental  courses/self-awareness 
groups. 

‘Consultation  and  referrals. 

‘Using  multidisciplinary  health  care  teams. 

‘Getting  help  with  domestic  or  profes- 
sional tasks. 

3.  Promoting  Self-Care.  The  many  compet- 
ing priorities  in  the  physician's  world  often  cause 
the  physician  to  put  his  or  her  own  physical  and 
emotional  needs  on  the  back  burner.  The  care- 
ful balance  between  professional  responsibili- 
ties and  time  for  self,  family  and  friends  is  ever- 
challenging.  The  following  are  some  ways  to 
promote  self-care: 

‘Attention  to  scheduling  by  limiting  on-call 
and  weekend  work,  scheduling  and  tak- 
ing frequent  vacations,  limiting  evening 
work,  taking  mini-breaks  during  the  day, 
taking  moments  to  "get-ready"  to  see  next 
patient,  and  protecting  time  to  be  with 
family  or  friends. 

‘Expressingfeelings  by  grieving  one's  losses, 
experiencing  joy  in  victories,  laughing  at 
one's  foibles. 

‘Getting  regular  sleep,  meals  and  time 
alone. 

‘Interests  and  friendships  outside  of  medi- 
cine. 

‘Regular  medical  and  dental  care. 

‘Regular  physical  stimulation  (exercise,  sex, 
massage). 

‘Regular  attention  to  self-awareness  and 
sharing. 

4.  Developing  a Personal  Philosophy.  Physi- 
cians share  that  values  that  pertain  to  being  a 
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physician  cannot  be  developed  or  lived  in  isola- 
tion from  total  life  beliefs.  They  suggest  that  an 
all-encompassing  philosophy  provides  the  frame- 
work for  decisions  in  all  life  arenas  — including 
medicine.  Here  are  some  ways  to  promote  the 
process  of  developing  a personal  philosophy: 

‘Allocating  time  to  clarify  values. 
‘Developing  realistic  short-term  and  long- 
term goals. 

‘Prioritizing  goals  reflective  of  both  profes- 
sional and  personal  values. 

‘Developing  a time  management  system. 
‘Excluding  low-priority  commitments. 

These  four  areas  toward  stress  reduction  are 
not  only  the  helpful  tools  for  the  physician  who 
is  just  beginning  his  or  her  career,  but  especially 
for  the  established  physician  who  has  been 


struggling  with  demands  of  time,  patients,  exter- 
nal economic  factors  and  uncertainty  for  many 
years.  According  to  the  authors  of  Healthy 
Approaches  to  Physician  Stress,  "All  physicians 
need  the  opportunities  to  regularly  express  their 
needs,  share,  support,  reflect,  problem  solve 
and  grow  in  a safe  environment. 

Good  luck  in  making  1993  the  year  dedi- 
cated to  a better  you!  You  owe  it  to  yourself, 
your  family  and  your  patients. 


For  more  information  on  stress  reduction, 
refer  to  the  article  and  follow-up  references  in 
"Healthy  Approaches  to  Physician  Stress,"  Arch 
Intern  Med  - Vol.  1 50,  September  1 990,  Timo- 
thy Quill,  MD  and  Penelope  Williamson,  ScD. 
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COMING  MEETINGS 


UNIVERSITYOF  NEBRASKA  MEDICAL  CENTER 
Upcoming  Continuing  Education  Courses 


MARCH  24,  1993  — Advanced  Pediatric  Life 
Support.  Instructor  Verification.  Scottsbluff, 
Nebraska.  Registration  F33  $50.  4 Hours 
AMA  Category  I. 

MARCH  25-26,  1 993  — Advanced  Trauma  Life 
Support.  Scottsbluff,  Nebraska.  Registration 
Fee:  $525.00,  1 7.0  Hours  AMA  Category  I. 
16.0  Prescribed  Hours  AAFP.  17.0  Hours 
ACEP  Category  I.  Reverification  available. 

APRIL  5-6,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $165.13  Hours  AMA 
Category  I. 

APRIL  15-16,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

APRIL  29-30,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Norfolk,  Ne- 
braska. Registration  Fee  $1 65. 1 3 Hours  AMA 
Category  I. 

MAY  10-11,  1993  — Advanced  Trauma  Life 
Support.  Omaha,  Nebraska.  Registration  Fee: 
$525.00.  1 7.0  Hours  AMA  Category  I.  1 6.0 
Prescribed  Hours  AAFP.  17.0  Hours  ACEP 
Category  I.  Reverification  available. 

MAY  1 3-1 5,  1 993  — Treatment  of  the  Allergic 
Patient.  Omaha,  Nebraska. 

MAY  1 7-1 8,  1 993  — Advanced  Life  Support  In 
Obstetrics.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $300. 1 4 Hours  AMA 
Category  I.  16.0  Prescribed  Hours  AAFP. 

MAY  20-21,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $1 65. 1 3 Hours  AMA 
Category  I. 

MAY  24-25,  1993  - Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 


braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JUNE  10,  1993  — Advanced  Cardiac  Life  Sup- 
port. Renewal  Verification.  Omaha,  Nebraska. 
Registration  Fee  $85.  7 Hours  AMA  Cat- 
egory I. 

JUNE  11,  1993  — Advanced  Cardiac  Life  Sup- 
port. Instructor  Verification.  Omaha,  Ne- 
braska. REgistration  Fee  $100.  6 Hours  AMA 
Category  I. 

JUNE  21-22,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JULY  8-9,  1 993  — Advanced  Pediatric  Life  Sup- 
port. Initial  Verification.  Omaha,  Nebraska. 
Registration  Fee  $165.  13  Hours  AMA  Cat- 
egory I. 

JULY  12-13,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

For  further  information,  contact  Cindy  Hanssen,  Uni- 
versity of  Nebraska  Medical  Center,  Center  for  Continuing 
Education,  6 00  So.  42nd  Street,  Omaha,  Nebraska  68 1 98- 
565  7.  Call  (402)  559-591 9 or  use  our  toll  free  MD  Advan- 
tage number  and  ask  for  Continuing  Education  1(800) 
652-  1095  nationwide.  Fax  number  (402)  559-5915. 


UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION 

APRIL  24,  1993  — Annual  Business  Meeting, 
Saturday,  4:00  p.m.,  Conference  Room  4, 
Cornhusker  Hotel,  333  South  13th,  Lincoln, 
NE;  in  conjunciton  with  the  Nebraska  Medi- 
cal Association  Meeting.  Reception  follow- 
ing, Conference  Room  3.  Cash  Bar.  All  alumni, 
spouses,  faculty  and  friends  are  cordially 
invited. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

MARCH  22  - APRIL  2,  1 993  - 1 1 days,  Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians;  Fee:  $1100  - 
two  week  session;  $750  - one  week  session, 
$1250  - split  sessions. 

FRIDAY,  MARCH  26,  1993  - Common  Infec- 
tious Disease  Problems  in  Primary  Carr.:  Fo- 
cus on  the  Pediatric  Patient,  Red  Lior.  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Pediatricians,  ENT,  Emer- 
gency Medicine  Physicians,  Fee  $35. 

FRIDAY  - SATURDAY,  APRIL  2-3,  1993  - Ne- 
braska Prostate  Disease  Update  Seminar, 
Mahoney  State  Park,  Ashland,  Nebraska.  Tar- 
get Audience:  Urologists,  Surgeons, 
Oncologists,  Radiologists. 

FRIDAY  - SUNDAY,  APRIL  2-4, 1 993  - Prostate 
Disease  Update  Seminar,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience: 
Urologist,  Surgeons,  Oncologists,  Radiolo- 
gists. Fee:  $100. 

THURSDAY-SATURDAY,  APRIL  1 5-1  7,1993- 
Diagnostic  Dilemmas  in  Women's  Health 
Care,  Marriott  Hotel,  Omaha,  Nebraska.  Tar- 
get Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

THURSDAY,  APRIL  29, 1 993  - Common  Infec- 
tious Disease  Problems  in  Primary  Care:  Fo- 
cus on  the  Pediatric  Patient,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Pediatricians,  ENT,  Emer- 
gency Medicine  Physicians.  Fee:  $35. 

APRIL  26-  MAY  7,  1993,  11  DAYS  - Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians,  Fee:  $1100  - 
two  week  session,  $750  - one  week  session, 
$1250  - split  sessions. 

FRIDAY,  APRIL  30, 1 993  — Common  Infectious 
Disease  Problems  in  Primary  Care:  Focus  on 
the  Pediatric  Patient,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care 
Physicians,  Pediatricians,  ENT,  Emergency 
Medicine  Physicians,  Fee  $35. 


TUESDAY  EVENING,  MAY  25,  1993  - Heart- 
land Risk  Reduction  Society  "Use  of 
Transdermal  Nicotine"  — Riverside  Golf  Club, 
Grand  Island,  Nebraska.  Target  Audience: 
Health  care  providers  who  treat  patients  with 
atherosclerotic  vascular  diseases,  Fee:  No 
charge. 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 
1 993  — Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska.  Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23, 1 993  — An  Interdisciplinary  International 
Symposium  on  Gastrointestinal  Dysfunction 
in  Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists. 

MONDAY -SATURDAY,  OCTOBER  4-9,  1993 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
Valerie  McCann,  RN,  MS;  Roger  Jackson, 
MD;  Robert  Rondinelli,  MD;  David  Tillema, 
MD;  Ernest  Neighbor,  MD,  JD.  Fees:  To  be 
announced.  Credit:  AMA  Category  I:  1 1.75 
credit  hours. 


MAYO  FOUNDTION 

MARCH  11-13,  1 993  — Mayo  Surgical  Sympo- 
sium & Reviews,  Ponte  Vedra  Inn  & Club, 
Ponte  Vedra  Beach,  Florida. 

MARCH  22-26,  1993  — Obstetrical  and  Gyne- 
cologic Review  for  Primary  Care  Physicians, 
Tradewinds,  St.  Petersburg,  Florida. 

APRIL  1-3,  1993  — Rheumatology:  Diagnostic 
and  Therapeutic  Trends,  Amelia  Island  Plan- 
tation, Amelia  Island,  Florida.  Contact:  Post- 
graduate Courses,  Section  of  Continuing 
Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone  (507)  284-2509  or  Toll  Free 
800-323-2688. 

APRIL  2-4,  1993  — 2nd  Annual  Mayo  Clinic 
Conference  on  Advances  in  Clinical  Anesthe- 
siology, Amelia  Island  Plantation,  Amelia  Is- 
land, Florida. 


78  Nebraska  Medical  Journal  March  1993 


MAY  10-14,  1993  — 14th  Annual  Practice  of 
Internal  Medicine,  Mayo  Foundation,  Roch- 
ester, Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 
Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

APRIL  2-3,  1993  — 5th  Annual  Rae  R.  Jacobs 
Memorial  Lecture:  Back  Pain.  Location:  Ritz- 
Carlton  Hotel,  401  Ward  Parkway,  Kansas 
City,  MO.  Sponsor:  The  University  of  Kansas 
Medical  Center's  Dept,  of  Surgery,  Section  of 
Orthopedic  Surgery.  Target  Audience:  Or- 
thopedic Surgeons  and  Neurosurgeons. 
Speakers:  Alf  Nachemson,  MD;  Malcolm  H. 
Pope,  DrMedSc,  PhD;  David  Ebelke,  MD; 

APRIL  1 6-1 8, 1 993  — 43rd  Annual  Postgraduate 
Symposium  on  Anesthesiology.  Target  Audi- 
ence: anesthesiologists,  family  physicians, 
nurse  anesthetists,  Ritz-Carlton  Hotel,  401 
Ward  Parkway,  Kansas  City,  MO.  Sponsor: 
Department  of  Anesthesiology,  the  Univer- 
sity of  Kansas  Medical  Center.  Fees:  to  be 
announced.  Credit  AMA  Category  1 of  the 
Physician's  Recognition  Award:  16.5  hours 
American  Academy  of  Family  Physicians:  to 
be  announced,  American  Association  of 
Nurse  Anesthetists:  to  be  announced,  Ameri- 
can Nurses  Association:  to  be  announced. 

Contact:  Office  of  Continuing  Education,  University  of 

Kansas  Medical  Center,  (913)  588-4488. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 
Advanced  Cardiac  Life  Support  — Provider, 
Renewal  and  Instructor;  Pediatric  Advanced 
Life  Support  — Provider,  Renewal  and  In- 
structor; Advanced  Trauma  Life  Support  — 
Provider  and  Reverification.  These  programs 
are  offered  by  the  Center  for  Continuing 
Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642- 1 095  Nationwide, 
Fax  Number  (402)  559-5915. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
Office  of  Continuing  Education 

MARCH  30,  1993  — Glucocorticoid-Induced 
Bone  Loss  Mini-Symposium,  Osteoporosis 
and  Consensus  Development  Conference  - 
Hong  Kong.  Program  Chairman:  William  A. 
Peck,  M.D. 

SATURDAY,  APRIL  24,  1 993  — Hemodynamic 
Monitoring  In  Anesthesia  and  Intensive  Care. 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  6.5  credit  hours  AMA  Category  1. 
Program  Chairman:  Demetrios  G.  Lappas, 
M.D. 

FRIDAY-SATURDAY,  APRIL  30-  MAY  1, 1993  — 
Hearing  Aid  Conference.  Location:  Frontenac 
Hotel,  St.  Louis,  Missouri. 

WEDNESDAY,  MAY  5,  1 993  - Update  In  Tho- 
racic Surgery.  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri.  Pro- 
gram Chairmen:  Joel  D.  Cooper  and  Alec 
Patterson,  M.D. 

THURSDAY-SATURDAY,  MAY  6-8,  1993, 
WUMCAA  Reunion.  Location:  Washington 
University  Medical  Center,  St.  Louis,  Mis- 
souri. 

THURSDAY,  MAY  1 3, 1 993  —Current  Perspec- 
tives In  Menopausal  Problems.  Location:  The 
Ritz-Carlton  Hotel,  St.  Louis,  Missouri.  Pro- 
gram Chairman:  Louis  V.  Avioli,  M.D. 


CREIGHTON  UNIVERSITY 

MAY  20-23,  1 993  — A Review  of  Orthopaedics 
& Orthopaedic  Pathology  - Creighton  Cam- 
pus - Criss  II  Building,  Omaha,  NE. 

MAY  28-30,  1 993  — Family  Medicine  Update  - 
Okoboji,  IA. 

JUNE  25-26, 1 993  — Laparoscopy-Assisted  Vagi- 
nal Hysterectomy  Course  - Boys  Town  Board 
Room/Creighton  Campus,  Omaha,  NE. 

JULY  29,  1 993  — International  Humanae  Vitae 
Conference  - 25th  Anniversary  Celebration  - 
Holiday  Inn  Central,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 
O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 
Division,  2500  California  Street,  Omaha,  NE  68178. 
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1992-93  DISTINGUISHED  LECTURE  SERIES 

APRIL  21,  1993  - Philip  J.  DiSaia,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

JUNE  16,  1993  — Joyce  Lashoff,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 

O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 

Division,  2500  California  Street,  Omaha,  NE  68178. 

NEBRASKA  ASSOCIATION 
OF  PATHOLOGISTS 
1992-1993  PROGRAM  SCHEDULE 

Caniglia's  Venice  Inn 
3rd  Wednesday  of  each  Month 
Scientific  Session:  5:30  - 6:30  p.m. 

APRIL21, 1 993  — "Biological  and  Clinical  Signifi- 
cance of  Cytogenetic  Abnormalities  in  Mes- 
enchymal Neoplasms",  Julia  Bridge,  M.D., 
Associate  Professor  of  Pathology  and  Micro- 
biology, University  of  Nebraska  Medical  Cen- 
ter. 

MAY  19,  1993  — To  be  announced. 

THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23,  24,  & 
25,  1 992  August  20,  21  & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 

write  to:  The  Lipid  Disorders  Training  Center,  S249 

Westlawn,  The  University  of  Iowa,  Iowa  City,  IA  52242  or 

Call:  319/335-8203. 


ABCS  Of  Pediatrics: 

A Saturday  Morning  Monthly  Program  Series 

8:30  a.m.-  12:00  Noon, 

Cooper  Auditorium,  College  of  Nursing,  UNMC 
(No  Registration  Fee) 

APRIL  3,  1993  — Pediatric  Emergencies,  8:30 
a.m.  - 1 2:00  Noon,  Cooper  Auditorium,  Col- 
lege of  Nursing,  UNMC  (No  registration  fee). 

MAY  1 5,  1 993  — Common  Pediatric  Gl  Disor- 
ders, ABC's  of  Pediatrics:  8:30  a.m.  - 12:00 
Noon,  Cooper  Auditorium,  College  of  Nurs- 
ing, UNMC  (No  registration  fee). 

JUNE  5, 1 993  — Renal  Disease  in  Children,  8:30 
a.m.  - 1 2:00  Noon,  Cooper  Auditorium,  Col- 
lege of  Nursing,  UNMC  (No  registration  fee). 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  —House  of  Delegates,  April 
23-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-1 1,  1993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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Professional  Full  Service 


MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 

Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor  Roger  S.  Jemstrom, 
M.D.,  Lincoln,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor  Sushil  S.  Lacy, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor  Gordon  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Fumas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster 

ELEVENTH  DISTRICT : Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 
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PRESIDENT 

.John  Welch,  Hastings 

. D.F.  Johnson,  Osmond 

. Ed  Pierce,  Alliance 

. Cheri  L.  Jensen,  Kearney 

. Mark  Carlson,  David  City 

. R.  R.  Andersen,  Nehawka  

. Calvin  Cutright,  Sidney 

. Scott  Green,  West  Point 

. Loren  Jacobsen,  Broken  Bow  . 


Carl  Falcone,  Fremont 

Willis  L.  Wiseman,  Wayne 

Murray  Markley,  Loup  City 

Blake  Butler,  Beatrice 

Anne  Morse,  Grand  Island 

J.  C.  Wilcox,  Aurora 

Melvin  Campbell,  Ainsworth  

Gordon  O.  Johnson,  Fairbury  

Berl  W.  Spencer,  Ogallala 

D.  M.  Laflan,  Creighton  

Benjamin  Gelber,  Lincoln  

Robert  Dellinger,  North  Platte  

Todd  Voss,  Pierce 

Blaine  Roffman,  Omaha 

. Richard  Votta,  Norfolk 

A.  J.  Alderman,  Chadron 

, Dean  R.  Thomson,  Nebraska  City 

. Richard  Cimpl,  Columbus 

, Robert  E.  Turna,  Crete  

Jan  Golnick,  Papillion 

i John  Hansen,  Wahoo 

James  Massey,  Scottsbluff 

, Paul  Hoff,  Seward 

, Jeff  Hollis,  Geneva 

. Gary  Ensz,  Auburn 

, Richard  F.  Klug,  McCook 

, Carol  Weckmuller,  Blair 

, Darroll  Loschen,  York  


SECRETARY-TREASURER 
Elizabeth  Rapier,  Hastings 
David  Johnson,  Osmond 


Katherine  Keifer,  Kearney 
Victor  Thoendel,  David  City 


Clinton  Dorwart,  Sidney 
Thomas  Tibbels,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Wayne  Zlomke,  Ord 
Donald  Weldon,  Beatrice 
Gordon  Hmicek,  Grand  Island 
M.D.  Jobman,  Aurora 


R.  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
James  Fosnaugh,  Lincoln 
Mark  Nielsen,  North  Platte 
Richard  Bell,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Kent  Lacey,  Scottsbluff 
Roger  Jacobs,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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A GREAT  WAY  TO  SERVE 


w 


'hen  I completed  my 
residency  it  wos  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  13,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (512)369-3245 
Or  Wrile 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin.  TX  78743-6002 

AIR  FORCE  RESERVE 


Drug/Alcohol/Emotiona I/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 

Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310 

Lincoln,  Nebraska  68502 


— ADVERTISER’S  INDEX 
B 

Bergan  Mercy  Medical  Center 

Blue  Cross/Blue  Shield  of  Nebraska 

Bristol-Myers  Squibb  Co 

C 

Clarkson  Hospital 

Comphealth 

D 

Donley  Medical  Supply 

L 


Eli  Lilly  & Company 

M 

Medical  Protective  Co 

Methodist  Hospital 

Methodist  Richard  Young 

N 

Nebraska  Beef  Council 
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Since  1925 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D..  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8V4  x 1 1 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 
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A name  and  address  for  reprint  requests  should  be  included  on  the  title 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care 
Locum  Tenens  positions.  Full-time,  and  regular  part- 
time.  Numerous  Iowa  locales.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul 
malpractice  with  unlimited  tail,  excellent  benefit 
package/bonuses  to  full-time  physicians.  Contact 
Acute  Care,  Inc.,  P.O.  Box  5 1 5,  Ankeny,  IA  5002 1 , 
phone  1-800-729-7813  or  51 5-964-2772. 

OB/GYN:  Female  seeks  BC/BE  partner  for  grow- 
ing Midwest  practice.  Young  medical  staff  at  hospi- 
tal with  MRI,  CT,  ultrasound,  laprascopy,  laser, 
YAG,  centralized  monitoring  unit.  Family  commu- 
nity with  stable  economy,  low  crime,  excellent 
public  schools,  lake,  golf.  Send  CV:  Barb  Inselman, 
1 0983  Granada,  #202,  Overland  Park,  KS  662 1 1 or 
call  1-800-533-0525. 

OB/GYN:  Join  2 OB/GYN's  in  Midwest  commu- 
nity with  medical  draw  of  80,000. 1 1 0-bed  hospital 
does  680  births/year,  has  Level  II  nursery,  laser, 
laparoscopy,  microsurgery.  Negotiable  salary  guar- 
antee, full  benefits,  partnership.  Local  junior  col- 
lege, nursing  school.  Send  CV  to  Barb  Inselman, 
10983  Granada,  #202,  Overland  Park,  KS  6621 1 or 
call  1-800-533-0525. 

PHYSICIAN  FACULTY,  FAMILY  PRACTICE  RESI- 
DENCY PROGRAM:  Clarkson  Family  Medicine 
started  its  Family  Practice  Residency  on  July  1, 
1991.  With  a rapidly  growing  patient  base  and  with 
anticipation  of  repeating  our  success  in  filling  all 
resident  positions  in  the  MATCH,  we  are  seeking 
additional  educators  to  join  us  in  preparation  for 
our  third  Residency  class  in  1993.  ABFP  certifica- 
tion, practice  or  teaching  experience  and  OB  skills 
required.  Join  us  and  be  a part  of  the  development 
and  growth  of  Clarkson  Hospital's  only  Residency 
Program.  Excellent  salary  and  benefits.  Clarkson 
takes  pride  in  being  a smoke-free  environment  and 
does  not  hire  applicants  that  use  tobacco  products. 
EOE.  Send  CV  and  letter  of  inquiry  to  Richard  A. 
Raymond,  M.D.,  Director,  Clarkson  Family  Medi- 
cine, 4200  Douglas  Street,  Omaha,  Nebraska  68131. 


FAMILY  PRACTICE  OPPORTUNITY:  Mid-Ne- 
braska physician  is  seeking  an  associate  or  an 
opportunity  to  sell  the  practice.  Will  stay  to  intro- 
duce patients.  Contact  Box  #38,  c/o  Nebraska 
Medical  Journal,  233  S.  13th  Street,  #1512,  Lin- 
coln, NE  68508-2091. 


WISCONSIN-MICHIGAN  — What  are  your  pre- 
requisites for  a practice?  Strelcheck  & Associates, 
an  extension  of  our  clients  recruiting  departments, 
has  several  opportunities  which  might  be  of  interest 
to  you.  We  currently  represent  our  clients  in  the 
areas  of  Dermatology,  Neurosurgery,  Occupa- 
tional Medicine,  Oncology,  Orthopedics,  Ortho- 
pedics-Hand, Psychiatry,  and  Urology.  Locations 
in  metropolitan  areas,  mid-size  cities,  on  lakes, 
streams,  or  near  forests  - you  choose.  To  discuss 
your  practice  preferences  and  these  opportunities, 
please  call  our  toll-free  number,  1-800-243-4353  or 
send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC.;  10624  N.  Port  Washington  Road;  Mequon, 
Wl  53092. 

INTERNAL  MEDICINE,  FAMILY  PRACTICE, 
URGENT  CARE,  OB/GYN  AND  ACADEMICS  - 
Locations  from  the  lakes,  rivers  and  forests  of  the 
Great  Lakes  area  to  the  rolling  plains  of  the  Heart- 
land to  the  Lone  Star  State.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  surrounded  by  nature 
and  the  beauty  of  the  four  seasons,  the  peaceful 
rolling  farm  country,  or  perhaps  life  in  historic 
villages  — there  is  something  for  everyone.  Positions 
with  single  and  multi-specialty  clinics  or  solo  with 
call  coverage  are  available.  Please  call  our  toll-free 
number,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.;  1 0624  N.  Port 
Washington  Road;  Mequon,  Wl  53092. 

LINK  ETHICAL  THEORY  WITH  CLINICAL 
PRACTICE  — Applied  Ethicist  sensitive  to  clinical 
dilemmas  can  meet  your  CME  or  program  needs 
with  topics  ranging  from  "Canadian  Health  Care  — 
Northern  Discomfort?,"  Ethics  of  Assisted  Suicide," 
"Rx  in  the  Rural  Trenches,"  "Healing  by  the  Funda- 
mentals," etc.  Published  in  NEJM  and  other  leading 
US  and  Canadian  journals.  CV,  brochure,  and 
reprints  on  request.  Walter  Benjamin,  Ph.D.,  Hamline 
University,  St.  Paul,  MN  55104,  (612)  641-2300. 

URGENT  CARE  - OMAHA:  Opportunities  for 
part-time  employment  in  urgent  care  centers  lo- 
cated in  Omaha,  NE.  Primary  care  training/experi- 
ence required.  Flexible  scheduling.  Competitive 
compensation.  Reply  to  Box  #043,  c/o  Nebraska 
Medical  Journal,  233  S.  13th  St.,  #1512,  Lincoln, 
NE  68508-2091. 

GENERAL  SURGEON:  Needed  for  solo  oppor- 
tunity with  shared  call.  100%  surgery  practice  in 
patient  draw  area  of  45,000.  New  hospital  with  CT, 
MRI,  endoscopy,  laparoscopy.  Midwest  family  com- 
munity with  sailing,  fishing,  water  sports,  camping. 
Call  Barb  Inselman  at  1-800-533-0525  or  send  CV 
to  1 0983  Granada,  // 2 0 2 , Overland  Park,  KS  662 1 1 . 
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OPPORTUNITY:  Family  practice  opportunity  in 
Western  Nebraska  for  Board  Certified  or  Board 
Eligible  Family  Physician.  Competitive  salary  100- 
120K  plus  incentive  bonuses  and  other  benefits. 
Excellent  hunting  and  fishing  area.  Close  to  the 
Black  Hills.  Hours  away  from  major  ski  resorts  and 
metro  area.  Good  schools,  great  place  to  raise  a 
family.  For  more  information,  contact  Ruth  Edgar, 
O.M.  at  (308)  762-3741  or  send  CV  to  Alliance 
Medical  Center,  P.C.,  2307  Box  Butte  Avenue, 
Alliance,  NE  68301. 


EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  the  North  Memorial  Medical  Center  primary 
care  network.  Opportunities  in  family  practice, 
internal  medicine  and  OB/GYN  that  allow  security 
and  stability  without  sacrificing  autonomy.  Single 
and  multi-specialty  groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportunities  with 
North/University  of  Minnesota  residency  program. 
Competitive  compensation  structures  and  flexible 
schedules  with  independent  or  hospital-owned 
group  practices.  Immediate  access  to  Minneapolis/ 
St./  Paul  attractions.  Central  to  Minnesota's  abun- 
dant lakes  country.  If  you're  BC/BE,  send  your  CV  or 
call  in  confidence:  Mark  Billmayer,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave.,  North, 
Robbinsdale,MN  55422,  (800)  255-6353, ext.  1336. 


AMA  NOTES 

(continued  from  page  1 1 -A) 


discuss  the  regulatory  processes  and  data  that 
may  be  required  to  support  the  continued  avail- 
ability of  saline-filled  breast  implants.  Specialty 
societies  will  provide  clinical  input  as  a part  of 
the  process. 

★ ★ ★ 


PHYSICIAN  GUIDELINES 
OFFERED  TO  MEMBERS 

The  AMA's  Division  of  Health  Science  now 
has  nine  physician  guidelines  in  print,  on  these 
topics:  HIV  blood  test  counseling,  HIV  early 
intervention,  adolescent  clinical  preventive  ser- 
vices, medical  management  of  the  home  care 
patient,  child  sexual  abuse,  child  physical  abuse 
and  neglect,  domestic  violence,  elder  abuse, 
and  evaluation  of  permanentimpairment.  More 
than  1.5  million  copies  of  the  guidelines  have 
been  distributed  to  physicians.  Two  new  guide- 
lines are  due  out  this  year,  covering  smoking 
cessation  and  alcohol  use  among  the  elderly. 


AMA  members  receive  single  copies  of  the 
guidelines  free. 

★ ★ ★ 

MCDONALD'S  SMOKING 
TEST  BAN  APPLAUDED 

The  AMA  applauded  an  announcement  that 

the  McDonald's  Corp.  is  banning  smoking  in 

some  of  its  restaurants  and  is  considering  doing 

so  in  all  its  outlets  in  the  United  States.  A 

statement  by  Lonnie  R.  Bristow,  MD,  AMA 

Board  vice  chair,  noted  that  smoking,  including 

exposure  to  second-hand  smoke,  takes  the  lives 

of  nearly  500,000  Americans  yearly  and  adds  as 

much  as  $85  billion  to  health  care  costs.  "By 

making  fast-food  restaurants  smokefree,"  he  said, 

"we'll  be  taking  strong  measures  to  protect  the 

health  of  the  children  and  adults  who  use  these 

facilities  and  the  tens  of  thousands  of  teenagers 

who  staff  them.  We  hope  that  other  fast-food 

restaurants  will  pursue  this  trend  and  bring  us 

closer  to  a smokefree  society  by  the  year  2000." 
★ * * 
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Paul  E.  Collicott,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Patricia  A.  Siffring,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Kiutman,  M.D.,  Board  Liaison Columbus 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Foreman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

L.  Jay  McIntyre,  M.D Omaha 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 


Blaine  Y.  Roffraan,  M.D Omaha 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 

Chris  C.  Caudill,  M.D.,  Chairholder Lincoln 

Perry  T.  Williams,  M.D.,  Board  Liaison Omaha 

Judith  A.  Butler,  M.D Superior 

Dale  W.  Ebers,  M.D Lincoln 

Richard  M.  Fruehling,  M.D Grand  Island 

Roger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Harold  M.  Nordlund,  M.D York 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

David  H.  Filipi,  M.D Omaha 

J.A.  Grubbe,  M.D Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Eric  W.  Pierson,  M.D Lincoln 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

Hiram  R.  Walker,  M.D Kearney 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Joel  T.  Johnson,  M.D Kearney 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

William  F.  Becker,  M.D Norfolk 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D., Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  L.  Reed,  M.D., Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-IIOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

COMMISSION  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D Lincoln 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwuine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Stephen  Stripe,  M.D Humboldt 

NMA/CREICHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Chernies  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richeu-d  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Stanley  F.  Nabity,  M.D.  OBSTEltilCS  - GYNECOLOGY 
Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D. 

INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 
11-93 
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□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


LINCOLN 


kL 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


8-93 


eye 

=)  surgical 
— associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laoaroscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St,  SUITE  405 
LINCOLN.  NE  68502 

1-800-MED-LINC 

1-94 


GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FR1TSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68605 

Clinic  (402)  464-8386 
Hearing  Aid  Department  (402)  464-6511 

1 -(800)  347-5880  9-93 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck,  M.D.,  F.A.C.O.G.  Joseph  G.  Rogers,  M.D..F.A.C.OG. 

Dennis L Hodge, M.D..F.A.C.O.G.  GregoryW.HeidricK.M.D.,  F.A.C.O.G. 

YvonneK.  Davenport, M D..F.A.C.O.G. 


"Board  Certified  in  Obstetrics  & Gynecology" 


• HIGH  RISK  OBSTETRICS 

• PELVIC’ ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

• MICROSURGERY 

• LASER  SURGERY 

• MAMMOGRAPHY 


— 24  HOURS  • 7 DAYS  A WEEK  — i 

483-7641 

NEW  PATIENTS  WELCOME ' 

MEDICAL  PARK  PLAZA  BUILDING 

Suite  200,  301  S.  70th 
Lincoln,  NE  68510 

10-93 


RICHARD  A.  MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-L1NC 

9-93 


rm 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 

Joseph  R.  Gard,  M.D. 

Steven  K.  Krueger,  M.D. 

Kaliprasad  N. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Ayala,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-93 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1-800-533-5462 
4740  A Street  • Suite  100  • Uncoln,  NE  68510  11-93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Oay  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  ORTHOPAEDICS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDREN'S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


NEBRASKA 


I NEB 

I ORTHOPAEDIC  , 
L—ASSOCIATES 


Board  Certified  Orthopaedic  Surgeons 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  MD. 
Daniel  R.  Ripa,  M.D4 
Robert  W.  Dugas,  M.D. 


' GENERAL  ORTHOPAEDICS 
'ATHLETIC  INJURIES 
' ARTHROSCOPY  - HAND  SURGERY 
'JOINT  DISEASE 4 TRAUMA 
■ DISORDERS  OF  THE  SPINE 
■TOTAL  JOINT  REPLACEMENT 
■CHILDREN'S  ORTHOPAEDICS 
■SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Uncoln,  Nebraska 

10-93 
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Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 
Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-475-4948 

10-93 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  0.0. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F. SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South 40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 
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LARRY  P.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

B-93 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-93 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEPDISORDERMEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 

8-93 


RAIRIE  SURGICAL 


ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mali  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  # 206  • Lincoln,  Nebraska  68510 
(402)  489-8888 
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PHYSICIAN'S  DIRECTORY,  cont. 

1 LINCOLN,  cont.  1 1 OMAHA,  cont.  | 


Subspecialty  Certification 

Consultative 

Cardiovascular  Diseases 

Cardiology 

Walt  F.  Weaver, 

M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272 

Tel.  (402)  4894242 

Lincoln,  Nebraska  68506 

Fax  (402)  489-3338 
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OMAHA 
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enter  p. 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  F.A.C.S.  R.  Michael K/oeger,  M.O., F.A.C.S. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.AC.S. 
H.  Jeoffrey  Deeths,  M.D.,  F.AC.S. 


Certified  American  Board  of  Urology 

• 111S.  90th  Street  • Satellite  Clinic 

Omaha,  NE  681 1 4 Papillion,  NE 

(402)  397-9800 
800-8824770 

3-94 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

PATRICK  W.  BOWMAN,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

ERIC  D.  PHILLIPS,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

399-8550 

Appointments  399-8484 

Billing 399-9301 
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heart^i — ^ | ^ 

Center  of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 


PHILLIP  E.  BURKET,  M.D. 

Board  Certified  Cardiologist 

3016  West  Faidley  P O Box  5345  Grand  Island.  NE  68802 
Office:  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 

4353  Dodge 

Everett  C.  Madson,  M.D. 

Omaha.  NE  68131 

Peter  J.  Whitted,  M.D. 

(402)  552-2020 

John  D.  Griffiths,  M.D. 
Jeffery  J.  Hottman,  M.D. 

8111  Dodge  Street 

Michael  A.  Halsted,  M.D. 

Omaha.  NE  68114 

Kathrvn  E.  Hodges,  M.D. 

(402)  390-8100 

11-93 

Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


OMAHA  • 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 

COLUMBUS  • 2363  18th  AV. 

402-563-3379 

NORFOLK -1300  NEBRASKA  AV. 

402-379-3250 

GRAND  ISLAND  • 1806  N.  CLEBURN 

308-381-1700 
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ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  681 14  Omaha,  Nebraska  68122 

(402)  391-1 922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
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PHYSICIAN'S  DIRECTORY,  cont. 


I OMAHA,  cont. 


If  IV* 

PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


4840  "F"  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  6B1 27-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2-94 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


7441  "O"  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


PAPILUON 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste.  102  • Papillion,  NE  68128-4782 
© (402)  339-8974 


NIOSH  CERTIFIED  B~  READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 

12-93 


I SCOTTSBLUFF  I 

Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


OREGON  TRAIL  EYE  CLINIC 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)  635-3911 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68122 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

American  Red  Cross,  Lancaster  County  Chapter 
1701  E.  Street,  P.O.  Box  83267,  Lincoln,  NE  68501 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Cuffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103,  Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omana,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
Community  Health  Plaza,  7101  Newport  Ave.  #301, 

Omaha,  NE68152-3180 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #307,  Omaha,  NE  68122 
Nebraska  Academy  of  Ophthalmology 
Vincent  J.  Sutton,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dermis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
W.  Fletcher  Reel,  Chapt.  Admin. 

Twin  Towers,  North,  7th  Floor,  3001  Douglas,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
John  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Crand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  681244)253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Alex  Stolarskyj,  M.D.,  President 
13918  Cold  Circle,  Omaha,  NE  68144 
Nebraska  Regional  Council 

American  Academy  of  Child  and  Adolescent  Psychiatry 
Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68108 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
4239  Famam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  of  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital,  2200  S.  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
1111  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7389  Pacific  Street,  #229,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 

Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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New  Product  Spotlight: 


A fax  for  medical  offices 
without  patience. 


The  RICOH  FAX240  works  fast  to  save  you  time. 

• 11-second  document  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 


• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


$O*\00  now  on  the  purchase  of  the  RICOH 
wClVw  FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd. 

Omaha  9864  M St. 


402/486-7200 

402/331-0607 


*• to 


„ intv  Medical  Society 


fllftCHOL  ’ (Pravastatin  Sodium  Tablets) 

ntrajndicatkxs 

xxsaTsitMty  lo  any  component  ot  this  mecfrcatcn 

<Cfoe  lM3f  disease  a ixwcptaned.  persistent  etaafiars  n her  (motion  tests  (see  WARNINGS) 

>regnancy  and  lactation  Atherosclerosis  is  a chronic  process  and  discontnuation  ot  fipid-lowering  drugs 
ng  pregnancy  should  have  Ittle  impact  an  the  outcome  ot  long-term  therapy  ot  primary  hypercholesterolemia 
riesterd  and  dher  products  d cholesterol  biosynthesis  are  essential  components  for  fetal  development 
ludng  synthesis  d sterods  and  cel  membranes)  Snce  HMG-CoA  reductase  nhibrtors  decrease  cholesterol 
ithese  aid  possfcly  the  synthesis  d dher  bdogicaly  active  substances  derived  from  cholesterol,  they  may 
68  total  harm  when  admrrstered  to  pregnant  women  There  lore,  HMG  CoA  reductase  nhbrtors  are  contran 
ated  dunng  pregnancy  and  n nursing  mothers.  Pravastatin  should  be  administered  to  women  ot  child  - 
ahng  age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
tential  hazards.  It  the  patent  becomes  pregnant  while  takng  this  class  d drug,  therapy  should  be  discon 
ed  and  the  patent  apprised  d the  pdential  hazard  to  the  fetus 
UWNGS 

w Enzymes:  HMG  CoA  reductase  nhbrtors,  Ike  some  other  ipicMowering  therapies,  have  been  associated 
h bochemcal  abnormahtes  d lever  find  on  Increases  d serum  transamnase  (ALT.  AST)  values  to  more  than 
times  the  ipper  hmrt  d normal  occumng  on  2 or  more  (nd  necessanly  sequential)  occasions  have  been 
xxted  n 1.3%  d patients  treated  with  prawostatn  ri  the  U S over  an  suer age  penod  ol  18  months.  These 
normafctes  were  nd  associated  with  cholestasis  and  efrd  nd  appear  to  be  related  to  treatment  duration.  In 
yse  patents  n whom  these  abnormafctes  were  believed  to  be  related  to  pravestatn  and  who  were  discontinued 
m therapy.  the  transamnase  levels  usually  to*  slovty  to  pretreatment  levels.  These  bochemical  fndngs  are 
ualy  asymptomatic  although  worldwide  experience  ndcates  that  anorexia,  weakness,  and/or  abdomnal  pari 
iy  also  be  present  n rare  patents 

As  with  other  fcpid-lowenng  agents,  liver  functcn  tests  should  be  performed  dumg  therapy  with  pravastatn 
rum  amndransterases.  ndudng  ALT  (SGPT).  should  be  monrtored  before  treatment  begns,  every  six  weeks 
the  fist  three  months,  every  er^it  weeks  dumg  the  remander  d the  fist  year,  and  penod oaty  thereafter  (e  g., 
dxxrt  six-month  ntervals)  Special  attention  should  be  given  to  patents  who  develop  ncreased  transamnase 
eis.  Uver  function  tests  should  be  repeated  to  confrm  an  etevatxm  and  subsequently  monrtored  at  more 
quent  ntervals.  If  releases  n AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  d norma)  and  persist, 
n therapy  should  be  decontnued  Insistence  d significant  amndransferase  elevations  folowng  discon 
uaton  d therapy  may  warrant  consideratcn  d liver  biopsy 

Active  Irver  disease  or  inexplaned  transamnase  etevatons  are  contrandcations  to  the  use  d pravastatri  (see 
>HRA*OCAT10NS)  Cauton  should  be  exercised  when  pravastatri  is  admnstered  to  patents  with  a history 
kver  dsease  or  heavy  afeohd  ngestion  (see  CLINICAL  PHARMACOLOGY  Phaimacoknetics/Metabofcsm) 
ch  patents  should  be  closely  monrtored.  started  at  the  fewer  end  ot  the  recommended  dosng  range,  and 

ated  to  the  desred  therapeutic  effect 

leietal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
tried with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalga  has  also  been  reported  n 
*ostatrv  treated  patients  (see  ADVERSE  REACTIONS)  Myopathy,  defined  as  muscle  achng  or  muscle  weak 
ss  n cormnctcn  with  ncreases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
normal  was  reported  to  be  possbfy  due  to  pravastatri  r only  one  patent  r chrrcal  trials  (<01%)  Myopathy 
odd  be  considered  r any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
vafion  of  CPK  Patents  should  be  advised  to  report  promptly  unexplaned  muscle  par.  tenderness  or  weak 
ss.  partedarty  it  accompaned  by  malaise  or  lever  Pravastatri  therapy  should  be  discontinued  if  mark- 
Hy  elevated  CPK  levels  occur  or  myopathy  is  cfeagnosed  or  suspected.  Pravastatin  therapy  should 
jo  be  temporarily  withheld  n any  patient  experiencing  an  acute  or  serious  condition  predisposing 
the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g_,  sepsis;  hypotension;  major 
irgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  dumg  treatment  with  lex/astatn  is  ncreased  it  therapy  with  either  cydospome.  gem 
rod.  erythromycn.  or  rracn  is  admnstered  concurrently  There  is  no  experience  with  the  use  of  pravastatri 
^ther  with  cydospome  Myopathy  has  not  been  observed  n dneal  tnals  nvofvng  small  numbers  of  patients 

0 were  treated  with  pravastatri  together  with  macn  One  tnal  of  limited  size  nvofvng  combned  therapy  with 
aestatn  and  gemfibrozil  shewed  a trend  toward  more  frequent  CPK  elevations  and  patent  wittdrawais  due  to 
jsculoskeletai  symptoms  n the  cyoup  receivng  combned  treatment  as  compared  with  the  cyoups  receiving 
cebo.  gemfibrozil,  or  pravastatri  monotherapy  Myopathy  was  not  reported  n this  tnal  (see  PRECAUTIONS 
ug  Interactons)  One  patient  developed  myopathy  when  dofibrate  was  added  to  a previously  well  tolerated 
jmen  of  pravastatri  the  myopathy  resofved  when  dofibrate  therapy  was  stopped  and  pravastatri  treatment 
n trued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
e ot  pravastatin  and  fibrates  should  generally  be  avoided. 

tECAimONS 

jneral:  Pravastatri  may  elevate  creatne  phosphoknase  and  transamnase  levels  (see  ADVERSE  REACTIONS) 
6 should  be  considered  n the  differential  diagnosis  of  chest  pan  n a patent  on  therapy  with  pravastatri 
Homozygous  Famtal  Hypercholesterolemia  Pravastatn  has  not  been  evaluated  n patents  with  rare  homo 
gous  faiTukal  hypercholesterolemia  In  this  group  of  patents,  it  has  been  reported  that  HMG-CoA  reductase 
rtxtors  are  less  effective  because  the  patents  lack  fmctional  LDL  receptor 

Renal  Insufficiency  A sngle  20  mg  oral  dose  ol  pravastatn  was  admnstered  to  24  patents  with  varyng 
grees  of  renal  mparment  (as  determred  by  creatnre  clearance).  No  effect  was  observed  on  the  pharmacoki 
fics  of  pravastatn  or  its  3a-hydroxy  isomenc  metabolite  (SQ  31 .906)  A small  ncrease  was  seen  n mean  AUC 
lues  and  half-Me  (ti/2)  fa  the  nactrve  enzymatic  mg  hydroxylation  metabolite  (SQ  31 .945)  Given  this  small 
rnple  size,  the  dosage  admnstered,  and  the  degree  of  ndrvidual  variability,  patents  with  renal  impairment  who 

1 recervng  pravastatn  should  be  closely  mentored 

formation  for  Patients:  Patents  should  be  advised  to  report  promptly  inexplaned  muscle  pan.  tenderness 
weakness,  particularty  it  accompanied  by  malaise  a fever 

ug  Interactions:  /mmmosuppressjve  Drugs.  Gemfibrozil.  Niacn  (Nicotnc  Aodl  Erythromycn  See  WARN 
SS  Skeletal  Muscle 

Antipyme:  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  admnstration  ot  prav- 
tatn  Since  pravastatn  does  not  appear  to  nduce  hepatic  drug-metabolizng  enzymes,  it  is  not  expected  that 
y significant  nteraefion  of  pravastatn  with  other  drugs  (e  g.,  phenyton.  qurndne)  metabolized  by  the  cyto- 
rome  P450  system  wil  occur. 

Cholestyramne/ Colestipol:  Concomitant  admnstration  resulted  n an  approximately  40  to  50%  decrease  n 
? mean  AUC  of  pravastatn.  Hcweter,  when  pravastatn  was  admmstered  1 hour  before  a 4 hours  after 
destyramne  a 1 hour  before  colestipol  and  a standard  meal,  there  was  no  dncalty  significant  decrease  n 
>avaiability  a therapeutic  effect  (See  DOSAGE  AND  ADMtN ISTRATION  Concomitant  Therapy.) 

V'&fam  In  a study  nvofvng  10  healthy  male  subjects  given  pravastatn  and  warfam  concomitantly  fa  6 days. 
»vaiability  parameters  at  steady  state  fa  pravastatn  (parent  compound)  were  not  altered.  Pravastatn  did  not 
er  the  plasma  proten-bndng  of  warfam.  Concomitant  dosng  did  ncrease  the  AUC  and  Cmax  of  warfam  but 
j not  produce  any  changes  n its  anticoagulant  action  (i.e.,  no  increase  was  seen  n mean  prothrombn  time  after 
days  of  concomitant  therapy)  However,  bleed  ng  and  extreme  prolongation  of  prothrombn  time  has  been 
xrted  with  another  drug  in  this  class.  Patents  receivng  warfam- type  anticoagulants  should  have  ther  pro- 
'ombn  times  closely  monrtored  when  pravastatn  is  initiated  or  the  dosage  of  pravastatn  is  changed. 

OmeMhe  The  AIJC^,^  fa  pravastatn  when  given  with  ametidne  was  not  significantly  different  from  the 
JC  fa  pravastatn  when  given  alone.  A significant  difference  was  observed  between  the  AUC’s  fa  pravastatn 
ien  grven  with  cmefidrie  compared  to  when  admmstered  with  antacid 

frgoxn  In  a crossover  tnal  nvolvng  18  healthy  male  subjects  given  pravastatn  and  digoxm  concurrently  fa  9 
rys.  the  boavailatxlity  parameters  of  digoxn  were  not  affected.  The  AUC  of  pravastatn  tended  to  ncrease.  but 
5 cverall  boaioilability  of  pravastatin  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 
Gemfibrozil:  In  a crossover  study  n 20  healthy  male  volinteers  given  concomitant  single  doses  of  pravastatin 
d gemfbrozil.  there  was  a significant  decrease  ri  umary  excretion  and  protem  bndrig  of  pravastatn.  In 
Idition.  there  was  a significant  ncrease  n AUC.  Cmax.  and  Tmax  fa  the  pravastatn  metabolite  SQ  31,906 
xnbnaton  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended 

In  nteraefion  studies  with  aspmn.  antacids  (1  hour  pnor  to  PRAVACHOL).  ametidne.  nicotnc  acid,  or  probucol. 

) statistically  significant  differences  n bioavailability  were  seen  when  PRAVACHOL  (pravastatn  sodium)  was 
Immstered. 

Other  Drugs  During  clncal  trials,  no  noticeable  drug  nteraefions  were  reported  when  PRAVACHOL  was 
Ided  to:  durefics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
xkers,  or  mtrogtycem 

xlocrwve  Function:  HMG-CoA  reductase  nhibrtors  ntertere  with  cholesterol  synthesis  and  Iowa  arculatng 
otesterel  levels  and.  as  such,  might  theoretically  blunt  adrenal  a gonadal  steroid  hormone  production.  Results 
dneal  tnals  with  pravastatri  n males  and  post-menopausal  females  were  neons istent  with  regard  to  possible 
fects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
man  chononc  gonadotropn  was  significantly  reduced  (p< 0.004)  afta  16  weeks  of  treatment  with  40  mg  of 
aiostafin  However,  the  percentage  of  patients  showng  a >50%  rise  n plasma  testosterone  afta  human 
’oncnc  gonadotropn  stimulation  did  not  change  significantly  after  therapy  n these  patients.  The  effects  of 
WB-CoA  reductase  nhbrtors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
ifients.  The  effects,  if  any.  of  pravastatri  on  the  pituitary-gonadal  axis  n pre- menopausal  females  are  unknown, 
ifients  treated  with  pravastatn  who  display  dncaJ  evidence  of  endocrine  dysfunction  should  be  evaluated 
fexopnatety.  Caution  should  also  be  exaosed  if  an  HMG-CoA  reductase  nhibitor  a otha  agent  used  to  Iowa 
ntesterof  levels  s admmstered  to  patients  also  receiving  otha  drugs  (e  g.,  ketoconazoie,  spironolactone, 
■naidne)  that  may  dimmsh  the  levels  a activity  of  steroid  hormones. 

NS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
HI  nfittration  of  perivascular  spaces,  were  seen  n dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
Tse  that  produced  a plasma  drug  level  about  50  times  hicfia  than  the  mean  drug  level  n humans  takng  40 
g/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  otha  drugs  n this  class. 


A chemically  similar  drug  n this  class  produced  optic  nerve  degenaation  (Wallenan  degenaation  of  reti- 
nogeaculate  fibers)  n dmealfy  normal  dogs  m a dose- dependent  fashion  staling  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  ri  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  nhibitory  activity).  This  same  drug  also  produced  ves- 
triulocochfear  Vtoltenan  like  degenaation  and  retnal  ganglion  cell  chromatolysis  n dogs  treated  fa  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  n a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  n rats  fed  pravastatin  at  doses  of 
10.  30.  a 100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  n males  at  the 
highest  dose  (p<  0.01)  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  ther  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  m humans  given  40  mg 
pravastatri  as  measured  by  AUC 

The  a a)  admnstraten  of  10.  30.  a 100  mg/kg  (producing  plasma  drug  levels  approximately  0 5 to  5.0  times 
human  drug  levels  at  40  mg)  ot  pravastatn  to  mice  lor  22  months  resulted  in  a statistically  signrficant  increase  in 
the  nodence  ot  makywrt  lymphomas  n treated  females  when  all  treatment  groups  wae  pooled  and  compared 
to  controls  (p<0.05).  The  nodence  was  not  dose-related  and  male  mice  wae  not  affected 

A chemically  similar  drug  n this  class  was  administered  to  mice  fa  72  weeks  at  25.  100.  and  400  mg/kg 
body  weight,  which  resulted  n mean  serum  drug  levels  approximately  3. 15.  and  33  times  higher  than  the  mean 
human  serum  drug  concentration  (as  total  nhibitory  activity)  after  a 40  mg  oral  dose  Uver  carcinomas  wae 
significantly  ncreased  n high -dose  females  and  mid  and  high-dose  males,  with  a maximum  incidence  of  90 
pacent  n males.  The  nodence  of  adenomas  of  the  Irva  was  signrficantty  ncreased  in  mid-  and  high-dose 
females  Drug  treatment  also  significantly  increased  the  nodence  of  lung  adenomas  n mid-  and  high -dose  males 
and  females.  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  wae  significantly  higha  in  high- 
dose  mice  than  n controls 

No  evidence  of  mutagenicity  was  observed  n vitro,  with  or  without  rat-liva  metabolic  activation,  n the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  ol  Salmonella  typhimunum  or  Eschenchia  coti,  a forward 
mutation  assay  n L51 78Y  TK  + / mouse  lymphoma  cells,  a chromosomal  aberration  test  n hamsta  cells,  and 
a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  thae  was  no  evidence  of  mutagenicity  in 
either  a dormant  lethal  test  n mice  a a micronucleus  test  m mice. 

In  a study  n rats,  with  daily  doses  ip  to  500  mg/kg.  pravastatn  did  not  produce  any  adverse  effects  on  fertil- 
ity or  general  reproductive  performance  However,  in  a study  with  anotha  HMG-CoA  reductase  inhibit  a.  thae 
was  decreased  fertility  n male  rats  treated  lor  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  n a subsequent  fertility  study  when  this  same  dose  was  administaed  fa  11  weeks  (the  entire  cycle  of 
spamatogenesis.  including  epididyma!  maturation).  In  rats  treated  with  this  same  reductase  inhibita  at 
180  mg/kg/day.  semmfaous  tubule  degenaation  (necrosis  and  loss  of  spermatogemc  epithelium)  was  ob- 
served Althoucfi  not  seen  with  pravastatin,  two  similar  drugs  m this  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spamatocytic  degeneration,  and  giant  cell  tarnation  in  dogs.  The  clinical 
significance  at  these  fndngs  is  inclear 

Pregnancy:  Pregnancy  Category  X:  See  (X)NTRA INDICATIONS 

Safety  n pregnant  women  has  not  been  established  Pravastatn  was  not  taatogemc  n rats  at  doses  up  to 
1000  mg/kg  daily  a n rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  a 240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meta2).  However,  n studies  with  anotha  HMG-CoA  reductase 
nhibita.  skeletal  malformations  were  observed  n rats  and  mice.  PRAVACHOL  (pravastatri  sodium)  should  be 
admmstered  to  women  of  child-beamg  potential  oily  when  such  patients  are  hicfily  unlikely  to  conceive  and 
have  been  n tamed  of  the  potential  hazards  It  the  woman  becomes  pregnant  while  takng  PRAVACHOL  (prav- 
astatn sodium),  it  should  be  discontinued  and  the  patient  advised  agan  as  to  the  potential  hazards  to  the  fetus. 
Nursing  Mothers:  A small  amount  of  pravastatin  ts  excreted  in  human  breast  milk  Because  of  the  poten- 
tial fa  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTTWCJiCATIONS). 

Pediatric  Use:  Safety  and  effectiveness  m individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  n patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatn  is  genaaJly  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient.  In  4-month  long 
placebo-controlled  tnals.  1 .7%  of  pravastatn-treated  patients  and  1 .2%  of  placebo- treated  patients  wae  discon- 
tnued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  thaapy;  this  difference  was  not 
statistically  significant  In  long-term  studies,  the  most  common  reasons  fa  discontinuation  were  asymptomatic 
serum  transamnase  ncreases  and  mild,  non-specific  gastrontestinal  complants.  Dumg  clinical  trials  the  overall 
nodence  of  adverse  events  n the  elderly  was  not  diffaent  from  the  incidence  observed  in  younger  patients. 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  n mae  than  2%  of 
pravastatn-treated  patients  n the  placebo-controlled  tnais  are  identified  in  the  table  below,  also  shown  are  the 
pacentages  of  patents  in  whom  these  medical  events  were  believed  to  be  related  a possibly  related  to  the  drug: 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Pravastatin 

Placebo 

Pravastatin 

Placebo 

Body  System/ Event 

(N  = 900) 

(N  = 411) 

(N  = 900) 

(N  = 41 1) 

Cardiovascular 

Cardiac  Chest 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

Gastrontestnal 

LlBfiAfH 

1.1 

1.3 

0.9 

Nausea/N/oniting 

7.3 

7.1 

2.9 

34 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdomnal  F&n 

Consfipaton 

Flatulence 

I1AR  l ! 

r.  rWf  , 

6.9 

7.1 

3.6 

2.0 

2.4 

2.7 

3.9 

5.1 

3.4 

Heartburn 

Genaal 

2.9 

1.9 

2.0 

0.7 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Pan  ji  y 
Influenza  1 . T 

Academy 

c*  ^ Jicim 

1.9 

0.7 

0.3 

0.0 

0.2 

0.0 

Musculoskeletal 

Localized  Fan 

10.0 

9.0 

1.4 

1.5 

Myalgia 

Nervous  System 

2.7 

1.0 

0.6 

0.0 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Renal/Genrtoumary 
Umary  Abnamality 
Respratory 

2.4 

2.9 

0.7 

1.2 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhnrtis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

'Statistically  significantly  different  from  placebo 

The  following  effects  have  been  reported  with  drugs  n this  class 

Skeletal:  myopathy,  rhabdomyolysis. 

Neurological:  dysfunction  of  cert  an  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve 
palsy. 

Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  in- 
cluded one  a more  of  the  following  features:  anaphylaxis,  angoedema.  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  feva.  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syndrome. 

Gastrointestinal  pancreatitis,  hepatitis,  nduding  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma  anaexia,  vaulting. 

Reproductive  gynecomastia,  loss  of  libido,  aectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  hate  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported.  Eosnophil  counts  usually  returned  to  normal  despite 
continued  thaapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reduc- 
tase inhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administaed  concurrently  with  cholestyramine,  colestipol,  mco- 
tme  aod.  probucol  and  gemfibrozil.  Prelimnary  data  suggest  that  the  addition  of  eitha  probucol  a gemfibrozil  to 
therapy  with  lovastatn  a pravastatin  is  not  associated  with  greater  reduction  in  LDL- cholesterol  than  that 
achieved  with  lovastatn  a pravastatin  alone  No  adverse  reactions  unique  to  the  combnation  a n addition  to 
those  previously  reported  fa  each  drug  alone  have  been  reported  Myopathy  and  rtiabdomyotysis  (with  a 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  nhibita  was  used  in  combi- 
nation with  immunosuppressive  drugs,  gemfibrozil,  erythromycin,  a lipid-lowenng  doses  of  nicotmc  aad.  Con- 
comitant therapy  with  HMG-CoA  reductase  nhibrtors  and  these  agents  is  generally  not  recommended.  (See 
WARNINGS  Skeletal  Muscle  and  PREGALTnONS:  Drug  Interactions.) 

OVERDOSAGE 

Thae  have  been  no  reports  of  ovadoses  with  pravastatn 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  nstitute  supportive  measures  as  required 
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cholesterol  control 


Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  10  to  40  mg  of  pravastatin’ 
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16-25% 


I 1-24% 


22-34% 


*Each  arrow  represents  a range  of  means  derived  from  a single  placebo-controlled 
study  that  included  55  patients  treated  with  pravastatin. 


PRAVACHOL"  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  11a  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate. 


Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 


Reference:  1.  Jones  PH.  et  al  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia  a 
dose-response  study  Clin  Cardiol  1991.14  146-151 
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Please  see  CONTRAINDICATIONS,  WARNINGS.  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  prescribing  information  on  the  adjacent  page 
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BECAUSE  YOUR  TIME  IS  VALUABLE: 


M-627W3 


^ime  is  a physician's  most  important  asset.  Whether  you 
are  at  your  office  or  the  hospital,  every  minute  of  it  is 
taken  to  meet  patients'  needs. 

The  Physicians'  Priority  Line  can  save  you  time  with 
prompt  physician  referrals  and  consultations.  A free, 
24-hour  service  from  Methodist  Hospital,  Childrens 
Hospital  and  Methodist  Richard  Young,  the  Physicians' 
Priority  Line  is  your  link  to  physicians  of  your  choice. 
Our  nurses  will  locate  the  physician  for  you.  Your 
call  is  considered  a priority  and  returned  promptly. 


• • • 


The  Physicians'  Priority  Line  also  can  provide 
information  on  hospital  services  and  arrange 
for  physician  speakers  who  will  travel  to 
your  location  for  a presentation  to 
your  staff. 

The  next  time  you  need  assistance  with 
a physician  referral  or  consultation, 
please  give  us  a call..  Let  us  make  your 
job  easier.. 


/.*.*•*•  V. 

• • • • • 


• • • • 
• • • • 
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METHODIST 


CHILDRENS 


HOSPTCU. 


METHODIST 

RICHARD  YOUNG 


Select  the  comprehensive 
insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 

• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 

Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 


Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
company  that’s  been  insuring 
doctors  in  Nebraska  for  more 
than  50  years. 


Yours  DeservesThe  Backing 
Of  AMulti-Billion  Dollar  Company 


Or  call  Robert  Slaughter  in  The  St.  Paul’s  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 


After  all,  your  reputation  depends  on  it. 


^Stlbul 


St.  Paul  Fire  and  Marine  Insurance  Company 


STEREOTACTIC 

ENDOCURIETHERAPY 

at  Clarkson  Hospital 


STEREOTACTIC  ENDOCURIETHERAPY 

Endocurietherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base.  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy.  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues.  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision. 

Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


^ CLARKSON 
HOSPITAL 


Nebraska’s 


Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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THE  NEBRASKA  MEDICAL  ASSOCIATION 
1 25th  ANNUAL  SESSION 


MEDICAL  ETHICS  IN  THE  CHANGING  WORLD 
OF  HEALTH  CARE  REFORM 

9:00  a.m.  — Plenary  Session 

"Health  Care  Rationing  - It's  Coming" 

10:30  a.m.  — Breakout  Sessions 

"Organ  Transplantation  - Who  Gets  What  & Why" 

"Care  of  the  Aging" 

12:00  noon — Luncheon  - $1 1 .00 
1:00  p.m.  — Plenary  Session 

"Health  Care  Reform  in  the  U.S.  and  Nebraska  - An  Overview" 
2:30  p.m.  — Breakout  Sessions 

"The  Right  to  Die  vs  the  Ideals  of  the  Profession" 
"Distribution  of  the  Health  Care  Dollar  - Who  Gets  What" 

Saturday,  April  24,  1993 
Cornhusker  Hotel,  Lincoln,  Nebraska 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1 -800-423-USAF 
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Bergan  Mercy 

MEDICAL  CENTER 

Heart  Center 

7500  Mercy  Road 
Omaha,  NE  68124 
398-5880 


YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor,  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 
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NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Gold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


THE  NEBRASKA  MEDICAL  ASSOCIATION 
125th  ANNUAL  SESSION  


Plan  to  Attend 

THE  INAUGURAL  DINNER 


Robert  F.  Shapiro,  M.D. 


All  physicians  and  spouses  are  cordially  invited  to  attend  the  installation  of  Robert 
F.  Shapiro,  M.D.  as  President  of  the  Nebraska  Medical  Association  and  recogni- 
tion of  Barbara  Bohi  as  President  of  the  Nebraska  Medical  Association  Auxiliary. 

5.30  p.m.  — Presidents'  Reception  (cash  bar) 

6:30  p.m.  — Inaugural  Ceremony 

7:00  p.m.  — Dinner  featuring  "Cuisines  of  the  World" 

followed  by  dancing  to  Complete  Music  - $29.50 


Saturday,  April  24,  1993 
Cornhusker  Hotel,  Lincoln,  Nebraska 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 

N provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 

For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 


The  Bryan  Memorial  Hospital  Foundation 

presents 

The  Third  Annual 

Patricia  Cole  Stivrins 
Memorial  Lecture 

Friday,  June  18,  1993 

The  Comhusker  Hotel,  Lincoln,  Nebraska 

"Eating  Disorders 
in  Adolescence" 

Donna  Shirk  Follansbee,  PhD 

Clinical  Director,  Eating  Disorders  Program 
Denver  Children's  Hospital 
& 

Clinical  Supervisor  in  Psychology 
University  of  Denver 

Reservations  required 
For  more  Information,  please  call  or  write: 

Bryan  Memorial  Hospital  Foundation 
1600  South  48th  Street 
Lincoln,  NE  68506-1299 
(402)  483-3721 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  13,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (612)369  3245 
Or  WrIU 
To:  RSH-3 
Bldg  2900 
Berg6lrom  AFB 
Austin,  TX  70743-6002 

MR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 


AM  A NEWS  NOTES 

AMA  MEETING  WITH  TASK 
FORCE  ’CONSTRUCTIVE' 

An  AMA  delegation  reported  a successful 
meeting  March  1 6 with  members  of  the  White 
House  task  force  on  system  reform. 

Described  as  a "very  constructive  dialogue," 
the  two  and  one-half  hour  session  covered 
several  issues  critical  to  medicine.  Those  in- 
cluded professional  liability,  quality  of  care, 
antitrustand  negotiations,  and  ethical  standards. 

"We  are  extremely  pleased  with  the  nature 
and  content  of  our  discussions,"  said  William  E. 
Jacott,  MD,  AMA  secretary-treasurer.  'These 
were  serious,  worthwhile  talks  about  matters  of 
great  concern  to  all  physicians." 

The  gathering  took  place  in  the  Old  Executive 
Office  Building  adjacent  to  the  White  House. 

Meeting  with  the  task  force  groups  were 
Board  Trustees  Nancy  W.  Dickey,  MD,  Dr. 
Jacott,  and  P.  John  Seward,  MD.  Also  represent- 
ing the  AMA  were:  John  Crosby,  AMA  senior 
vice  president  for  health  policy;  Kirk  Johnson, 
AMA  general  counsel;  John  T.  Kelly,  MD,  AMA 
director  of  quality  assurance;  and  Dorothy  Moss, 
AMA  director  of  federal  affairs. 

The  four  separate  task  force  working  groups 
requested  additional  follow-up  materials  from 
the  AMA. 

* ★ ★ 


PPRC  APPOINTS  NEW 
PHYSICIAN  MEMBERS 

New  members  of  the  Physician  Payment 
Review  Commission  were  appointed:  They  are: 
Earl  P.  Steinberg,  MD,  director  of  the  program 
for  medical  technology  and  practice  assess- 
ment at  the  Johns  Hopkins  Medical  Institutions; 
Joseph  P.  Newhouse,  PhD,  professor  of  health 
policy  and  management  at  Harvard;  and  Anne 
B.  Jackson,  Queen's  Village,  N.Y.,  a member  of 
the  AARP's  National  Legislative  Council. 

Other  physicians  on  the  panel  are:  William 
Curreri,  MD,  general  surgeon  in  Mobile,  Ala.; 
Robert  B.  Keller,  MD,  a rural  private  practitioner 
in  Belfast,  Maine,  and  executive  director  of  the 
Maine  Medical  Assessment  Foundation;  Michael 
D.  McKinney,  MD,  a family  practitioner  in  Stam- 
ford, Conn.;  and  AMA  Trustee  Thomas  R. 
Reardon,  MD,  a private  practitioner  in  Portland, 
Ore. 

•k  k ★ 
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Post-Traumatic 
Stress  Disorder 

•Flashbacks 
•Nightmares 
•Explosive  Personalities 
•Irritability 

•Lack  of  Concentration 
•Poor  Memory 
•Panic  Attacks 


Post-Traumatic  Stress  Disorder  (PTSD), 
a complex  and  frightening  condition, 
haunts  its  victims  with  traumatic 
experiences  from  their  past.  In  painful, 
recurring  dreams  or  flashbacks,  the 
sufferers  relive  disturbing  events.  The 
disorder  can  strike  anyone  who  has 
survived  violent  crimes,  physical  and 
sexual  abuse,  war  or  disasters.  It  affects 
their  ability  to  function  and  relate  to 
others. 

If  you  have  a patient  you  think  may  be 
suffering  from  PTSD,  call  the  Methodist 
Richard  Young  Consultation  Line.  A free 
service  for  professionals,  the  consultation 
line  can  provide  you  with  information  and 
assist  with  assessments  and  admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 


METHODIST  ^ 

RICHARD  YOUNG 


Mental  Health  Care 


Beefs  New  Lean  Image 


A heart-healthy  diet  does  not  exclude  any  basic  food  group.  Even  individuals  on  a cholesterol-lowering  diet 
are  not  encouraged  to  severely  curtail  their  intake  of  meat  and  dairy  products;  instead,  they  are  encouraged  to 
decrease  their  consumption  of  high-fat  options  while  choosing  lean  cuts  of  meat  and  using  low-fat  dairy 
products. 

The  intrinsic  nutritional  value  of  meat  and  dairy  products  is  a compelling  reason  to  keep  these  foods  in  the 
diet.  Beef  for  example,  is  an  important  source  of  protein,  iron,  zinc,  and  other  valuable  nutrients,  many  of 
which  are  not  readily  available  from  other  foods  or  food  groups.  A 3 oz  serving  of  beef  can  provide  adults  wi 
one  half  of  their  total  recommended  daily  intake  of  protein  and  one  third  of  their  total  recommended  daily 
intake  of  zinc.  Beef  also  is  an  exceptionally  good  source  of  bioavailable  iron.  A high  percentage  of  the  iron  i 
beef  is  in  the  heme  form,  which  is  five  to  ten  times  more  bioavailable  than  the  nonheme  iron  found  in 
nonanimal  foods. 


Changes  in  animal  breeding  and  feeding  practices  as  well  as  changes  in  retail  trimming  of  meat  have  resulte 
in  significant  decreases  in  the  overall  fat  content  of  today's  beef  products.  A recent  study  conducted  in 

cooperation  with  the  USDA  found  that  beef  contain* 
about  27%  less  fat  than  it  did  in  the  late  1970s  and 
early  1980s. 

Lean  cuts  of  beef  can  be  included  even  in 
fat-restricted  diets.  Patients  should  be  instructed  to 
eat  up  to  6 oz  of  meat  per  day,  to  choose  lean  cuts 
such  as  round  and  loin  cuts,  and  to  trim  all  visible  fa  ’ 
from  the  outside  before  cooking.  They  should 
understand  that  they  can  further  minimize  their 
consumption  of  fat  by  broiling,  grilling,  microwavin 
rack-roasting,  sauteing,  or  stir-frying  meat  without 
added  fat  or  oil.  Following  these  simple  procedures 
will  significantly  reduce  not  only  saturated  fat  and 
cholesterol  but  caloric  intake  as  well. 


Fat/Cholesterol  Comparisons 

Calories 

Fat (g) 

Saturated 
Fatty  Acids  (g) 

Cholesterol 

(mg) 

Beef  Top  Sirloin  Steak, 
broiled 

165 

6.1 

2.4 

76 

Lean  Ground  Beef, 
broiled  medium 

231 

15.7 

6.2 

74 

Pork  Center  Loin  Chop, 
broiled 

165 

6.9 

2.5 

70 

Pork  Blade  Steak, 
broiled 

187 

10.6 

3.6 

80 

Chicken  Breast, 
skinless,  roasted 

140 

3.0 

0.9 

72 

Chicken,  dark  meat, 
skinless,  roasted 

174 

8.3 

2.3 

79 

Salmon,  Sockeye, 
cooked,  dry  heat 

183 

9.3 

1.6 

74 

Sole  (flat  fish), 
cooked,  dry  heat 

99 

1.3 

0.3 

58 

Peanut  Butter 
(1  Tbsp.) 

95 

8.2 

1.4 

0 

Egg  (1  large) 

75 

5.0 

1.6 

213 

Mote:  Meat,  Poultry,  Pish  based  on  3-ounce  cooked  portions. 
SOURCES: 

Beet-  USDA  Handbook  8-13,  Revised  May  1990. 

Pork  - nationwide  Survey  of  the  Composition  and  Marketing  of  Pork  Products  at 
Retail,  University  of  Wisconsin-Madison,  1990. 

Chicken  - USDA  Handbook  8-5,  Revised  August  1 979. 

Fish  - USDA  Handbook  8-15,  Revised  September  1987. 

Peanut  Butler-  USDA  Handbook  8-12,  Revised  September  1984. 

Egg  - USDA  Handbook  8,  1989  Supplement. 


Nutrient  Profile  of  Beef* 

% of  total  recommended 

Per  3 oz,  cooked  serving 

dietary  intake** 

Calories 

183 

9% 

Protein 

25g 

56% 

Iron 

2.54  mg 

14% 

Zinc 

5.89  mg 

39% 

Thiamine 

0.08  mg 

5% 

Niacin 

5.31  mg 

18% 

Riboflavin 

0.21  mg 

12% 

Vitamin  B 12 

2.24  mg 

37% 

* Composite  of  trimmed  retail  cuts. 

**  Based  on  2000  calories  a day.  Nutrient  percentages  reflect  the  U 
RDA  nutrient  standards  set  by  the  FDA  for  adults  and  children  aged 
4 or  older.  Source:  USDA  Agriculture  Handbooks. 

A Heart-Heallhy 
Choice 


Sponsored  by  the 
Nebraska  Beef  Council. 
For  more  information,  call 
1-800-421-5326 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


Turn  of  the  century 
trephineforcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


Imagine  Office  Management 


At  Your  Fingertips, 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50+ 
- especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


Humulin  (§) 

human  insulin 
( recombinant  DNA  origin] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

' Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 

*Humulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-791 8-B-349310  © 1993.  eli  lilly  and  company 


At  least  one-third  of  all  breast  cancer  patients  could  haw 

LUMPECTOMY  FOLLOWED  BY  RADIATION  THERXPY 


K'lf^he  American  Cancer  Society,  the  American 
College  of  Surgeons  and  the  American 
College  of  Radiology  have  agreed  that 
women  whose  early  hreast  cancer  was  detected 
hy  mammography  are  candidates  for  breast- 
saving  treatment.  This  treatment  consists  of 
lumpectomy  with  axillary  node  sampling 
followed  hy  radiation  therapy  to  the  breast. 
According  to  new  standards,  women  with  small 
lumps,  those  with  tumors  as  large  as  two  inches, 
and  even  some  women  with  positive  nodes  may 
he  candidates  for  this  treatment. 


The  purpose  of  the  breast-conserving  treatment 
is  to  treat  these  patients  adequately  but  with  a 
good  cosmetic  result.  Stage  for  stage,  patients 
treated  in  this  manner  have  the  same  longevity 
and  the  same  freedom  from  local  recurrence  as 
those  treated  with  mastectomy. 

For  copies  of  the  standards  please  contact 
Keri  Sperry,  American  College  of  Radiology, 
1891  Preston  White  Drive,  Reston,  VA  22091. 


AMERICAN 
CANCER 
? SOCIETY* 


PRESIDENT'S  PAGE 


"Doctors  Unchecked"  — The  Apology  of  a Physician 

D.J.  LOSCHEN,  M.D. 


On  Sunday,  28  February,  1993,  the  Omaha 
World  Herald  published  their  long-awaited  ex- 
pose1 of  medical  disciplinary  procedures  in  the 
State  of  Nebraska.  Co-authored  by  James  Allen 
Flanary  and  David  Hendee  (World-Herald  staff 
writers),  this  article  utilized  the  common  tabloid 
technique  of  anecdotally  selecting  cases  of  al- 
legedly poor  medical  practice  and  extrapolating 
these  to  the  profession  at  large.  This  approach 
of  indicting  the  entire  medical  profession  by 
stigmatizing  a few  of  its  members  is  not  without 
precedent.  In  June  of  1990,  a similar  series  of 
articles  appeared  in  the  Indianapolis  Star.  I feel 
that  this  initiative  by  the  Omaha  World-Herald 
was  an  effort  to  duplicate  the  apparent  journal- 
istic coup  enjoyed  by  that  Indiana  newspaper. 

The  tone  of  the  World-Herald  articles  left  little 
doubt  in  the  minds  of  the  lay  reader  that  in 
Nebraska,  the  concept  of  caveat  emptor  ("buyer 
beware")  is  the  only  protection  the  public  has 
against  unscrupulous  medical  practitioners. 
What  was,  unfortunately,  downplayed  to  a de- 
plorable degree  was  the  fact  that  physicians  of 
the  NMA  are  the  individuals  who  have  histori- 
cally been  in  the  forefront  in  campaigning  for 
improvement  in  the  medical  disciplinary  pro- 
cess. It  is  my  concern  that  this  series  of  articles 
may  lead  legislative  and  administrative  leaders 
to  enact  precipitous  legislation,  resulting  in  a 
"witch  hunt"  for  bad  doctors,  thus  compounding 
the  problems  we  in  Nebraska  are  experiencing 
in  recruiting  and  retaining  desperately  needed 
physicians. 

It  appears  to  me  that  this  series  of  articles  of 
Mr.  Flannery  and  Mr.  Hendee  has  fallen  short  of 
engendering  the  public  outcry  that  was  antici- 
pated. In  the  weeks  immediately  following  the 
initial  publication,  there  has  been  an  almost 
frantic  attempt  by  the  World-Herald  to  rekindle 
the  interest  in  the  stories.  This  is  not  to  say, 
however,  that  this  has  not  garnered  the  atten- 
tion of  Legislators,  the  Governor,  the  affected 
boards  and  commissions,  and  the  State  Health 
Department. 


Darroll  |.  Loschen,  M.D. 


The  response  by  the  NMA  to  these  articles 
has  been  intentionally  subdued,  and  (hopefully) 
pro-active.  One  can  rarely  (if  ever)  come  out 
ahead  by  attacking  the  press  (countless  ex- 
amples abound  in  state  and  national  history). 
However,  the  legislative  and  regulatory  pro- 
cesses are  the  known  turf  of  the  NMA,  and  its 
history  of  credibility  and  reasonableness  has 
stood  it  in  good  stead  with  state  legislators  and 
with  the  administration.  Therefore,  the  NMA 
has  elected  to  work  behind  the  scenes,  rather 
than  commit  to  a media  debate. 

The  following  is  a chronology  of  the  deliber- 
ately considered  responses  by  the  NMA  to  the 
series  of  World-Herald  articles. 

1.  A letter  was  sent  to  all  members  of  the 
association  the  week  the  first  article  was 
published,  indicating  possible  responses 
for  members  to  utilize,  should  they  be 
contacted  by  the  media. 

2.  A letter  was  immediately  sent  to  Gover- 
nor Nelson  and  to  the  members  of  Legis- 
lature, indicating  the  NMA’s  position  that 
nearly  all  of  the  alleged  shortcomings 
identified  by  the  World-Herald  articles 
can  be  addressed  by  regulation,  without 
resorting  to  statutory  changes. 
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3.  In  my  testimony  before  the  Health  and 
Human  Services  Committee  regarding  LB- 
805  (the  bill  which  would  have  increased 
the  licensure  fee  for  physicians  tenfold),  I 
affirmed  the  Association's  willingness  to 
accept  an  increase  in  licensure  fee,  if  the 
additional  monies  were  to  go  to  enhance 
the  activities  of  the  Board  of  Examiners  in 
Medicine  and  Surgery. 

4.  The  Association,  in  consultation  with  its 
lobbyists  and  legal  advisors,  has  divided  a 
series  of  "Discussion  Topics  on  Discipline", 
available  to  the  membership  of  the  NMA 
upon  request,  responding  specifically  to 
the  "State-by-State  Score  Card"  published 
by  the  World-Herald  in  the  first  article. 

5.  The  Association  continues  to  work  with 
the  Director  of  the  State  Health  Depart- 
ment, Dr.  Mark  Horton,  in  developing  an 
appropriate  course  of  action. 

6.  By  virtue  of  its  close  contact  with  the 
Governor's  office  and  with  the  Legisla- 
ture, the  Association  continues  to  work  to 
assure  that  any  legislative  or  regulatory 
action  being  considered  is  reasonable  and 
workable,  and  that  the  best  interests  of  the 
citizens  of  the  state,  with  whose  care  we 
physicians  are  entrusted,  are  kept  fore- 
most. 

Of  course,  I am  aware  that  the  greatest  effect 
of  this  series  of  articles  is  felt  in  the  metropolitan 


Omaha  area.  I am  grateful  to  Dr.  G.  William  Orr 
for  his  informational  paper  "Doctors:  Highly 
Regulated",  which  delineates  the  myriad  organi- 
zations and  agencies  who  exercise  authority 
ever  physicians.  I am  also  grateful  for  the  efforts 
of  Dr.  Mike  Haller,  whose  editorial  in  a later 
edition  ofthe  World-Herald  setthe  record  straight 
to  a considerable  degree. 

Medical-bashing  in  general  and  physician- 
bashing in  particular  is  a common  1 990's  pas- 
time, much  as  pentagon-bashing  was  popular  in 
the  1980's  In  response  to  a particularly  rancor- 
ous review,  Tallulah  Bankhead  is  said  to  have 
written  to  her  critic:  "I  am  sitting  in  the  smallest 
room  of  the  house.  Your  review  is  before  me. 
Soon  it  will  be  behind  me." 

It  is  my  hope  and  expectation  that  this  issue 
might  lead  to  a better  understanding  of  the 
professional  disciplinary  process  in  the  state  by 
both  the  membership  and  the  public  at  large. 

On  a personal  note,  this  is  the  last  "President's 
Page"  which  I will  be  privileged  to  author.  This 
year  has,  indeed,  been  a volatile  one  for  orga- 
nized medicine,  and  1993-94  promises  to  be 
even  more  interesting.  I have  thoroughly  en- 
joyed representing  you  as  NMA  President.  You 
should  count  yourselves  very  fortunate  that,  at 
this  watershed  time  for  us,  Dr.  Bob  Shapiro  will 
be  taking  up  the  reins  of  the  Association.  I can 
think  of  no  one  better  prepared  or  more  quali- 
fied to  represent  us.  We  owe  him  our  unquali- 
fied support. 
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ORIGINAL  ARTICLE 


"Parvovirus  B-19  Infection  in  Pregnancy: 
Two  Case  Reports  and  Discussion" 

‘MURRAY  MARKLEY,  M.D. 

RR  2,  Box  98F 
Loup  City,  Nebraska  68853 


FETAL  complications  following 
severe  final  infections  have 
been  reported.  Two  recent 
cases  involved  mothers  that 
lived  less  than  30  miles  apart  in  the  Nebraska 
Sandhills.  There  have  also  been  many  cases 
reported  in  recentyearsfollowinginfection  with 
the  human  parvovirus  B19. 

Excerpts  from  a letter  from  the  Nebraska 
Department  of  Health  are  very  descriptive  of 
the  disease.  Human  Parvovirus  B19,  the  caus- 
ative agent  in  Fifth  Disease  (Erythema 
Infectiosum)  has  been  implicated  in  adverse 
pregnancy  outcomes.  Fifth  disease  is  a mild, 
moderately  contagious  illness,  usually  seen  in 
children  and  characterized  by  a scarlet-red, 
erythematous  rash  on  the  face  ("slapped  cheek") 
and  extremities.  As  the  rash  fades,  it  takes  on  a 
lacy  appearance  and  may  come  and  go  with 
heat  and  stress.  Fever  may  accompany  the  rash 
and  puritis  is  often  a factor  but  complications 
are  rare.  While  infected  adults  may  be 
asymptomatic,  many  develop  rash  and/or 
arthralgia. 

Outbreaks  of  Fifth  Disease  usually  occur  in 
the  spring.  The  highest  attack  rate  is  in  school- 
age  children  and  household  contacts.1,2,5  The 
incubations  period  is  4 to  14  days,  and  an 
individual  is  most  contagious  prior  to  the  devel- 
opment of  the  rash.  It  is  believed  that  between 
20%  and  50%  of  the  population  has  immunity 
to  the  disease.  Women  at  highest  risk  for  con- 
tracting the  disease  include  elementary  school 
teachers,  school  nurses  and  mothers  of  infected 
children.1,2,5 

While  it  was  known  that  the  virus  can  induce 
aplastic  crises  in  patients  with  sickle  cell  disease 
and  other  chronic  hemolytic  anemias,  it  was  not 
until  recently  that  evidence  emerged  linking 
infection  in  pregnancy  to  a risk  to  the  fetus.  The 
estimated  risks  have  been  based  on  small  num- 
bers of  pregnancies,  but  appear  to  indicate  that 
approximately  5-20%  of  infected,  pregnant 


women  have  a miscarriage  or  stillbirth.  The 
suspected  pathogenic  mechanism  involved 
hemolysis  of  fetal  erythrocytes  by  the  virus  with 
subsequent  non-immune  hydrops.  There  are 
case  reports  of  fetal  hydrops  after  maternal 
infections  in  all  three  trimesters.4,5,6,7,11,12  How- 
ever the  later  in  pregnancy  that  the  mother  is 
infected,  the  less  chance  of  miscarriage,  still- 
birth or  severe  fetal  anemia.5,7  In  the  report  from 
the  United  Kingdom  fetal  death  occurred  in 
19.1%  of  110  women  infected  during  13-20 
week  and  only  1 of  1 6 women  infected  (6.8%) 
after  26  weeks.4 

A 1987  report  of  an  outbreak  in  Scotland 
showed  that  4 out  of  6 seropostim  women  had 
uncomplicated  pregnancies  and  delivered  nor- 
mal babies.  Two  women  had  midtrimester  abor- 
tions and  both  abortuses  were  grossly  hydropic 
with  anemia.11 

It  has  been  known  that  parvoviruses  cause 
fetal  death  in  several  types  of  animals  especially 
swine  and  dogs. 

There  has  been  one  report  of  1 6 women  who 
were  infected  during  the  first  half  of  their  preg- 
nancies with  6 abortions  and  5 women  in  the 
second  half  with  2 stillborn.12 

It  is  more  apparent  from  each  new  study  that 
infection  with  fetal  complications  during  the  last 
trimester  is  very  rare.  Women  past  the  20th 
week  are  at  lower  risk  perhaps  because  fetal 
antibodies  provide  some  protection  during  the 
later  part  of  the  second  trimester  and  during  the 
third  trimester.5,6,7 

The  severe  anemia  (Transient  Aplastic  Crisis) 
seen  in  the  fetuses  is  related  to  the  virus  infect- 
ing and  lysing  erythroid  precursor  cells  and  that 
interrupts  normal  red  cell  production.  The  fetus 


'Address  correspondence  and  reprint  request  to:  Murray 
Markley  M.D.,  RR  2,  Box  98F,  Loup  City,  Nebraska  68853. 
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is  more  vulnerable  because  red  cell  survival  is 
short  and  the  red  cell  volume  is  rapidly  ex- 
panding.3 

There  is  also  a report  of  a pregnant  woman 
with  serologic  evidence  of  parvovirus  infection 
and  a fetus  severely  hydropic  with  anemia.  The 
anemia  was  diagnosed  by  intrauterine  umbilical 
cord  sampling.  Without  any  therapy  the  mother's 
clinical  illness  resolved  as  did  the  fetal  hydrops. 
At  term,  she  was  delivered  of  a baby  with 
hepatosplenomegaly  as  the  only  abnormality, 
who  was  well  at  3 months  of  age.9 

Fetal  death  can  occur  after  either  symptom- 
atic or  asymptomatic  maternal  infections.  Fetal 
death  has  occurred  as  early  as  4 weeks  and  as 
late  as  13  weeks  after  symptomatic  maternal 
infection.  Ultrasound  evidence  of  fetal  hydrops 
has  been  reported  7 weeks  before  death.  Just 
before  death,  fetal  hemaglobin  levels  equal  to 
or  less  than  3g/dL  have  been  reported.10 

In  our  report  of  2 cases  of  fetal  complications 
following  viral  infections  the  first  patient  was  3 7 
year  old  Para  4 Grav  5.  Patient  had  4 previous 
vaginal  deliveries  but  had  had  some  difficulty 
with  last  delivery  6 years  previously.  Her  due 
date  was  difficult  to  ascertain  because  there  was 
not  a definite  LMP. 

Physical  examination  on  1 2-1 3-89  was  essen- 
tially normal.  Patient  had  no  early  difficulties 
except  severe  cold  sores  around  the  month  on 
1-10-90  and  vaginal  yeast  infection  1-16-90 
which  cleared  with  antimonilial  vaginal  supposi- 
tories. On  2-1  7-90  patient  had  ultrasound  with 
single  intrauterine  pregnancy  and  no  fetal  ab- 
normalities seen.  Gestation  estimated  at  18 
week  and  2 days. 

During  subsequent  visits  patient  was  doing 
well  but  remained  very  concerned  about  her 
pregnancy. 

On  4-30-90  patient  was  seen  in  fever, 
sorethroat,  wbc  13,800  and  macular  rash.  Pa- 
tient was  seen  5-7-90  with  right  otitis  media, 
pharyngitis  and  feeling  "lousy".  The  rash  had 
cleared  by  that  time. 

Patient  reported  by  telephone  that  she  was 
having  some  contractions  and  lower  abdominal 
pain.  Patient  was  placed  on  bed  rest  and  her 
contractions  stopped.  Patient  reported  that  she 
had  more  severe  contractions  and  that  the 
"baby  turned"  on  6-2-90.  Repeat  ultrasound  was 
done  on  6-4-90  and  reported  as  fetus  normal 
and  weight  6 lbs  with  fetal  age  of  37  weeks. 


Patient  continued  to  have  lower  abdominal 
pain  and  weight  loss  and  uterine  contractions 
when  not  at  bed  rest. 

The  decision  was  made  to  do  a Caesarian 
section  due  to  the  patient's  condition.  Patient 
entered  the  hospital  evening  of  6-10-90  and 
started  strong  labor  at  3 a.m.  on  6-1 1-90.  Fetal 
monitor  did  not  reveal  any  fetal  distress  at  that 
time.  Labor  stopped  and  Caesarian  section  un- 
der spinal  anesthesia  was  carried  out  at  8 a.m.  6- 
11-90. 

On  opening  the  uterus  through  a transverse 
incision  in  lower  uterine  segment  the  placenta 
was  at  top  edge  of  incision.  There  was  an 
elliptical  section  of  placenta  in  the  uterus  which 
we  assumed  we  had  incised  through  on  enter- 
ing the  uterus.  This  segment  of  placenta  was 
lifted  out  by  hand  but  was  found  by  pathology 
to  not  have  been  incised.  An  interesting  note  to 
the  Supplemental  Pathology  Report -"we  have 
reviewed  the  slides  from  the  orienal  sections 
and  there  are  microscopic  foci  containing  acute 
inflammatory  cells.  The  significance  of  these 
findings  cannot  be  determined."  The  umbilical 
cord  was  quite  short  and  after  removing  the 
baby  the  placenta  lifted  out  without  difficulty. 
There  was  more  bleeding  than  normal  in  the 
patient's  body  wall  due  to  large  suprapubic 
vessels  but  not  abnormal  bleeding  in  the  uterus. 
The  time  from  incision  of  the  uterus  until  the 
baby  was  delivered  was  one  minute  or  less. 

The  baby  was  in  distress  and  very  pale  and 
flaccid.  The  baby  breathed  spontaneously  after 
20  to  30  seconds  but  had  very  weak  cry.  The 
baby  was  kept  on  the  operating  table  for  ap- 
proximately 3 minutes  while  being  observed 
and  resuscitated.  The  baby  continued  to  re- 
spond poorly  and  was  very  pale  but  breathed 
fairly  well.  The  baby  was  not  intubated  and  the 
chest  x-ray  was  clear.  It  was  assumed  the  severe 
anemia  and  fetal  distress  was  due  to  hypovolemic 
shock  but  this  assumptions  did  not  fit  the  small 
blood  loss  after  the  uterus  was  incised.  The  baby 
weighed  6 lbs  1 2 oz.  Neither  doctor  at  the  time 
had  seen  or  heard  of  fetal  complications  follow- 
ing maternal  infection  with  parvovirus  B19. 

The  baby  was  transferred  by  helicopter  to 
Children's  Memorial  Hospital  in  Omaha.  The 
baby  was  treated  as  hypovolemic  shock  and 
given  boluses  of  saline  and  then  packed  red 
blood  cells.  He  also  received  fresh  frozen  plasma 
and  vitamin  K.  Initial  urine  output  was  marginal 
but  improved  with  12  hours.  Initial  urinalysis 
had  20  to  25  red  blood  cells  per  high  power 
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field.  Lab  values  included  a hematocrit  of  27% 
platelet  county  of  1 43,000  which  quickly  fell  to 

85.000.  The  baby  clinically  improved  but  was 
not  very  active  in  the  first  several  days.  He 
becamejaundiced  and  an  abdominal  ultrasound 
was  obtained  which  showed  hepatomegaly  with 
focal  lesions  in  the  liver.  A CT  of  the  liver  with 
contrast  was  done  which  was  consistent  with 
diffuse  liver  infarction.  Over  time  the  liver  im- 
proved but  the  thrombocytopenia  worsened 
and  the  baby's  lowest  platelet  count  was  2 7,000. 
In  all  he  received  4 platelet  transfusions,  2 fresh 
frozen  plasma  infusions  and  3 packed  red  blood 
cell  transfusions.  On  June  27  his  liver  studies 
included  an  SGOT  of  105,  SGPT  of  69,  total 
bilirubin  of  6.0  PT  and  1 4 with  a PTT  of  25  both 
of  which  tests  were  within  normal  limits.  Hema- 
tocrit was  28%  with  a stable  platelet  count  of 

21 1.000.  Total  serum  protein  was  4.5,  BUN  was 
8,  Creatinine  0.2,  albumin  2.3  GGT  was  152. 
Cranial  ultrasounds  on  admissions  and  on  June 
27  were  within  normal  limits  and  showed  no 
evidence  of  hemorrhage.  The  baby's  physical 
exam  at  the  time  of  dismissal  was  notable  for  a 
normal  neurological  exam  and  a liver  that  was 
palpable  4 cm.  below  the  right  costal  margin. 

Since  that  time  the  baby  has  progressed 
normally  but  has  had  repeated  episodes  of  ENT 
infections  and  asthma  which  are  consistently 
present  throughout  the  family  history.  Patient  is 
followed  by  ENT  specialist  as  well  as  a complete 
neurological  examination  by  a pediatric  neu- 
rologist who  found  the  baby  to  be  progressing 
normally  without  neurological  damage. 

The  second  case  occurred  6 months  later. 
This  case  was  not  followed  by  me  personally. 
The  mother  was  25  years  old.  Para  1 Grav  2 who 
had  normal  baby  girl  the  previous  year.  Due 
date  was  estimated  as  early  April.  Patient  devel- 
oped severe  cough  in  late  November  which 
continued  till  after  delivery.  Patient  had  fever 
and  flu-like  symptoms  on  New  Year's  weekend 
and  then  developed  fever  again  on  Jan.  9 with 
bright  vaginal  bleeding.  Patient  was  transferred 
from  her  local  hospital  on  Jan  10  to  Methodist 
Hospital  in  Omaha.  Severe  rash  developed  2 
days  after  entering  the  hospital  which  persisted. 
The  rash  was  thought  to  be  due  to  viral  infection 
or  reaction  to  Ancef.  Multiple  cultures  were 
done  and  it  was  documented  that  her  C-reactive 
protein  was  quite  elevated  during  this  time. 
Parvovirus  serology  was  sent  and  it  actually 
indicated  that  she  had  had  a previous  parvovirus 
infection  but  not  a recent  one.  Her  serology  was 
positive  for  IgG  antibody  but  not  an  IgM.  The 


infectious  disease  consultants  feel  that  a posi- 
tive IgG  shows  immunity  to  parvovirus.  The 
negative  IgM  would  indicate  that  the  mother's 
parvovirus  infection  was  minimum  of  3-4  months 
prior  to  the  drawing  of  the  titers.  The  dead  fetus 
was  delivered  at  28  weeks  on  Jan.  14th  and 
death  was  estimated  at  14  weeks.  Fetal  death 
has  been  reported  as  occurring  as  early  as  4 
weeks  and  at  late  was  1 3 weeks  after  symptom- 
atic maternal  infection.10  If  fetal  death  occurred 
at  14  weeks  the  maternal  viral  infection  would 
have  occurred  some  time  before  her  1 0th  week 
of  pregnancy,  which  would  be  a minimum  of 
4V2  months  prior  to  the  date  titers  were  ob- 
tained. 

After  delivery  of  the  dead  fetus  on  Jan.  14th 
labor  stopped.  On  Jan.  20  patient  again  went 
into  labor  and  delivered  2 lb.  13  oz.  baby  girl. 
This  delivery  was  figured  at  29  weeks  gestation 
and  the  baby  girl  had  intracranial  hemorrhage. 
The  complications  were  probably  due  to  pre- 
maturity and  had  no  direct  connection  with  the 
viral  infection.  (Ed.  note:  I presume  this  was  a 
twin  pregnancy). 

Both  mothers  reported  had  documented  vi- 
ral infections  with  fetal  complications  but  nei- 
ther can  be  positively  documented  as  human 
parvovirus  B1 9 as  the  causative  viral  agent.  The 
signs  and  symptoms  however  are  conducive  to 
that  conclusion. 

In  conclusion  the  number  of  cases  of  fetal 
complications  from  Parvovirus  B 1 9 is  small  but 
it  is  a condition  that  must  always  be  considered 
in  the  differential  diagnosis.  Mothers  with  other 
young  children  at  home,  school  teachers  and 
day-care  workers  especially  during  the  first  tri- 
mester and  particularly  during  Spring  and  Fall 
are  at  greater  risk. 

There  is  no  vaccine  available  to  prevent 
Parvovirus  B19  infection  and  there  are  not 
enough  studies  of  the  use  of  immune  globulin 
(IG)  either  preexposure  or  postexposure  to 
warrant  use  at  this  time.  Isolation  precautions 
are  not  effective  as  most  patients  are  past  their 
period  of  infectiousness  and  do  not  present  a 
risk  when  seen. 

Patients  whom  are  at  risk  for  complications 
should  be  advised.  Women  with  a documented 
infection  can  have  maternal  serum/ga-feto pro- 
tein levels  and  diagnostic  ultrasound  examina- 
tions done  to  attempt  to  identify  affected  fe- 
tuses, however  the  risks  and  benefits  of  these 
tests  have  not  been  evaluated. 
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Intrauterine  blood  transfusion  has  been  pro- 
posed for  the  fetus  with  B19  induced  severe 
anemia  but  this  is  a high  risk  procedure  of 
unproven  benefit  at  this  time.  Laboratory  sites 
for  the  diagnostic  testing  of  Parvavirus  B1 9 are 
limited  and  the  State  Health  Department  should 
be  contacted. 

The  main  purpose  of  this  article  is  to  alert 
doctors  to  the  possibility  of  B1 9 virus  infection 
and  the  complications  for  pregnant  women. 

I would  like  to  acknowledge  the  assistance  of 
Dr.  Thomas  Seidel,  Department  of  Neonatol- 
ogy, Children's  Hospital,  Omaha,  Nebraska, 
and  also  Dr.  Richard  Andrews,  pediatric 
neurologies,  Omaha,  Nebraska  for  their  input. 
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ABSTRACT 

The  objective  of  this  preliminary  report  was  to  evaluate  the  effectiveness  of  local  nitroglycerin  ointment  application 
as  an  adjunct  to  conventional  therapy  in  the  management  of  stage  III  shoulder-hand  syndrome. 


REFLEX  sympathetic  dystrophy 
(RSD)  or  shoulder-hand  syn- 
drome is  an  abnormal,  exces- 
sive sympathetic  response  (in  a limb)  to  a trau- 
matic injury  or  other  insult.  RSD  is  characterized 
by  burning  pain  and  tenderness  usually  of  a 
distal  extremity  accompanied  by  signs  and  symp- 
toms of  vascular  instability,  trophic  skin  changes, 
swelling  and  hyperhidrosis.1'2  Accompanying 
motor  abnormalities  of  dystonia,  weakness, 
tremor,  involuntary  movements  and  spasms 
have  been  reported.3  RSD  is  most  frequently 
observed  in  patients  greater  than  50  years  of 
age,  sex  distribution  is  equal  and  a precipitating 
event  can  be  identified  in  two-thirds  of  cases.1  If 
the  condition  remains  uninterrupted,  contrac- 
tures of  the  shoulder  and  hand  develop  as  a 
result  of  mechanical  soft  tissue  restriction.  How- 
ever, the  pathogenesis  remains  poorly  under- 
stood. The  association  and  development  of 
RSD  has  been  described  with  a wide  range  of 
precipitating  factors  such  as  soft  tissue  injury: 
fasciitis,  tendonitis  or  bursitis;  venous/arterial 
thrombosis;  and  fractures,  sprains  or  disloca- 
tions. Other  causative  factors  include  myocar- 
dial infarction,  radiculopathy,  immobilization 
with  cast  or  splint  or  the  cause  may  be  idio- 
pathic.24 

The  clinical  course  of  RSD  is  divided  into 
stages  and  diagnosis  is  based  upon  clinical 
symptoms.  Onset  of  symptoms  can  be  any- 
where from  immediately  to  months  after  injury. 

Stage  I (Acute):  develops  within  the  first  3 
months  after  injury  and  may  last  from  3 weeks 
to  6 months.  Pain  and  swelling  of  the  distal 
extremity  is  prominent.  Pain  has  an  aching  or 
burning  quality  and  decreased  range  of  motion 
is  present. 

Stage  II  (Dystrophy):  may  last  from  3 to  6 
months.  Characterized  by  tropic  changes  to 


skin/nails.  Pain  may  be  constant  and  is  in- 
creased by  any  stimulus  to  the  affected  part. 
Bone  rarefaction  detected  on  x-ray. 

Stage  III  (Atrophy):  skin/soft  tissue  atrophy, 
bone  erosion  and  osteopenia.  Pain  spreads 
proximally.  Skin  is  thin  and  glossy.  Any  motion 
of  shoulder  on  affected  side  is  painful  and 
limited.  This  stage  lasts  for  months  or  goes  to 
irreversible  alterations,  and  has  a poor  prog- 
nosis.1-4 

A cycle  of  pain  develops,  leading  to  severe 
dysfunction  with  pain  and  altered  circulation. 
Treatment  is  aggressive  physical  therapy  sup- 
ported by  analgesics  and  oral  corticosteroids. 
For  severe  cases,  stellate  ganglion  block,  and 
local  corticosteroid  injections  are  useful. 

Most  successful  therapies  have  been  aimed 
at  blocking  sympathetic  stimulation  to  the  af- 
fected extremity  in  conjunction  with  physical 
therapy.  Specifically,  anti-inflammatory  agents 
and  analgesics,  corticosteroids,  paravertebral 
sympathetic  ganglion  block,  periarterial 
sympathectomy,  sphenopalatine  ganglion  block 
and  physical  therapy  (local  cooling  or  heating, 
range  of  motion,  strengthening,  deep  friction 
massages,  ultrasound,  or  aqua  therapy)  have 
been  used  with  varying  degrees  of  success.2-4 

CASE  REPORT 

CS,  a 64-year  old  white  female,  had  initial 
injury  to  her  left  shoulder  in  January  1 987  when 
a shelf  fell  on  her.  She  had  minor  pain  in  the  area 
but  did  not  seek  medical  attention.  She  was 
later  seen  by  an  orthopaedic  surgeon  and  was 
treated  conservatively  without  good  results. 


'Address  correspondence  and  reprint  requests  to  Immanuel 
Rehabilitation  Center,  6901  North  72nd  Street,  Omaha,  Ne- 
braska 68122. 
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Manual  manipulation  of  her  shoulder  under 
general  anesthesia  was  performed  in  April  and 
June  of  1987.  Physical  therapy  and  a trial  of 
stellate  ganglion  block  added  no  further  de- 
crease of  pain,  swelling,  or  stiffness  in  her  hand 
and  fingers. 

CS  was  evaluated  in  the  Rehabilitation  Clinic 
in  September,  1 987  with  the  third  stage  of  RSD 
secondary  to  adhesive  capsulitis.  Her  hands 
were  swollen  and  her  skin  glistening.  Further 
conservative  therapy  included  physical  therapy, 
TENS  Unit,  sphenopalatine  ganglion  block,  pain 
medications,  and  heat  therapy  with  poor  re- 
sults. CS  became  depressed. 

In  February  1 988,  the  patient  was  given  atrial 
of  prednisone  with  poor  results.  Subsequently, 
a dorsal  cervical  sympathectomy  was  performed 
in  March  1 988.  Post  surgery  reduction  in  shoul- 
der and  hand  pain  was  noted.  Edema  of  the 
hand  and  fingers  subsided.  One  month  later, 
widespread  pain  in  the  shoulder,  left  hand  and 
fingers  returned.  Pain  medication  treatment 
again  failed.  Dibenzyline  was  given  a trial  in  July 
1 988.  Persistent  burning  pain  warranted  a trial 
of  amitriptyline  in  1990. 

In  February  1991,  in  addition  to  physical 
therapy,  nitroglycerin  paste  was  introduced  as  a 
means  to  increase  blood  flow.  One  inch  (1 5mg) 
of  the  2%  ointment  was  applied  to  the  left  hand 
twice  daily.  Within  one  month,  CS  had  improve- 
ment in  hand  movement  and  a positive  mental 
outlook.  The  pain  intensity  of  the  left  hand 
became  less  from  an  initial  score  of  1 0 to  a score 
of  4 (1  least,  10  most).  As  of  June  1992,  the 
patient  is  less  depressed  and  range  of  motion 
has  improved  to  the  point  that  CS  was  able  to 
golf  with  an  adapted  club  handle.  No  develop- 
ment of  tolerance  to  the  nitroglycerin  was  ob- 
served. A mild  side  effect  of  headache  was 
noted.  This  was  easily  managed  with  the  use  of 
acetaminophen. 

NITROGLYCERIN 

Nitroglycerin  (NTG)  Ointment  2%  is  indi- 
cated for  the  treatment  of  angina  due  to  coro- 
nary artery  disease.  The  action  of  NTG  is  relax- 
ation of  vascular  smooth  muscle,  producing  a 
vasodilator  effect  on  peripheral  arteries  and 
veins  with  more  prominent  effect  on  the  latter.5 
Nitrates  relax  all  smooth  muscle  irrespective  of 
autonomic  innervation  and  are  functional  an- 
tagonists of  norepinephrine,  acetylcholine,  and 
histamine.  Nitroglycerin  may  have  a local  or 
regional  vasodilating  effect  in  enhancing  blood 


flow  to  the  area  of  application.  Topical  nitrates 
are  used  for  angina  pectoris,  blood  pressure 
control,  low  cardiac  output  states,  and  as  an  aid 
to  venipuncture.6-7  Previous  limited  reports  have 
suggested  local  NTG  administration  provides  a 
regional  improvement  of  cutaneous  blood  flow 
in  patients  with  peripheral  vascular  disease. 
These  studies  have  been  limited  by  small  patient 
groups,  systemic  side  effect  and  confined  time 
periods.8-12 

Nitroglycerin  is  well  absorbed  through  intact 
skin  when  applied  topically  as  an  ointment.  For 
angina,  onset  is  within  1 hour  and  duration  of 
effect  is  3-6  hours,  but  may  be  as  long  as  12 
hours.13  The  amount  of  nitrates  reaching  the 
circulation  varies  directly  with  the  size  of  the 
application  area  and  the  amount  of  ointment 
applied.  Nitroglycerin  ointment  2%  is  available 
in  30  and  60  gram  tubes.5,6'14  For  angina,  an 
initial  application  of  V2  inch  (7.5mg)  is  applied 
using  dose-metered  papers  every  8 hours  to  a 
maximum  of  4-5  inches  every  4 hours.  Caution 
should  be  observed  with  vasodilation  and  flush- 
ing as  manifested  by  transient  dizziness  and 
weakness.  Up  to  50%  of  patients  have  been 
reported  to  experience  headache  from  nitrates.13 
Long  term  topical  NTG  use  can  be  associated 
with  tolerance.  Tolerance  can  be  avoided  with 
a 10-12  hour  nitrate  free  interval.15 

SUMMARY 

A simple  widely  endorsed  treatment  proto- 
col for  RSD  does  not  exist  in  the  literature.16This 
lack  of  established  management  procedures 
reflects  the  multiple  and  often  undetermined 
predisposing  factors  and  variances  in  patient 
presentation.  The  most  important  factor  in  the 
successful  management  of  RSD  is  early  recogni- 
tion and  treatment.  The  goal  of  therapy  is  to 
relieve  pain,  limit  swelling,  prevent  complica- 
tions and  restore  function  of  the  involved  limb. 
Medical  treatment  becomes  a more  difficult 
challenge  in  the  late  stage.  Treatment  regimens 
for  stage  III  RSD  have  been  largely  unsuccessful, 
and  their  benefits  infrequently  maintained. 

We  observed  increased  level  of  function,  as 
well  as  subjective  improvement  of  pain  and 
reduction  of  edema  in  our  patient.  Additional 
evaluation  will  help  define  the  role  of  venous 
dilation  as  it  relates  to  the  efficacy  and  optimum 
utility  of  NTG  in  the  adjunct  management  of 
stage  III  RSD.  To  further  document  the  clinical 
efficacy  of  topical  nitroglycerin  as  an  adjunct  in 
the  management  of  stage  III  RSD,  placebo 
controlled  studies  are  indicated. 
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INTRODUCTION 

OPEN  tibia  fractures  are  often  the 
result  of  high  energy  trauma 
and  associated  with  the  multi- 
ply injured  patient.  The  treatment  of  open  tibia 
fractures  can  be  very  challenging.  Successful 
treatment  is  based  on  thorough  irrigation  and 
debridementwith  appropriate  antibiotic  therapy, 
adequate  bone  stabilization  and  appropriate 
soft  tissue  coverage. 

CASE  REPORT 
Case  #1 

A 15-year-old  male  sustained  a gunshot 
wound  to  his  right  lower  extremity. 

Physical  examination  showed  a 4 x 5 cm 
wound  at  the  proximal  medial  aspect  of  his  right 
tibia.  There  was  exposed  comminuted  bone 
which  was  obvious  through  the  wound.  Distal 
neurovascular  status  was  intact. 

Radiographs  revealed  a comminuted  proxi- 
mal metaphyseal  fracture  (Figs.  1-A  and  1-B). 
The  patient  was  given  a tetanus  booster  in  the 
Emergency  Room  and  cultures  were  obtained. 
He  was  started  on  Ancef  and  gentamycin. 

The  patient  was  taken  directly  to  the  operat- 
ing room  and  underwent  irrigation  and 
debridement  of  his  right  proximal  tibial  wound. 
The  fracture  was  felt  to  be  stable  and  he  was 
placed  into  medial  and  lateral  splints.  At  48 
hours  he  returned  to  the  operating  room  for  a 
second  irrigation  and  debridement  and  at  that 
time  the  wound  appeared  clean.  The  plastic 
surgeons  were  consulted  at  that  time  and  a plan 
was  made  for  definitive  closure  and  application 
of  an  external  fixator.  At  96  hours  from  the  time 
of  injury  the  patient  returned  to  the  operating 
room  and  underwent  a medial  gastrocnemius 
rotation  flap  and  split-thickness  skin  graft,  after 
placement  of  an  external  fixator  (Figs.  2-A,  2-B 
and  2-C). 


Case  #2 

A 28-year-old  female  jumped  from  a four 
story  building.  She  sustained  multiple  closed 
orthopaedic  injuries  including  a left  forearm 
fracture,  a left  femur  fracture,  a left  calcaneus 
fracture  and  an  L2  burst  fracture.  She  also 
sustained  a segmental  right  tibia  fracture  with  a 
1 x2  cm  wound  at  the  mid-tibial  fracture  site  (Fig.  3). 

The  patient  was  given  a tetanus  shot  in  the 
Emergency  Room  and  started  on  Ancef  and 
gentamycin. 

After  stabilization  by  the  trauma  service,  the 
patient  was  taken  to  the  operating  room  and 
underwent  open  reduction  internal  fixation  of 
her  left  forearm,  femoral  rodding  of  her  left 
femur  and  subsequently  had  a left  subtalar 
fusion  and  internal  fixation  and  reduction  of  her 
L2  burst  fracture.  Her  right  tibia  was  irrigated 
and  debrided  in  the  operating  room  and  a 
nonreamed  statically  locked  intramedullary  nail 
was  placed  (Figs.  4-A  and  4-B).  The  right  tibial 
wound  was  left  to  heal  by  secondary  intent. 

DISCUSSION 

The  most  commonly  utilized  classification  of 
open  fractures  is  that  of  Gustuilo  and  is  divided 
into  three  groups  based  on  the  degree  of  soft 
tissue  injury  and  the  degree  of  comminution  of 
the  fracture.1  (Table  1)  A Type  I fracture  has  a 
wound  which  measures  less  than  1 centimeter 

TABLE  I 

OPEN  FRACTURES 

Type  I Wound  < 1 cm,  minimal  comminution 

Type  II  Wound  > 1 cm,  moderate  comminution 

Type  III  Wound  > 10  cm.  severe  comminution 

A - Soft-tissue  coverage  of  bone  possible 
B - Requires  soft-tissue  reconstruction 
C - Vascular  injury  requiring  repair 


'Address  correspondence  and  reprint  request  to:  Lynn  A. 
Crosby,  M.D.,  Division  of  Orthopaedic  Surgery,  Creighton 
University  School  of  Medicine,  601  North  30th  Street,  Omaha, 
NE  68131 
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FIGURES  1-A  AND  1-B: 

A comminuted  Type  II  open  tibia  fracture  sustained  from  a 
gunshot. 


and  minimal  comminution  of  the  bone.  It  is 
usually  a clean  puncture  wound  over  the  frac- 
ture site.  A Type  II  open  fracture  has  a wound 
larger  than  1 centimeter  and  moderate  commi- 
nution of  the  bone.  A Type  III  open  fracture  has 
a wound  greater  than  1 0 centimeters  or  severe 
comminution  of  the  bone.  Type  III  open  frac- 
tures are  subdivided  into  three  separate  groups. 
A Type  IIIA  fracture  has  a wound  that  still  has 
adequate  soft  tissues  that  can  provide  coverage 
of  the  bone.  A Type  IIIB  open  fracture  has  a soft 
tissue  injury  that  is  inadequate  to  cover  the 
bone  and,  therefore,  requires  a soft  tissue  recon- 
struction or  flap.  AType  INC  open  fracture  is  any 
open  fracture  that  has  an  associated  arterial 
injury  that  requires  repair. 

TREATMENT 

The  success  of  treatment  of  open  tibia  frac- 
tures is  based  on  thorough  irrigation  and 
debridement,  appropriate  antibiotic  coverage, 
bone  stabilization,  soft  tissue  coverage  and 
appropriate  bone  grafting  when  necessary. 

Initial  Evaluation 

Approximately  30  percent  of  patients  with 


FIGURES  2-A,  2-B,  and  2-C: 

Fixation  of  the  fracture  with  an  external  fixator,  followed 
by  a medial  gastrocnemius  flap  and  a skin  graft. 
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open  fractures  have  multiple  system  injuries 
which  must  be  identified  and  cared  for  prior  to 
the  treatment  of  the  open  fractures.1  A careful 
history  and  physical  exam  including  documen- 
tation of  the  neurovascular  status,  size  of  wound 
and  degree  of  bony  comminution  is  necessary. 
Tetanus  status  must  be  addressed  and,  if  un- 
known, a tetanus  booster  given.  Cultures  should 
be  taken  prior  to  the  initiation  of  antibiotics  and 
sterile  dressings  and  splints  applied. 

Antibiotics 

Antibiotics  are  started  after  the  cultures  are 
taken  and  should  be  continued  for  72  hours. 
Antibiotics  should  be  started  again  whenever 
the  wound  is  manipulated  and  should  be  tai- 
lored according  to  the  culture  results.  For  Type 
I fractures,  a first  generation  cephalosporin  is 
recommended.  For  Type  II  and  Type  III  open 
fractures,  a first  generation  cephalosporin  plus 
an  aminoglycoside  should  be  given  and  contin- 
ued for  72  hours  or  until  the  culture  results  are 
final.  I.V.  penicillin  should  be  added  for  farm- 
yard injuries  which  are  clostridial  prone. 


FIGURES  4-A  AND  4-B: 

Fixation  with  a nonreamed  locked  intramedullary  nail. 
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Irrigation  and  Debridement 

At  the  time  of  the  injury  the  patient  should  be 
taken  to  the  operating  room  for  debridement  of 
all  nonviable  tissue.  Inadequate  debridement  is 
the  most  common  cause  of  complications  in 
open  tibial  fractures.2  The  patient  should  return 
to  the  operating  room  in  48  hours  and,  if  neces- 
sary, in  96  hours.  Repeat  irrigation  and 
debridement  and  second-look  procedures  help 
to  identify  further  nonviable  tissue.  Once  the 
wound  is  clean  and  stable  early  soft  tissue 
reconstruction  can  be  performed. 

Fracture  Stabilization 

Fracture  stability  is  important  to  protect  the 
leg  from  further  soft  tissue  injury  and  improve 
the  chance  of  fracture  healing.  Treatment  op- 
tions vary  from  casting  to  external  fixation, 
plates  and  screws  or  intramedullary  nails. 

Casts  are  rarely  used  except  in  stable  frac- 
tures with  adequate  soft  tissue  coverage.  Cir- 
cumferential casts  should  be  avoided  in  the 
acute  period  due  to  the  risk  of  compartment 
syndrome. 

External  fixators  have  been  the  gold  standard 
for  fixation  of  open  tibia  fractures.3  External 
fixators  are  safe,  reliable  and  allow  for  soft  tissue 
reconstruction  and  care.  The  major  disadvan- 
tage of  external  fixators  are  pin  site  infections 
which  occur  approximately  50  percent  of  the 
time.  Pin  tract  infections  can  complicate  future 
treatment  such  as  bone  grafting  and  delayed 
intramedullary  nailing. 

Plates  and  screws  are  rarely  used  except  with 
intra-articular  and  metaphyseal  fractures.  Place- 
ment of  plates  and  screws  requires  further  soft 
tissue  stripping  which  potentially  increases  the 
risk  of  infection  and  nonunion. 

Intramedullary  nailing  with  reaming  has  been 
noted  to  have  an  increased  rate  of  infection  and 
is,  therefore,  not  recommended  for  early  stabi- 
lization of  open  tibia  fractures.4  Flexible 
intramedullary  nails  (i.e.,  Enders  rods)  placed 
without  reaming  have  shown  better  results, 
most  likely  because  the  endosteal  blood  supply 
is  preserved  by  avoiding  reaming.  The  disadvan- 
tage of  flexible  intramedullary  nails  is  that  they 
provide  poor  control  of  severely  comminuted 
fractures  of  the  proximal  and  distal  one-thirds. 

A recent  trend  in  the  treatment  of  open  tibia 
fractures  is  the  placement  of  small  diameter, 
unreamed,  locked  intramedullary  nails.  Unpub- 
lished results  have  suggested  they  can  be  safely 


used  in  Types  I,  II  and  I1IA  open  injuries.  Studies 
are  ongoing  regarding  their  use  in  Type  1 1 1 B 
open  fractures.  Eight  to  10  millimeter  nails  can 
be  placed  over  a guide  wire  without  reaming 
and  locked  proximally  and  distally  to  control 
fractures  of  the  proximal  and  distal  one-third  as 
well  as  mid-shaft  comminuted  fractures.  Theo- 
retically the  endosteal  blood  supply  is  still  pre- 
served. A disadvantage  which  can  be  noted 
with  the  small,  unreamed  intramedullary  nails  is 
weakness  of  the  nail  in  cases  where  there  is 
significant  bone  loss  and  fracture  of  the  small 
locking  screws,  especially  at  the  distal  site. 

Soft  Tissue  Coverage 

Soft  tissue  coverage  of  open  tibia  fractures  is 
extremely  important  and  greatly  affects  even- 
tual outcome.  Ideally,  soft  tissue  coverage  should 
be  achieved  within  five  to  seven  days  from  the 
time  of  the  initial  injury.1 

Healing  by  secondary  intent  and  delayed 
primary  closure  can  be  used  in  Types  I,  II  and  MIA 
injuries.  ForType  NIB  injuries,  rotational  flaps  are 
commonly  used.  The  gastrocnemius  flap  is  used 
for  proximal  one-third  fractures.  The  soleus 
muscle  for  central  one-third  coverage  and  free 
flaps  (i.e.,  latissiumus  dorsi  or  vertical  rectus 
abdominous  flaps)  for  distal  one-third  defects. 

Split  thickness  skin  grafts  are  often  used  over 
the  flaps  and  are  ideally  performed  early  (within 
five  to  seven  days  from  the  time  of  injury)  to 
decrease  the  risk  of  infection  and  to  facilitate 
fracture  healing. 

Bone  Grafting 

Delaying  union  is  common  with  open  frac- 
tures and  bone  grafting  may  be  needed  with 
severely  comminuted  fractures  and  fractures 
with  significant  bone  loss.  The  timing  of  bone 
grafting  depends  on  the  status  of  the  soft  tissues 
and  is  usually  performed  six  weeks  after  the 
wound  has  healed.1  When  bone  loss  exceeds 
six  centimeters  vascularized  fibular  grafts  or 
bone  transport  using  circular  frames  have  been 
advocated. 

Indications  for  Amputation 

Certain  open  tibia  fractures  may  warrant 
immediate  amputation.  A Type  NIC  injury  with 
disruption  of  the  posterior  tibial  nerve  or  a 
severe  crush  injury  with  ischemia  greater  than 
eight  hours  are  indications  for  amputation.1 
Reconstruction  of  a limb  that  will  be  less  func- 
tional than  a prosthesis  should  be  avoided. 
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SUMMARY 

Open  tibia  fractures  can  be  very  challenging 
fractures  to  care  for.  Good  results  should  be 
expected,  however,  if  a thorough  irrigation  and 
debridement  is  performed,  repeated  as  neces- 
sary, and  appropriate  antibiotics  utilized.  Soft 
tissue  coverage  is  extremely  important  in  open 
tibia  fractures  to  decrease  the  rate  of  infection 
and  to  facilitate  fracture  healing.  Bony  stabiliza- 
tion can  be  achieved  in  a variety  of  ways.  In  the 
past,  the  gold  standard  has  been  external  fixa- 
tion. In  the  future,  however,  small,  unreamed, 
locked  intramedullary  nails  may  be  utilized  more 
frequently,  especially  with  Types  I,  II  and  IIIA 
open  tibia  fractures. 
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Necrotizing  Enterocolitis 

JOHN  H.  JIRKA,  M.D. 

Neonatology 

Childrens  Hospital,  Omaha,  NE 


Necrotizing  enterocolitis 
(NEC)  is  the  most  common 
acquired  gastrointestinal  emer- 
gency problem  in  the  neonate.  NEC  is  primarily 
seen  in  premature  infants  with  90%  of  the 
infants  born  at  less  than  36  weeks  of  gestation. 
The  disease  usually  occurs  within  the  first  two 
weeks  of  life.  It  is  uncommon  before  5 days  of 
life  or  after  a month.  The  more  immature  an 
infant,  the  later  is  the  onset  of  NEC.  Mortality 
has  declined  from  70%  reported  by  Touloukian 
in  1967  but  still  remains  at  20%-40%.  Even 
when  the  infant  survives  there  is  still  consider- 
able morbidity  which  also  contributes  to  the 
high  costs  of  neonatal  care. 

ETIOLOGY 

The  exact  etiology  of  NEC  is  still  controversial 
and  is  probably  multifactorial.  The  factors  most 
commonly  associated  with  initiating  NEC  in- 
clude prematurity,  local  vascular  compromise 
of  the  gastrointestinal  tract,  colonization  of  the 
bowel  in  an  abnormal  fashion,  initiation  or 
entericfeedings,  and  abnormal  intraluminal  sub- 
strate. 

The  primary  risk  factor  seems  to  be  prematu- 
rity. The  immaturity  of  a premature's  gastro- 
intestinal tract  may  affect  mucosal  integrity  and 
permeability.  It  may  also  contribute  to  the  regu- 
lation of  gastrointestinal  blood  flow,  motility, 
and  enzyme  function  which  controls  the  diges- 
tion of  various  substrates. 

CLINICAL  FINDINGS  AND  DIAGNOSIS 
The  diagnosis  of  NEC  is  usually  based  upon  a 
combination  of  clinical  and  radiographic  infor- 
mation. A diagnosis  of  NEC  can  be  classified  as 
either  "suspect"  or  "definite." 

Clinical  findings  early  in  NEC  are  nonspecific. 
These  include  temperature  instability,  poorfeed- 
ing,  lethargy,  irritability,  and  recurrent  apnea 
and  bradycardia  which  are  also  found  in  infants 
with  sepsis,  hypoglycemia,  electrolyte  abnor- 
malities, metabolic  disorders  and  infants  with 
cerebral  hemorrhage. 


Signs  of  abdominal  distention,  gastric  reten- 
tion, diarrhea,  gastrointestinal  bleeding,  palpable 
bowel  loops  or  an  abdominal  mass  may  occur 
in  variable  frequency  and  are  indicative  of  a 
disorder  of  the  gastrointestinal  tract.  A "suspect" 
diagnosis  of  NEC  can  often  be  made  when  two 
of  the  above  clinical  features  are  present. 

As  the  disease  progresses,  the  infant  looks 
more  septic  with  increased  abdominal  disten- 
tion which  is  often  tender  with  decreased  or 
absent  bowel  sounds.  The  stools  may  have 
increased  mucus  which  may  contain  gross  blood. 
The  disease  may  further  progress  with  the  ap- 
pearance of  shock,  disseminated  intravascular 
coagulation  (DIC)  and  intestinal  perforation.  At 
times  the  initial  presentation  is  shock  and  intes- 
tinal perforation-.  The  abdominal  wall  may  be- 
come edematous,  erythematous  and  even  ne- 
crotic. 

Conventional  abdominal  films  may  show 
persistent  dilated  loops  of  bowel  with  thickened 
bowel  walls  and  ascites.  Pneumatosis  intestinalis 
is  the  most  characteristic  radiographic  feature 
of  NEC.  Pneumatosis  intestinalis  may  either  be 
localized  cystic  collections  of  gas,  diffuse  linear 
stripes  that  outline  the  bowel  wall  or  ring 
radiolucencies  when  the  bowel  is  viewed  end- 
on. 

Additional  radiographic  findings  include  per- 
foration which  is  easily  recognized  when  a 
pneumoperitoneum  occurs  in  about  50%  of 
cases  of  perforation.  This  is  best  demonstrated 
with  a left-side  down  decubitus  film.  Portal 
venous  gas  occurs  in  1 0%  to  20%  of  cases  and 
indicates  advanced  bowel  disease  and  a poorer 
prognosis. 

A "definite"  diagnosis  of  NEC  is  made  when 
one  of  the  earlier  clinical  features  is  present  with 
either  pneumatosis  intestinalis,  perforation  with 
surgical  confirmation,  air  in  the  portal  system,  or 
an  obstructive  pattern  with  surgical  confirma- 
tion of  NEC. 
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PATHOLOGY 

NEC  involves  both  the  small  and  large  bowel 
in  most  cases,  but  the  areas  most  commonly 
affected  are  the  ileum  and  the  proximal  colon. 
The  entire  bowel  from  the  ligament  of  Treitz  to 
the  transverse  colon  may  be  affected,  but  skip 
areas  are  also  common.  The  bowel  is  affected 
by  a coagulation  necrosis  and  inflammation. 
Perforations  may  be  signal  or  multiple.  Coagula- 
tion necrosis  is  the  most  common  histologic 
finding  and  be  limited  to  the  mucosa  or  be 
transmural. 

TREATMENT 

Medical  treatment  attempts  to  stabilize  and 
support  the  infant.  Feedings  are  discontinued 
and  continuous  nasogastric  suction  is  used  to 
decompress  the  abdomen.  Aggressive  fluid  and 
electrolyte  replacement  is  essential.  Central  lines 
are  frequently  required  for  prolonged  intrave- 
nous hydration,  hyperalimentation  and  admin- 
istration of  a combination  of  broad-spectrum 
antibiotics  such  as  ampicillin,  gentamicin,  and 
clindamycin.  Blood  cultures  are  positive  in  about 
30%  of  cases.  Mechanical  ventilation  may  be 
required.  Fluid  and  medications  should  be  ad- 
ministered to  correct  hypotension.  Hemato- 
logic problems  including  thrombocytopenia, 
granulocytopenia,  anemia  due  to  blood  loss, 
and  disseminated  intravascular  coagulation 
(DIC)  are  treated  with  the  appropriate  blood 
products  including  platelets,  fresh  frozen  plasma, 
packed  cells,  and  immunoglobulins.  Serial  ra- 
diographs of  the  abdomen  should  be  obtained 
looking  for  signs  of  perforation  or  portal  gas 
which  would  require  surgical  intervention. 

When  to  intervene  surgically  is  controversial. 
Surgeons  generally  agree  that  the  presence  of 
free  air  indicating  a perforation  is  an  indication 
to  operate.  Some  use  the  presence  of  portal 
vein  gas.  Some  will  also  operate  when  there  is  a 
deteriorating  clinical  status  in  spite  of  vigorous 
medical  management. 

At  the  time  of  the  surgical  exploration,  any 
obvious  areas  of  gangrenous  bowel  are  resected. 
If  the  entire  bowel  is  gangrenous,  the  incision  is 
closed  and  the  patient  dies.  At  the  time  of 
surgery,  a proximal  enterostomy  or  colostomy 
and  mucous  fistula  are  created.  In  limited  cases, 
some  surgeons  use  primary  anastomoses.  As 
much  bowel  as  possible  is  left.  Areas  of  ques- 
tionable viability  are  left  and  are  given  every 
opportunity  to  recover.  Central  lines  and  occa- 
sionally arterial  lines  are  inserted  at  the  time  of 
the  surgical  exploration. 


Re-operation  to  remove  additional  gangre- 
nous bowel  is  sometimes  necessary.  Indications 
to  re-operate  include  a necrotic  intestinal  stoma, 
continued  clinical  deterioration  with  signs  of 
peritonitis,  and  fluid  which  looks  like  intestinal 
contents  escaping  from  the  wound. 

In  definite  cases  of  NEC,  antibiotics  are  con- 
tinued for  7 to  1 0 days,  and  enteral  feedings  are 
withheld  until  1 0 to  14  days.  If  surgery  is  neces- 
sary, enteral  feedings  are  not  begun  for  two 
weeks.  Initial  feedings  are  hypo-osmolar  and  of 
low  volume  and  are  increased  slowly. 

COMPLICATIONS 

The  overall  mortality  of  NEC  varies  between 
20%  to  40%  with  increasing  mortality  associ- 
ated with  the  more  premature  that  an  infant  is 
and  the  more  severe  the  disease.  One  of  the 
more  common  late  complications  of  NEC  is 
intestinal  stricture  which  may  not  be  detected 
for  several  days  to  weeks  and  may  occur  in 
approximately  1 4%  to  25%  of  cases.  If  signs  of 
possible  intestinal  obstruction  occur,  a barium 
enema  is  recommended.  Severe  strictures  must 
be  resected  while  minor  ones  may  be  dilated 
with  a balloon. 

One  of  the  most  serious  complications  of 
NEC  is  short-gut  syndrome  following  resection 
of  lung  or  multiple  segments  of  bowel.  The 
severity  is  related  to  the  length  of  bowel  remain- 
ing and  whether  the  ileocecal  valve  is  pre- 
served. Infants  with  short-gut  syndrome  have 
problems  which  include  malabsorption  syn- 
dromes, failure  to  thrive,  developmental  delays, 
and  dependence  upon  intravenous  hyperali- 
mentation. 

Other  complications  in  survivors  of  NEC 
include  malabsorption  which  usually  improves 
as  the  small  bowel  disease  resolves.  Enterocysts, 
lymphoid  hyperplasia,  internal  fistulas  between 
diseased  segments,  and  abscesses  are  other 
possible  complications. 

SUMMARY 

In  summary,  NEC  is  the  most  common  gas- 
trointestinal emergency  in  the  newborn.  Prema- 
ture infants  are  the  most  likely  affected.  Al- 
though progress  has  been  made  in  elucidating 
some  of  the  factors  responsible  for  NEC,  the 
exact  etiology  is  still  unclear.  Aggressive  medi- 
cal management  is  required,  but  indications  for 
surgical  intervention  differ  from  institution  to 
institution.  Overall  mortality  remains  about  20% 
to  40%.  About  one  half  of  survivors  seem  to 
have  no  sequelae,  but  the  remaining  infants 
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may  have  significant  ones  which  require  addi- 
tional surgical  intervention  or  produce  life  long 
problems. 

Efforts  at  prevention  have  not  been  very 
successful.  The  single  most  important  prophy- 
lactic measure  would  be  to  prevent  prematu- 
rity. Until  the  exact  pathogenesis  of  NEC  is 
better  understood,  effective  preventive  mea- 
sures are  unlikely  to  be  developed. 
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AUXILIARY 


MONA  DAMICO 

President 


In  June  1992,  the  AMA  Auxiliary  House  of 
Delegates  voted  to  change  the  name  of  the 
organization  to  American  Medical  Association 
Alliance,  and  to  use  a tagline  with  the  name  — 
Physicians'  spouses  dedicated  to  the  health  of 
America.  While  the  AMA  Auxiliary's  federated 
structure  leaves  the  decision  of  whether  to 
follow  suit  to  each  state  and  county  auxiliary,  a 
number  of  auxiliaries  are  taking  steps  to  imple- 
ment the  change  from  Auxiliary  to  Alliance. 

In  response  to  the  NMAA  Executive  Commit- 
tee request,  the  Bylaws  Committee  submitted 
the  following  recommendation  at  the  Midwin- 
ter Board  meeting.  This  will  be  voted  on  at  the 
annual  meeting  April  23  at  the  Annual  State 
Convention,  Lincoln.  "The  Bylaws  Committee 
moves  that  the  bylaws  be  amended  to  substi- 
tute Nebraska  Medical  Association  Alliance, 
Physicians'  spouses  dedicated  to  the  health  of 
America  for  the  present  name,  Nebraska  Medi- 
cal Association  Auxiliary,  with  the  proviso  that 
this  change  applies  to  each  instance  where  the 
name  appears  in  the  bylaws  and  other  printed 
material  of  the  Auxiliary.  And  to  change  Article 
II,  Purposes  8.  To  encourage  and  cooperate 
with  the  official  (auxiliary -delete)  organizations 
of  (Add:  spouses  of)  medical  students  and  house 
officers  in  areas  of  mutual  activity;  9.  to  serve  as 
a (reliable  - omit)  liaison  between  the  medical 
profession  and  the  lay  public." 


The  rationale  for  the  change:  It  was  felt  that 
the  name  auxiliary  is  a deterrent  to  gaining  the 
support  of  male,  career,  and  younger  physi- 
cians' spouses.  Consider  the  basis  on  which 
these  recommendations  were  made  to  the 
AMAA  House  of  Delegates: 

- the  diversity  of  the  organization's  member- 
ship; 

- the  need  for  an  identity  that  appeals  to  this 
diverse  constituency; 

- the  growing  dissatisfaction  with  a name 
that  for  many  is  antiquated  and  no  longer 
describes  the  organization  and  its  mem- 
bership; 

- the  challenge  of  moving  with  the  times  in 
new  directions  that  broaden  the  base  of 
membership  and  involvement,  as  well  as 
effectiveness  in  programming. 

The  AMAA  board  who  voted  to  use  the 
tagline  with  the  name  said  the  phrase  clearly 
defines  the  membership  of  the  organization, 
and  should  be  used  whether  the  name  is  changed 
or  not.  Any  county  auxiliaries  needing  informa- 
tion on  how  to  go  about  making  the  change 
please  send  your  request  to  the  NMAA  Presi- 
dent, Mrs.  Charles  Damico,  1 331  Sheridan  Drive, 
Hastings,  NE  68901 . 
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WELCOME  NEW  MEMBERS 


Lon  D.  Rademacher,  M.D. 
Box  603 

Alliance,  NE  69301 

Noel  A.  Timmons,  M.D. 
7121  A St.,  #101 
Lincoln,  NE  68510 

Timothy  M.  Smith,  M.D. 
7121  A St.,  #101 
Lincoln,  NE  68510 

Rebecca  Christensen,  M.D. 
3112  S.  13th  St. 

Lincoln,  NE  68502 

Cary  M.  Kilian,  M.D. 

220  S.  1 7th  St. 

Lincoln,  NE  68508 

Mark  D.  Andersen,  M.D. 
1805  N.  145th  St. 
Omaha,  NE  68154-1179 


Mary  K.  Burnett,  M.D. 

UNMC  - Dept,  of  Anesthesiology 
600  S.  42nd  Street 
Omaha,  NE  68198-4455 

Lewis  W.  Eirinberg,  M.D. 

1805  N.  145th  St. 

Omaha,  NE  68154-1179 

Michael  P.  Fee,  M.D. 

UNMC -600  S.  42nd  St. 

Omaha,  NE  68198-4455 

Peter  J.  Murphy,  III,  M.D. 

10105  Maple  St. 

Omaha,  NE  68134 

J.  Tyler  Martin,  M.D. 

109  N.  15th  St.,  #20 
Norfolk,  NE  68701 

Phillip  E.  Burket,  M.D. 

3016  W.  Faidley 
Grand  Island,  NE  68803 


SALUTE  TO 

MEDICAL  DOCTORS'  DAY 


nuii*  wjuJ 

A }iiuc!ation ^uxifiary 


These  members  of  the  state  board 
of  the 

Nebraska  Medical  Association  Auxiliary 
have  contributed  to  the 

American  Medical  Association 
Education  and  Research  Foundation 


in  honor  of 

MEDICAL  DOCTORS'  DAY 


Colleen  Adam 
Roxanne  Bascom 
Barbara  Bohi 
Alleen  Bosley 
Mona  Damico 
Harriette  Francis 
Barbara  Gammel 


Carol  Ann  Hehner 
Bill  and  Nancy  Ingham 
Carmen  Kleager 
Elba  Lau 

Maria  O’Donohue 
Desta  Osborne 
Barbara  Peck 
Kay  Reed 


Carol  Rogers 
Jeanne  Rusthoven 
Linda  Schafer 
Dorothy  Schaffer 
Jeannette  Schlichtemeier 
Dorothy  Shapiro 
Donna  Stone 
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COMING  MEETINGS 


UNIVERSITYOF  NEBRASKA  MEDICAL  CENTER 
Upcoming  Continuing  Education  Courses 


APRIL  15-16,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

APRIL  29-30,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Norfolk,  Ne- 
braska. Registration  Fee  $ 1 65. 1 3 Hours  AMA 
Category  I. 

MAY  10-11,  1993  — Advanced  Trauma  Life 
Support.  Omaha,  Nebraska.  Registration  Fee: 
$525.00.  1 7.0  Hours  AMA  Category  I.  1 6.0 
Prescribed  Hours  AAFP.  17.0  Hours  ACEP 
Category  I.  Reverification  available. 

MAY  1 3-1 5,  1 993  — Treatment  of  the  Allergic 
Patient.  Omaha,  Nebraska. 

MAY  1 7-1 8,  1 993  — Advanced  Life  Support  In 
Obstetrics.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $300. 1 4 Hours  AMA 
Category  I.  16.0  Prescribed  Hours  AAFP. 

MAY  20-21,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $165.13  Hours  AMA 
Category  I. 

MAY  24-25,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JUNE  10,  1993  — Advanced  Cardiac  Life  Sup- 
port. Renewal  Verification.  Omaha,  Nebraska. 
Registration  Fee  $85.  7 Hours  AMA  Cat- 
egory I. 

JUNE  11,  1993  — Advanced  Cardiac  Life  Sup- 
port. Instructor  Verification.  Omaha,  Ne- 
braska. REgistration  Fee  $ 1 00.  6 Hours  AMA 
Category  I. 

JUNE  21-22,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 


braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JULY  8-9,  1993  — Advanced  Pediatric  Life  Sup- 
port. Initial  Verification.  Omaha,  Nebraska. 
Registration  Fee  $165.  13  Hours  AMA  Cat- 
egory I. 

JULY  12-13,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

For  further  information,  contact  Cindy  hlanssen.  Uni- 
versity of  Nebraska  Medical  Center,  Center  for  Continuing 
education,  6 00  So.  42nd  Street,  Omaha,  Nebraska  68 1 98- 
5651.  Call  (402)  559-59 1 9 or  use  our  toll  free  MD  Advan- 
tage number  and  ask  for  Continuing  Education  1(800) 
652-  1095  nationwide.  Fax  number  (402)  559-5915. 


THE  UNIVERSITY  OF  IOWA 
COLLEGE  OF  MEDICINE 

CLINICAL  MANAGEMENT  OF  LIPID  DISOR- 
DERS — (In  cooperation  with  The  American 
Heart  Association  and  Bristol-Myers  Squibb) 
Workshops  will  be  conducted  April  23,  24,  & 
25,  1 992  August  20,  21  & 22,  1 992,  Novem- 
ber 5,  6,  & 7,  1992. 

For  further  information  and/or  an  application  form 
write  to:  The  Lipid  Disorders  Training  Center,  S249 
Westlawn,  The  University  of  Iowa,  Iowa  City,  IA  52242  or 
Call:  319/335-8203. 


UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE  ALUMNI  ASSOCIATION 

APRIL  24,  1993  — Annual  Business  Meeting, 
Saturday,  4:00  p.m.,  Conference  Room  4, 
Cornhusker  Hotel,  333  South  13th,  Lincoln, 
NE;  in  conjunciton  with  the  Nebraska  Medi- 
cal Association  Meeting.  Reception  follow- 
ing, Conference  Room  3.  Cash  Bar.  All  alumni, 
spouses,  faculty  and  friends  are  cordially 
invited. 
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MAY  10-14,  1993  — 14th  Annual  Practice  of 
Internal  Medicine,  Mayo  Foundation,  Roch- 
ester, Minnesota. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 
Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 
(507)  284-2509  or  Toll  Free  800-323-2688. 

UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

APRIL  1 6-1 8, 1 993  — 43rd  Annual  Postgraduate 
Symposium  on  Anesthesiology.  Target  Audi- 
ence: anesthesiologists,  family  physicians, 
nurse  anesthetists,  Ritz-Carlton  Hotel,  401 
Ward  Parkway,  Kansas  City,  MO.  Sponsor: 
Department  of  Anesthesiology,  the  Univer- 
sity of  Kansas  Medical  Center.  Fees:  to  be 
announced.  Credit  AMA  Category  1 of  the 
Physician's  Recognition  Award:  16.5  hours 
American  Academy  of  Family  Physicians:  to 
be  announced,  American  Association  of 
Nurse  Anesthetists:  to  be  announced,  Ameri- 
can Nurses  Association:  to  be  announced. 

Contact:  Office  of  Continuing  Education,  University  of 
Kansas  Medical  Center,  (913)  588-4488. 


NEBRASKA  ASSOCIATION 
OF  PATHOLOGISTS 
1992-1993  PROGRAM  SCHEDULE 

Caniglia's  Venice  Inn 
3rd  Wednesday  of  each  Month 
Scientific  Session:  5:30  - 6:30  p.m. 

APRIL  21 , 1 993  -"Biological  and  Clinical  Signifi- 
cance of  Cytogenetic  Abnormalities  in  Mes- 
enchymal Neoplasms",  Julia  Bridge,  M.D., 
Associate  Professor  of  Pathology  and  Micro- 
biology, University  of  Nebraska  Medical  Cen- 
ter. 

MAY  1 9,  1 993  — To  be  announced. 


MAYO  FOUNDATION 

SEPTEMBER  19-29,  1993  - VI  International 
Symposium  on  Tuberous  Sclerosis  Complex, 
Program  Site:  Rochester,  MN. 

OCTOBER  2-5,  1993  - IV  International  Work- 
shop on  Multiple  Myeloma,  Program  Site. 
Rochester,  MN. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  (507)  284-2509  or  Toll  Free  800-323-2688. 


WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
Office  of  Continuing  Education 

SATURDAY,  APRIL  24,  1 993  — Hemodynamic 
Monitoring  In  Anesthesia  and  Intensive  Care. 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  6.5  credit  hours  AMA  Category  1. 
Program  Chairman:  Demetrios  C.  Lappas, 
M.D. 

FRIDAY-SATURDAY,  APRIL  30-  MAY  1 , 1 993  - 
Hearing  Aid  Conference.  Location:  Frontenac 
Hotel,  St.  Louis,  Missouri. 

WEDNESDAY,  MAY  5,  1 993  - Update  In  Tho- 
racic Surgery.  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri.  Pro- 
gram Chairmen:  Joel  D.  Cooper  and  Alec 
Patterson,  M.D. 

THURSDAY-SATURDAY,  MAY  6-8,  1993, 
WUMCAA  Reunion.  Location:  Washington 
University  Medical  Center,  St.  Louis,  Mis- 
souri. 

THURSDAY,  MAY  1 3, 1 993  — Current  Perspec- 
tives In  Menopausal  Problems.  Location:  The 
Ritz-Carlton  Hotel,  St.  Louis,  Missouri.  Pro- 
gram Chairman:  Louis  V.  Avioli,  M.D. 


ABCS  Of  Pediatrics: 

A Saturday  Morning  Monthly  Program  Series 

8:30  a.m.  - 12:00  Noon, 

Cooper  Auditorium,  College  of  Nursing,  UNMC 
(No  Registration  Fee) 

MAY  1 5,  1 993  — Common  Pediatric  Gl  Disor- 
ders, ABCs  of  Pediatrics:  8:30  a.m.  - 12:00 
Noon,  Cooper  Auditorium,  College  of  Nurs- 
ing, UNMC  (No  registration  fee). 

JUNE  5, 1 993  — Renal  Disease  in  Children,  8:30 
a.m.  - 1 2:00  Noon,  Cooper  Auditorium,  Col- 
lege of  Nursing,  UNMC  (No  registration  fee). 

NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  -House  of  Delegates,  April 
23-25,  1993,  Cornhusker  Hotel,  Lincoln. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 9-11,  1993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  — House  of  Delegates,  April 
28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Septem- 
ber 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

THURSDAY-SATURDAY,  APRIL!  5-1  7, 1993- 
Diagnostic  Dilemmas  in  Women's  Health 
Care,  Marriott  Hotel,  Omaha,  Nebraska.  Tar- 
get Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

THURSDAY,  APRIL  29, 1 993  - Common  Infec- 
tious Disease  Problems  in  Primary  Care:  Fo- 
cus on  the  Pediatric  Patient,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Pediatricians,  ENT,  Emer- 
gency Medicine  Physicians.  Fee:  $35. 

APRIL  26-  MAY  7,  1993,  11  DAYS  - Family 
Practice  Review,  Center  for  Continuing  Edu- 
cation, UNMC,  Omaha,  Nebraska.  Target 
Audience:  Family  Physicians,  Fee:  $1100  - 
two  week  session,  $750  - one  week  session, 
$1250  - split  sessions. 

FRIDAY,  APRIL  30, 1 993  — Common  Infectious 
Disease  Problems  in  Primary  Care:  Focus  on 
the  Pediatric  Patient,  Red  Lion  Hotel,  Omaha, 
Nebraska.  Target  Audience:  Primary  Care 
Physicians,  Pediatricians,  ENT,  Emergency 
Medicine  Physicians,  Fee  $35. 

TUESDAY  EVENING,  MAY  25,  1993  - Heart- 
land Risk  Reduction  Society  "Use  of 
Transdermal  Nicotine"  — Riverside  Golf  Club, 
Grand  Island,  Nebraska.  Target  Audience: 
Health  care  providers  who  treat  patients  with 
atherosclerotic  vascular  diseases,  Fee:  No 
charge. 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 
1 993  — Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska.Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23, 1 993  — An  Interdisciplinary  International 
Symposium  on  Gastrointestinal  Dysfunction 
in  Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists. 

MONDAY  - SATURDAY,  OCTOBER  4-9,  1 993 
— Emergency  Medicine  Review,  Center  for 


Continuing  Education,  UNMC,  Omaha,  Ne- 
Valerie  McCann,  RN,  MS;  Roger  Jackson, 
MD;  Robert  Rondinelli,  MD;  David  Tillema, 
MD;  Ernest  Neighbor,  MD,  JD.  Fees:  To  be 
announced.  Credit:  AMA  Category  I:  1 1.75 
credit  hours. 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 
Advanced  Cardiac  Life  Support  — Provider, 
Renewal  and  Instructor;  Pediatric  Advanced 
Life  Support  — Provider,  Renewal  and  In- 
structor; Advanced  Trauma  Life  Support  — 
Provider  and  Reverification.  These  programs 
are  offered  by  the  Center  for  Continuing 
Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll-free  MD  Advantage  Number  and 
ask  for  Continuing  Education  (800)  642-1095  Nationwide, 
Fax  Number  (402)  559-591 5. 

1992-93  DISTINGUISHED  LECTURE  SERIES 

APRIL  21,  1993  — Philip  J.  DiSaia,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

JUNE  16,  1993  — Joyce  Lashoff,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 
O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 
Division,  2500  California  Street,  Omaha,  NE  68 1 78. 

CREIGHTON  UNIVERSITY 

APRIL  24, 1 993  — Advances  in  AntiCoagulation, 
Creighton  Cardiac  Center,  Omaha,  NE. 

APRIL  24-25, 1 993  — Third  Annual  Anesthesiol- 
ogy Conference,  Hands-on  Workshop: 
Epidurals  & Fiberoptic  Intubation,  Marriott 
Hotel,  Omaha,  NE. 

MAY  7-8,  1 993  — Therapeutic  Laparoscopy  for 
General  Surgeons,  1993  Advanced  Course, 
Creighton  University  School  of  Medicine, 
Omaha,  NE. 

MAY  20-23,  1 993  — A Review  of  Orthopaedics 
& Orthopaedic  Pathology,  Creighton  Cam- 
pus, Criss  II  Building,  Omaha,  NE. 

MAY  22,  1993  — Women  and  Heart  Disease, 
Creighton  Cardiac  Center,  Omaha,  NE 
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MAY  28-30,  1993  — Family  Medicine  Update, 
Okoboji,  IA. 

JUNE  25-26, 1 993  — Laparoscopy-Assisted  Vagi- 
nal Hysterectomy  Course,  Boys  Town  Board 
Room/Creighton  Campus,  Omaha,  NE. 

JULY  16-1  7,  1993  — Therapeutic  Laparoscopy 
for  General  Surgeons,  1993  Basic  Course, 
Creighton  University  School  of  Medicine, 
Omaha,  NE. 


JULY  29,  1 993  — International  Humanae  Vitae 
Conference,  25th  Anniversary  Celebration, 
Holiday  Inn  Central,  Omaha,  NE. 

DECEMBER  1 7-18,  1993  — Therapeutic 
Laparoscopy  for  General  Surgeons,  1993 
Advanced  Course,  Creighton  University 
School  of  Medicine,  Omaha,  NE. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 
2500  California  Street,  Omaha,  NE  68178-0072,  1-800- 
548-CMED  or  1-402-280-1830. 


AM  A NEWS  NOTES 


HEALTH  SYSTEM  NEEDS 
'RADICAL  SURGERY' 

The  AMA  favors  total  reform  of  the  nation's 
health  care  system,  as  long  as  that  reform  in- 
cludes cost  containment  and  "puts  our  patients 
first." 

AMA  President  John  Lee  Clowe,  MD,  deliv- 
ered this  AMA  message  last  week  to  California's 
Orange  County  Chamber  of  Commerce  and 
Industry,  saying  "radical  surgery  is  needed"  in 
system  reform. 

Clowe  told  the  group  the  AMA  continually 
communicates  to  government  leaders  "that  strict 
national  budgets  and  price  controls  are  unwise, 
unworkable,  and  contrary  to  the  best  interests 
of  patients." 

He  said  the  AMA  agrees  that  managed  com- 
petition seems  to  be  "the  most  workable  alterna- 
tive for  system  reform,"  warning  that  managed 
competition  must  be  "truly  managed  — and  not 
controlled." 

Cutting  administrative  red  tape,  forcing  insur- 
ance reforms,  slashing  the  costs  of  defensive 
medicine,  and  eliminating  inappropriate  care 
are  also  essential  to  "total  system  reform,"  he 
added. 

★ ★ ★ 


AMA  DIRECTS  REFORM  ISSUES  TO  MEDIA 

AMA  officials  continue  to  participate  in  me- 
dia interviews  and  to  visit  with  editorial  boards 
and  reporters. 

This  ongoing  effort  keeps  the  AMA's  views  on 
health  system  reform  at  the  forefront  of  Ameri- 
can thinking. 

In  March,  EVP  James  S.  Todd,  MD,  appeared 
on  "This  Week  with  David  Brinkley,"  where  he 
was  interviewed  by  ABC  correspondents  David 
Brinkley  and  Sam  Donaldson,  and  by  syndi- 
cated columnist  George  Will. 

On  the  program,  Dr.  Todd  reinforced  the 
AMA's  stand,  stressing  physicians  willingness  to 
do  their  fair  share  of  sacrifice  for  effective  sys- 
tem reform  and  the  need  for  an  essential  ben- 
efits package  for  all  Americans. 

He  also  said  patients  must  retain  their  right  to 
choose  physicians  to  provide  their  health  care.. 

"We  should  determine  a level  of  health  care 
to  which  every  American  ought  to  have  access," 
said  Dr.  Todd. 

★ ★ ★ 
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125th  Annual  Session 


THE  NEBRASKA 
MEDICAL  ASSOCIATION 

MEDICAL  ETHICS 
in  the 

CHANGING  WORLD 


HEALTH  CARE  REFORM 


of 


APRIL  23-25,  1993 


Cornhusker  Hotel 
Lincoln,  Nebraska 
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Sheppard,  a local  landscape  artist. 
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UNMC  Annual  Alumni  Meeting,  4:00  p.m.,  Conference  Room  4 
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Recognition  of  Barbara  Bohi  as  President  of  the 
Nebraska  Medical  Association  Auxiliary 

7:00  pan.  INAUGURAL  DINNER  — featuring  "Cuisines  of  the  World", 
followed  by  an  evening  of  dancing 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor  Roger  S.  Jemstrom, 
M.D.,  Lincoln,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor  Sushil  S.  Lacy, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor  Gordon  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor  Richard  M.  Pitsch, 
M.D. , Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan 

NINTH  DISRICT:  Councilor  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster. 

ELEVENTH  DISTRICT : Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Artier,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 
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PRESIDENT 

Elvin  G.  Brown,  Hastings  

Roger  P.  Massie,  Plain  view 

Wendell  L.  Fairbanks  Alliance 

Kay  A.  Keifer,  Kearney  

Gerald  W.  Luckey,  David  City  . 

R.  R.  Andersen,  Nehawka 

Calvin  Cutright,  Sidney  

E.  L.  Sucha,  West  Point 

Loren  Jacobsen,  Broken  Bow  ... 


Mark  C.  Johannsen,  Fremont 

Willis  L.  Wiseman,  Wayne 

Murray  Markley,  Loup  City 

Blake  Butler,  Beatrice 

Richard  E.  Goble,  Grand  Island  .... 

J.  C.  Wilcox,  Aurora 

Melvin  Campbell,  Ainsworth  

Kaye  B.  Carstens,  Fairbury  

Berl  W.  Spencer,  Ogallala 

D.  M.  Laflan,  Creighton  

W.  T.  Griffin,  Lincoln 

Gary  L.  Conell,  North  Platte 

Steffan  R.  Lacey,  Norfolk 

Patrick  E.  Brookhouser,  Omaha  ... 

Richard  Votta,  Norfolk 

Margaret  K.  Stockwell,  Gordon  .... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete  

Jan  Golnick,  Papillion 

John  Hansen,  Wahoo 

Vincent  G.  Bjorling,  Scottsbluff  .... 

Paul  E.  Plessman,  Seward  

Jeff  Hollis,  Geneva 

Richard  E.  Jackson,  Pawnee  City  . 

Richard  F.  Klug,  McCook  

Ronald  P.  Morse,  Tekamah 

Darroll  Loschen,  York 


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 


Jeffrey  P.  Lee,  V.  F’res.,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  Dorwart,  Sidney 
Scott  D.  Green,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Lei  and  F.  Lamberty,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  814  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8‘/4  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publicatioa  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 


Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


H ON  LEY  MEDICAL 

SUPPLY  COMPANY 

P.O.  Box  83108  Lincoln  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.#  Inc. 

P.O.  Box  278  • 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  • Statements 
Envelopes  • Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 
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MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


" I m practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.’’ 

Owen  Brodie, 
MD,  joined 
CompHealth’s 
locum  tenens 
medical  staff  in 
1989,  after  21 
years  in  private 
practice.  Since 
then  he's  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  for  private  practitioners  across  the  country. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 

It  s a great  way  to 
practice  medicine 

CompHealtti 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich 


Drug/Alcohol/ Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care 
Locum  Tenens  positions.  Full-time,  and  regular  part- 
time.  Numerous  Iowa  locales.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul 
malpractice  with  unlimited  tail,  excellent  benefit 
package/bonuses  to  full-time  physicians.  Contact 
Acute  Care,  Inc.,  P.O.  Box  51 5,  Ankeny,  IA  50021, 
phone  1-800-729-7813  or  515-964-2772. 

PHYSICIAN  FACULTY,  FAMILY  PRACTICE  RESI- 
DENCY PROGRAM:  Clarkson  Family  Medicine 
started  its  Family  Practice  Residency  on  July  1, 
1991.  With  a rapidly  growing  patient  base  and  with 
anticipation  of  repeating  our  success  in  filling  all 
resident  positions  in  the  MATCH,  we  are  seeking 
additional  educators  to  join  us  in  preparation  for 
our  third  Residency  class  in  1993.  ABFP  certifica- 
tion, practice  or  teaching  experience  and  OB  skills 
required.  Join  us  and  be  a part  of  the  development 
and  growth  of  Clarkson  Hospital's  only  Residency 
Program.  Excellent  salary  and  benefits.  Clarkson 
takes  pride  in  being  a smoke-free  environment  and 
does  not  hire  applicants  that  use  tobacco  products. 
EOE.  Send  CV  and  letter  of  inquiry  to  Richard  A. 
Raymond,  M.D.,  Director,  Clarkson  Family  Medi- 
cine, 4200  Douglas  Street,  Omaha,  Nebraska  68131. 

PHYSICIAN/OB  GYN:  Heartland  Family  Health 
Centers,  affiliated  with  Saint  Joseph  Hospital  at 
Creighton  University  Medical  Center  in  Omaha, 
Nebraska,  is  currently  seeking  three  full-time  OB/ 
GYN  physicians.  These  positions  are  non-tenure 
track,  community-based,  with  Creighton  University 
faculty  appointments  available.  Contact  Shelley 
Andersen  at  (402)  449-5432  collect  for  more  infor- 
mation. 

URGENT  CARE  - OMAHA:  Opportunities  for 
part-time  employment  in  urgent  care  centers  lo- 
cated in  Omaha,  NE.  Primary  care  training/experi- 
ence  required.  Flexible  scheduling.  Competitive 
compensation.  Reply  to  Box  #043,  c/o  Nebraska 
Medical  Journal,  233  S.  13th  St.,  #1512,  Lincoln, 
NE  68508-2091. 

FAMILY  PRACTICE  OPPORTUNITY:  Mid-Ne- 
braska physician  is  seeking  an  associate  or  an 
opportunity  to  sell  the  practice.  Will  stay  to  intro- 
duce patients.  Contact  Box  #38,  c/o  Nebraska 
Medical  Journal,  233  S.  13th  Street,  #1512,  Lin- 
coln, NE  68508-2091. 


FAMILY  PRACTICE,  INTERNAL  MEDICINE,  OB/ 
GYN  AND  GENERAL  SURGERY  PRACTICE  OP- 
PORTUNITIES: Rural  lake  country  community  is 
seeking  the  above  practitioners  to  join  an  active  1 2 
physician  multispecialty  group.  Quality,  comfort- 
able living  environment,  multiple  recreational  ac- 
tivities, fine  educational  opportunities  and  cultural 
activities  abound.  Opportunity  includes  relaxed 
call,  liberal  salary  and  exceptional  benefits.  Send 
curriculm  vitae  or  inquiries  to  Lake  Region  Clinic, 
P.C.,  Attn:  Joel  Rotvold,  P.O.  Box  1 1 00,  Devils  Lake, 
ND  58301,  or  call  collect  at  (701)  662-2157  for 
further  information. 

GENERAL  SURGEON:  Seeking  BC/BE  general 
surgeon  to  join  progressive  Gen./Periph.  Vase, 
group  practice  in  Lincoln,  Nebraska.  Competitive 
compensation/benefits  package.  Excellent  oppor- 
tunity with  long  term  growth  potential.  Please  con- 
tact or  send  C.V.  to  Box  044,  Nebraska  Medical 
Journal,  233  South  13th  St.,  #1512,  Lincoln,  NE 
68508. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE - Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  the  Illinois, 
Kansas,  Nebraska,  Ohio,  Texas  and  Wisconsin, 
some  near  the  Minnesota  border;  INTERNAL  MEDI- 
CINE positions  in  Wisconsin;  OB/GYN  positions  in 
southeastern  Wisconsin.  We  would  be  happy  to 
provide  you  with  further  information.  Please  call 
toll-free,  1-800-243-4353  or  send  your  CV  to 
Strelcheck  & Associates,  Inc.,  1 0624  N.  Port  Wash- 
ington Rd.,  Mequon,  Wl  53092. 

DERMATOLOGY,  GASTROENTEROLOGY, 
NEUROSURGERY,  OCCUPATIONAL  MEDICINE, 
ONCOLOGY,  ORTHOPEDICS,  ORTHOPEDICS- 
HAND,  UROLOGY:  Strelcheck  & Associates,  Inc., 
an  extension  of  our  clients  recruiting  departments, 
has  positions  available  in  Wisconsin  and  Michigan. 
We  would  be  happy  to  provide  you  with  further 
information.  Please  call  1-800-243-4353  or  send 
your  CV  to  Strelcheck  & Associates,  Inc.,  1 0624  N. 
Port  Washington  Rd.,  Mequon,  Wl  53092. 

PHYSICIAN:  Midwest  medical  urgent  care  clin- 
ics, affiliated  with  Sain  t Joseph  Hospital  at  Creighton 
University  Medical  Center  in  Omaha,  Nebraska,  is 
currently  seeking  two  full-time  physicians.  These 
positions  are  on  a contract  basis.  Qualified  physi- 
cians must  have  Family  Practice,  Internal  Medicine 
or  Pediatric  background.  One  staff  position  avail- 
able that  includes  Medical  Director  duties.  Contact 
Shelley  Andersen  at  (402)  449-5432  collect  for 
more  information. 
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OPPORTUNITY:  Family  practice  opportunity  in 
Western  Nebraska  for  Board  Certified  or  Board 
Eligible  Family  Physician.  Competitive  salary  100- 
120K  plus  incentive  bonuses  and  other  benefits. 
Excellent  hunting  and  fishing  area.  Close  to  the 
Black  Hills.  Hours  away  from  major  ski  resorts  and 
metro  area.  Good  schools,  great  place  to  raise  a 
family.  For  more  information,  contact  Ruth  Edgar, 
O.M.  at  (308)  762-3741  or  send  CV  to  Alliance 
Medical  Center,  P.C.,  2307  Box  Butte  Avenue, 
Alliance,  NE  69301. 


EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  the  North  Memorial  Medical  Center  primary 
care  network.  Opportunities  in  family  practice, 
internal  medicine  and  OB/GYN  that  allow  security 
and  stability  without  sacrificing  autonomy.  Single 
and  multi-specialty  groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportunities  with 
North/University  of  Minnesota  residency  program. 
Competitive  compensation  structures  and  flexible 
schedules  with  independent  or  hospital-owned 
group  practices.  Immediate  access  to  Minneapolis/ 
St./  Paul  attractions.  Central  to  Minnesota's  abun- 
dant lakes  country.  If  you're  BC/BE,  send  your  CV  or 
call  in  confidence:  Mark  Billmayer,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave.,  North, 
Robbinsdale,  MN  55422,  (800)  255-6353,  ext.  1 336. 


AMA  NOTES 


EXTRAPOLATION  BILL  INTRODUCED 

Legislation  to  prohibit  the  use  of  Medicare 
claim  sampling  and  extrapolations  to  deny  claims 
or  recover  overpayments  has  been  introduced 
by  Sen.  David  Pryor  (D,  Ark.)  and  Sen.  George 
Mitchell  (D.,  Maine). 

The  bill  responds  to  concerns  that  HCFA's 
claim  sampling  technique  of  adding  Medicare 
payments  to  providers,  including  home  health 
agencies,  has  led  to  the  improper  denial  of 
Medicare  benefits  to  some  beneficiaries  and  to 
the  bankruptcy  of  home  health  agencies. 

The  AMA  supported  limits  on  the  use  of 

extrapolation  that  were  included  in  antihassle 

legislation  introduced  in  Congress  last  year. 

★ ★ ★ 


Sixteenth  Annual 
Black  Hills  Seminar 
Advances  in 
Clinical  Pediatrics 
June  16-18, 1993 

Golden  Hills  Resort,  Lead  South  Dakota 

sponsored  by 

University  of  South  Dakota  School  of  Medicine 
and  the 

A.A.P.  South  Dakota  Chapter 

Topics  include:  Dermatology,  Genetics,  Infectious  Disease, 
Neonatology,  Pharmacology  and  Trauma. 

CME  Credit  will  be  available. 

Contact: 

DEBBIE  MEYER  - USD  School  of  Medicine 
1 1 00  S.  Euclid,  P.O.  Box  5039,  Sioux  Falls,  SD  571 1 7-5039 
605-333-5210 
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C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison York 

Joel  T.  Johnson,  M.D Kearney 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-IIOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

William  F.  Becker,  M.D Norfolk 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D., Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

John  L.  Reed,  M.D., Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

John  C.  Sage,  M.D Omaha 

C.  T.  Frerichs,  M.D Beatrice 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

R.  Michael  Kroeger,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-IIOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Wesley  G.  Wilhelm,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

COMMISSION  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Chris  C.  Caudill,  M.D Lincoln 

Michael  J.  Haller,  M.D Omaha 

Robert  E.  Houston,  M.D Franklin 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Bradley  Rodgers,  M.D Kearney 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Todd  S.  Sorensen,  M.D Scottsbluff 

Stephen  Stripe,  M.D Humboldt 

NMA/CREICHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder  York 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donohue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Stanley  F.  Nabity,  M.D Grand  Island 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NM  A/UN  CM  COORDINATING  COMMITTEE 
NMA  Representatives 

Darroll  J.  Loschen,  M.D.,  NMA  Chairholder York 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D ; Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D.  Omaha 

James  F.  Panzer,  M.D Gordon 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Hiram  R.  Walker,  M.D.,  Chairholder Kearney 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

Glen  F.  Lau,  M.D Lincoln 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Mrs.  Charles  Damico Hastings 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Mrs.  Richard  Jirovec Lincoln 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Mrs.  Robert  Osborne Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Peter  J.  Whitted,  M.D Omaha 

Charles  S.  Wilson,  M.D Lincoln 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 

Stanley  F,  Nabity,  M.D.  OBSTETRICS  - GYNECOLOGY 
Barton  D.  Urbauer,  M.D.  John  P.  Reilly,  M.D. 

INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 
11-93 
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CONSULTATIVE 
NEPHROLOGY  & 

ORGAN  TRANSPLANTATION 


Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


4-93 
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LINCOLN 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


8-93 


eye 

=)  surgical 
— associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutlon,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laoaroscoplc  Surgery  • Gl  Surgical  Oncology 


1-402-435-1466 


PROFESSIONAL  OFFICE  BUILDING 
2221  S.  17th  St.,  SUITE  405 
LINCOLN.  NE  66502 


1-800-MED-LINC 


1-94 


GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68605 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-5511 

1 -(800)  347-6880  9-93 
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•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY ■ HAND SURGERY 
•JOINT  DISEASE 4 TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDRENS  ORTHOPAEDICS 
•SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dom,  Suite  201 
Lincoln,  Nebraska 

10-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


GENERAL  ORTHOPAEDICS 
ARTHROSCOPY 
TOTAL  JOINT 
REPLACEMENTS 
CHILDREN'S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

■ SHOULDER  SURGERY 

10-93 


I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 


Board  Certified  Orthopaedic  Surget 

Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street* *  Suite  100*  Uncoln,  NE  68510  11-93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-93 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 

Joseph  R.  Gard,  M.D. 

Steven  K.  Krueger,  M.D. 

Kaliprasad  N. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Ayala,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-93 


rM' 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 

Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 


9-93 


LINCOLN,  cont. 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D..  F.A.C.O.G. 

Joseph  G.  Rogers,  MD.,  F.A.C.O.G. 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G. 

GregoryW.Heidnck.M.D.,  F.A.C.O.G. 

Yvonnek.  Davenport,  M.D.,  F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

r—  24  HOUHS  • 7 DAYS  A WEEK  — 1 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 
URINARY  PROBLEMS 

1 NEW  PATIENTS  WELCOME ' 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200, 301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 
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Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

H| 

Benjamin  R.  Gelber,  M.D. 
Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 
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medical 

services 

po 
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A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O. 
MICHAEL  J.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID L.  KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.  OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 
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LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-93 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEPDISORDERMEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 

8-93 


Prairie  surgical 

ASSOCIATES  PC. 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  Genera!  Surgery 


Plaza  Mali  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


UROLOGY,  P.C 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 
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1 LINCOLN,  cont.  1 1 OMAHA,  cont.  ■■gill 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  48(M242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-93 
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Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  F.A.C.S.  R.  Michael Kroeger,M.D..FAC.S. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 
H.  Jeoffrey  Deeths,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Urology 


111S.  90th  Street 
Omaha,  NE  68114 
(402)  397-9800 
800-882-4770 


Satellite  Clinic 
Papillion,  NE 


394 


Stanley  M.  TruhUen.  M.D..  F.A.C.S. 
C.Rex  lalta.  M.D..  F.A.C.S. 

AFFILIATED 

John  T.  Ramxell.  M.D.,  F.A.C.S. 

Raymond  M.  CroMman,  III.  M.D..  F.A.C.S. 

EYE  PHYSICIANS 

Camilla  R.  Paraon,  M.D. 
JohnD.  Peter*.  M.D. 

& SURGEONS,  P.C. 

Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 

Laser  Surgery-Retinal  & Vitreous  Surgery 

Cornea  & Anterior  Segment  Surgery 

TWO  LOCATIONS 

210  Regency  Parkway,  Suite  10 

4242  Farnam  Street.  Suite  247 

Omaha,  NE  681 14 

Omaha,  NE  68131 

(402)  391-3131 

(402)  552-2300 

FAX  (402)  391-3147 

FAX  (402)  552-2301 

5-94 

Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 

Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 

11-93 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS.  M.D. 

PATRICK  W.  BOWMAN,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M D. 

JACK  A.  MCCARTHY,  M.D. 

R MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

ERIC  D.  PHILLIPS,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 

399-8550 

Appointments  399 -8484 

Billing 399-9301 
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The 

®HEART^4 — 4 — i — i 

Center  of  Nebraska 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

PHILLIP  E.  BURKET,  M.D. 

Board  Certified  Cardiologist 

3016  West  Faidley  P O.  Box  5345  Grand  Island,  NE  68802 
Office:  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 
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Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 

COLUMBUS  - 2363  18th  AV. 

402-563-3379 

NORFOLK -1300  NEBRASKA  A V. 

402-379-3250 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 
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PHYSICIAN'S  DIRECTORY,  cont. 


OMAHA,  cont. 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha,  Nebraska  681 22 

(402)  391  -1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
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PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  "F"  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2-94 


7441  "0‘  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


j SCOTTSBLUFF  I 

Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1.  SCOTTSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)  635-391 1 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)  284-401 1 (308)635-3911 

9.  SIDNEY 

(308)  635-3911 


PAPILLION 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste.  102  • Papillion,  NE  68128-4782 
© (402) 339-8974 


NIOSH  CERTIFIED  B*  READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68122 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

American  Red  Cross,  Lancaster  County  Chapter 
1701  E.  Street,  P.O.  Box  83267,  Lincoln,  NE  68501 
Blue  CrosVBlue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103,  Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omana,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  it  Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
Community  Health  Plaza,  7101  Newport  Ave.  #301 , 

Omaha,  NE  68152-3180 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #307,  Omaha,  NE  68122 
Nebraska  Academy  of  Ophthalmology 
Vincent  J.  Sutton,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
W.  Fletcher  Reel,  Chapt.  Admin. 

Twin  Towers,  North,  7th  Floor,  3001  Douglas,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D. 

2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D.,  President 
2205  S.  10th  St„  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Alex  Stolarskyj,  M.D.,  President 
13918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Regional  Council 

American  Academy  of  Child  and  Adolescent  Psychiatry 
Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68108 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
4239  Famam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 
Affiliate  of  the  American  Association  of  Medical  Assistants 
Donna  Slama,  President 
6900  L Street,  Lincoln,  NE  68510 
Nebraska  Society  of  Respiratory  Care 

Marcy  Wyrens,  RRT,  Legislative  Chairman 
Lincoln  General  Hospital,  2200  S.  16th  St.,  Lincoln,  NE  68502 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114 
Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
1111  S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7389  Pacific  Street,  #229,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  NE  68509 
The  Poison  Center 
Childrens'  Hospital 
8301  Dodge  St.,  Omaha,  NE  68114 
(402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 
Charles  E.  Andrews,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
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The  If  B6BGDDQ  FAX22  gives  your  practice  maximum  benefits  for  a 
minimum  cost.  You  get: 


• A multi-function  fax  machine  for  instant  hard  copy  communications 

• An  answering  machine  interface,  permitting  your  callers  to  leave  a voice  message 
and/or  send  a fax,  both  on  the  same  call 


• A speaker  ph  ^e  for  convenient  group  discussions  and  hands-free  communications 

• A full-featured  telephone  to  replace  the  handset  on  your  desk 

• A convenience  copier  to  make  instant  duplications  and  back-up  your  office  copier 


W $ O COO  on  t*ie  Purchase 

JCIVC  4J  of  a RICOH 
FAX.22  with  your  Nebraska  Medical  Associa- 
tion membership.  The  Association  will  also 
receive  non-dues  income  for  your  purchase. 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  486-7200 
Omaha  96 1 6 M St.  33 1 -0607 


el 9< once  1.  Jones  PH.  el  al  Once  daily  pravastatin  m patients  with  primary  hypercholesterolemia  a dose 
■sponse  study  Cki  Carckoi  1991.14  146  151 

fMMACHOl  * (Pravastatin  Sodium  Tablets) 

ONTRAJNWCJmONS 

fypersensitMty  to  any  component  o I this  medication 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  function  tests  (see  WARNINGS) 

Pregnancy  and  lactation  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid  lowering  drugs  during 
[ tfggwcy  should  have  little  impact  on  the  outcome  o!  long  term  therapy  ot  primary  hypercholesterolemia  Cho 
sterol  and  other  products  ol  cholesterol  biosynthesis  are  essential  components  lor  fetal  development  (including 
.ynthesis  ot  steroids  and  cell  membranes)  Since  HMGCoA  reductase  inhibitors  decrease  cholesterol  synthesis 
md  posstoly  the  synthesis  ot  other  bwlogicafy  active  substances  derived  from  cholesterol,  they  may  cause  fetal 
tarm  when  administered  to  pregnant  women  Therefore.  HMG  CoA  reductase  inhibitors  are  contraindicated 
jumg  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  administered  to  women  of  childbearing 
»ge  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the  potential 
hazards.  It  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discontinued  and  the 
vitieni  apprised  o I the  potential  hazard  to  the  fetus 
WARNINGS 

Liver  Enzymes:  HMG  CoA  reductase  inhibitors,  like  some  other  lipid  lowering  the* apies.  have  been  associated 
tvjth  biochemical  abnormalities  ot  liver  function  Increases  ot  serum  transaminase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  o I normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been  reported 
n 1 3%  of  patients  treated  with  pravastatin  in  the  U S.  over  an  average  period  ot  18  months  These  abnormalities 
*ere  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration  In  those  patients  in 
wfcm  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued  from  therapy,  the 
transaminase  levels  usually  fell  slowty  to  pretreatment  levels  These  biochemical  findings  are  usually  asymptomatic 
although  worldwide  experience  indicates  that  anorexia,  weakness,  and/or  abdominal  pain  may  also  be  present  in 
rare  patients 

As  with  other  tipid- lower  mg  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin 
Serum  aminotransferases,  including  ALT  (SGPT).  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  dunng  the  remainder  ol  the  first  year,  and  penodically  thereafter  (e  g . 
at  about  six-month  intervals)  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  ntervaJs  It  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued  Persistence  ot  significant  aminotransferase  elevations  following  discontmua 
ton  o I therapy  may  warrant  consideration  ol  liver  biopsy 

Active  bvef  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
(X)NTRAIfiOCATIONS)  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history  ol 
I rver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/Metabolism)  Such 
patents  should  be  closely  monitored,  started  at  the  lower  end  ol  the  recommended  dosing  range,  and  titrated  to 
the  desired  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyotysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin  treated  patients  (see  ADVERSE  REACTIONS)  Myopathy,  defined  as  muscle  aching  or  muscle  weak 
ness  n conjunction  with  increases  m creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  m only  one  patient  in  clinical  trials  (<0  1%)  Myopathy 
should  be  considered  m any  patient  with  diffuse  myalgias,  musde  tenderness  or  weakness,  and/or  marked 
elevation  ot  CPK  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak 
ness,  particularly  it  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  m any  patient  experiencing  an  acute  or  senous  condition  predisposing  to 
the  development  of  renal  failure  secondary  to  rhabdomyotysis,  e.g  . sepsis;  hypotension;  major  sur- 
gery; trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  nsk  of  myopathy  dunng  treatment  with  lovastatm  is  increased  if  therapy  with  either  cyclosporine  gem 
fcrozil,  erythromycin,  or  niaan  is  admrustered  concurrently  There  is  no  experience  with  the  use  ol  pravastatin 
together  with  cyctosponne  Myopathy  has  nof  been  observed  in  clinical  trials  involving  small  numbers  ot  patients 
who  were  treated  with  pravastatin  together  with  macm  One  trial  ot  limited  size  irM*vmg  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS 
Drug  Interactions)  One  patient  developed  myopathy  when  ctofibrate  was  added  to  a previously  wen  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  ctofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined  use 
of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS) 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin 
Homozygous  Famtkal  Hypercholesterolemia  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo 
zygous  familial  hypercholesterolemia  In  this  group  ot  patients,  it  has  been  reported  that  HMG  CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 
Renal  Insufficiency.  A single  20  mg  oral  dose  ol  pravastatin  was  administered  to  24  patients  with  varying  degrees 
of  renal  mpairment  (as  determined  by  creatinine  clearance)  No  effect  was  observed  on  the  pharmacokinetics  ot 
pravastatin  or  its  3a -hydroxy  isomenc  metabolite  (SQ  31.906)  A small  increase  was  seen  in  mean  AUC  values  and 
half-lrfe  (tV2)  tor  the  inactive  enzymatic  nng  hydroxytation  metabolite  (SQ  31 .945)  Given  this  small  sample  size,  the 
dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who  are  receiving 
pravastatin  should  be  closely  monitored 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or 
weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil.  Niacri  (Nicotine  Acid),  Erythromycin  See  WARN 

NGS  Skeletal  Muscle 

Antipyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug- metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e  g.,  phenytom.  qumidine)  metabolized  by  the  cyto- 
chrome P450  system  wifl  occur 

Cholestyramney Colestipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  m the 
mean  AUC  of  pravastatin  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after  chofes 
tyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in  bio 
availably  or  therapeutic  effect  (See  DOSAGE  AND  ADMINISTRATION:  Concomitant  Therapy.) 

Wariam  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfann  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfann.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
dto  nof  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class,  f^tients  receiving  warfann-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed 
OmeMne  The  AUCq.^,  for  pravastatin  when  given  with  ametidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  atone  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  ametidine  compared  to  when  administered  with  antaad 
Digoxn  In  a crossover  tnal  mixing  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for 
9 days,  the  bioavailability  parameters  of  digoxin  were  not  affected  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31.906  and  SQ  31.945  was  not  altered 
Gemfibrozil  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  unnary  excretion  and  protein  binding  of  pravastatin  In  addition, 
there  was  a significant  increase  in  AUC.  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31 .906  Combination 
therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended 
In  interaction  studies  with  aspmn.  antacids  [1  hour  pnor  to  PRAVACHOL  (pravastatin  sodium)],  ametidine. 
neotne  aod.  or  probucol.  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL 
was  administered 

Other  Drugs  Dunng  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was  added 
to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calaum  channel  blockers,  beta-blockers, 
or  nitrogiycenn. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  arculating 
cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results  of 
cimcal  tnals  with  pravastatin  in  males  and  post -menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chononic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin  However,  the  percentage  of  patients  showing  a >50%  nse  in  plasma  testosterone  after  human 
chononic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients  The  effects,  if  any.  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown. 
Patients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriately.  Caution  should  also  be  exerased  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g..  ketoconazole.  spironolactone,  am- 
etidine) that  may  dimmish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear  cell 


infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a dose 
that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40  mg/day 
Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class 
A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (Wallerian  degeneration  of  reti 
nogeniculate  libers)  in  clinically  normal  dogs  m a dose  dependent  tashion  starting  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity)  This  same  drug  also  produced  ves 
tibulocochlear  Wallerian  like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2 year  study  in  rats  fed  pravastatin  at  doses  of 
10.  30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0  01)  Allhough  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC 

The  oral  administration  of  10.  30.  or  100  mg/kg  (produang  plasma  drug  levels  approximately  0 5 to  5 0 times 
human  drug  levels  at  40  mg)  ot  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared  to 
controls  (p<0  05)  The  incidence  was  not  dose  related  and  male  mice  were  not  affected 
A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25, 100.  and  400  mg/kg  body 
weight,  which  resulted  in  mean  serum  drug  levels  approximately  3. 15.  and  33  times  higher  than  the  mean  human 
serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Liver  carcinomas  were  significantly 
increased  m high  dose  females  and  mid  and  high  dose  males,  with  a maximum  incidence  of  90  percent  in  males 
The  inadence  of  adenomas  of  the  liver  was  significantly  increased  in  mid  and  high-dose  females  Drug  treatment 
also  significantly  increased  the  incidence  of  lung  adenomas  in  mid  and  high  dose  males  and  females  Adenomas 
of  the  eye  Hardenan  gland  (a  gland  ofthe  eye  of  rodents)  were  significantly  higher  in  high -dose  mice  than  in  controls 
No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat  liver  metabolic  activation,  in  the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  coh.  a forward 
mutation  assay  in  LSI  78Y  TK  + / mouse  lymphoma  cells,  a chromosomal  aberration  test  in  hamster  cells,  and  a 
gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice 
In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on  fertility 
or  general  reproductive  performance  However,  in  a study  with  another  HMG  CoA  reductase  inhibitor,  there  was 
decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  m a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  observed 
Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy,  de- 
creased spermatogenesis,  spermatocyte  degeneration,  and  giant  cell  formation  in  dogs  The  clinical  significance 
of  these  findings  is  unclear 

Pregnancy:  Pregnancy  Category  X:  See  CXJNTRAINDICATIONS 
Safety  m pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter?)  However,  in  studies  with  another  HMG-CoA  reductase 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and  have 
been  informed  of  the  potential  hazards  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL,  it  should  be 
discontinued  aid  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  ot  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS) 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4-month  long 
placebo  controlled  Inals.  1 7%  ol  pravastatin -treated  patients  and  1 .2%  of  placebo  treated  patients  were  discon 
trnued  from  treatment  because  ol  adverse  experiences  attributed  to  study  drug  therapy,  this  difference  was  not 
statistically  significant  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints.  During  clinical  trials  the  overall 
inadence  ol  adverse  events  in  the  elderly  was  not  different  from  the  inadence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2%  of 
pravastatin -treated  patients  in  the  placebo -controlled  tnals  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug 


All  Events  % 


Events  Attnbuted  to  Study  Drug  % 


Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardiovascular 

Cardiac  Chest  Pam 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4 0’ 

1 1 

1.3 

09 

Gastrointestinal 

Nausea/Vomit  mg 

7.3 

7.1 

29 

34 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  Pam 

5.4 

69 

2.0 

3.9 

Constipation 

_ L' 

24 

5.1 

Flatulence 

vjr  2.7 

3.4 

Heartburn 

W 20 

0.7 

General 


Fatigue 

3.8 

34 

Chest  Pam 
Influenza 

19 

T« 

Musculoskeletal 

r>~r\  7 

Localized  Pain 

100  ** 

9.0 

Myalgia 

2.7 

1.0 

Nervous  System 
Headache 
Dizziness 

Renal/Genitounnary 

iv.y. 

^B'defpy 

39 

if2 

Unnary  Abnormality 
Respiratory 

2.4 

29 

Common  Cold 

7.0 

6.3 

Rhinitis 

4.0 

4 1 

Cough 

2.6 

1.7 

19 

0.3 

0.0 

1.4 

0.6 


00 

0.1 

0.1 


10 

0.2 

00 

1.5 

0.0 

0.2 

0.5 


0.0 

0.0 

0.0 


’Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal  myopathy,  rhabdomyolysis 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  included 
one  or  more  of  the  following  features:  anaphylaxis,  angioedema.  lupus  erythematous-like  syndrome,  polymyalgia 
rheumatica.  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA.  ESR  increase, 
arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea,  toxic  epidermal 
necrolysis,  erythema  multiforme,  including  Stevens- Johnson  syndrome 
Gastrointestinal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and.  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction 
Eye  progression  of  cataracts  (lens  opaaties),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosmophilia  has  been  reported  Eosinophil  cants  usually  returned  to  normal  despite  contin- 
ued therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reductase  inhibitors 
Concomitant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic acid,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatm  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatm  or  pravastatin  alone  No  adverse  reactions  unique  to  the  combination  or  in  addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis  (with  or  without 
acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  m combination  with 
immunosuppressive  drugs,  gemfibrozil,  erythromycin,  a lipid-lowenng  doses  of  nicotinic  aad  Concomitant  ther- 
apy with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended.  (See  WARNINGS 
Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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• Improves  key  lipids  — significant  reduction  in  LDL-C1 

• Excellent  safety  profift“8sSg>  I 

• Easy  for  patients  — once-dailv  dosing,  well  tolerated  I 

• Usual  dose:  20  mg  once  daily  at  bedtime,  wilfror  without  food 


PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  lla  and  Mb)  when  the  response  to  diet  alone  has  not  been  adequate 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnfency  and  lactation  are  contraindications  to  the 

use  of  pravastatin  sodium 

Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS  in  the  brief 
summary  of  prescribing  information  on  the  adjacent  page. 
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for  more  than  six  decades.  The  new  Methodist  Cancer  Center 
continues  this  tradition  of  excellence.  The  Cancer  Center  features: 


• Excellence  in  cancer  treatment.  Health  care  providers 
in  the  Cancer  Center  are  dedicated  to  understanding 
the  cancer  patient’s  physical  and  emotional  needs. 

• Opportunity  for  interdisciplinary  care.  All  cancer 
treatment  team  members  are  on  site  to  directly 
manage  patient  care.  Patient  care  benefits  from  the 
physician  synergy  in  case  studies  and  consultations. 

• Greater  access  to  cancer  care  team  members. 

Primary  care  physicians  and  their  patients  and  family 
members  have  greater  access  to  vital  members  of  the 
cancer  treatment  team. 

• Centralization  of  treatment  and  support  services. 

All  services  — diagnosis,  treatment  and  recovery 
services;  patient  and  family  education  and  counseling; 


home  health  care;  rehabilitation;  pharmaceutical 
services;  social  services;  accounts  management;  and 
follow-up  monitoring  of  therapy  and  recovery  — 
are  available  from  one  location. 

• Wealth  of  data  and  information  for  physicians. 

The  Howard  B.  Hunt  Tumor  Registry  offers 
physicians  data  to  aid  in  patient  care.  The  registry 
records  data  on  all  patients  who  receive  cancer 
treatment  at  Methodist  Hospital  and  follows  them 
through  their  lifetime. 

By  encouraging  excellence  in  cancer  treatment 
and  streamlining  the  treatment  process  for  patients, 
Methodist  Hospital  hopes  to  ease  minds  as  well  as 
promote  healing. 
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CANCER  CENTER 


8303  DODGE  ST  . OMAHA,  NE  68114  • 402-390-5800 


Select  the  comprehensive 
insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 

• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 

Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 


Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
company  that’s  been  insuring 
doctors  in  Nebraska  for  more 
than  50  years. 


Yours  DeservesThe  Backing 
Of  AMulti-Billion  Dollar  Company 


Or  call  Robert  Slaughter  in  The  St.  Paul's  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 


After  all,  your  reputation  depends  on  it. 
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St.  Paul  Fire  and  Marine  Insurance  Company 


STEREOTACTIC 

RADIOSURGERY 

at  Clarkson  hospital 


STEREOTACTIC  RADIOSURGERY 

Clarkson  Hospital  offers  stereotactic  radio- 
surgery, a lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  with  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 


Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 


CLARKSON 

HOSPITAL 


Nebraska’s^^/T  Hospital 


STEREOTACTIC  ENDOCURIETHERAPY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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chronic  wounds. 


Physicians  know  and  agonize  about  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds.  To  address  this  recurring  problem,  Bergan 
Mercy  Medical  Center  opened  Omaha's  first  dedicated  Wound  Care  Center  last  year. 
This  facility  is  one  of  40  centers  across  the  country  providing  a specialized  and 
comprehensive  approach  to  the  treatment  of  chronic  nonhealing  wounds.  We  offer 
a specially  trained  staff,  advanced  growth-factor  technology  and  the  latest 
therapeutic  procedures  to  assist  you  and  your  patient. 

We  invite  you  to  tour  the  facility  and  to  meet  our  staff  of  professionals.  To  make 
an  appointment,  or  if  you  have  any  questions  about  the  Bergan  Mercy  Wound  Care 
Center,  call  our  program  director,  Loree  Henkel,  RN,  at  (402)  398-5500. 


R 

Bergan  Mercy 

MEDICAL  CENTER 

Wound  Care  Center® 

2011  South  75  th  Street 
Omaha,  NE  68124 
(402)  398-5500 


Breast  of 
chicken 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat,  cholesterol, 
and  calories.1 2' 


Calories 

Total 

Fat 

Saturated 

Fatty  Acids  Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1 .4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6.1  g 

2-2g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

•Table  refers  to  3-oz,  cooked  servings. 


Nebraska  Pork  Producers  Association 
Attn:  Jane  Kreutz-Reeson 
1222  L Street 
Aurora,  NE  68818 


Best  of 
pork 


New  study: 

Pork  is  now  31%  leaner 


Pork  is  leanertoday  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques. According  to  new  1991  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1991. 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products,  1979. 
Agricultural  handbook  8-5. 

TODAY’S  PORK 

The  Other  White  Meat 

© 1992  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Board 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 ’3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. . New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed . , p 176-188 
McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,  The  Journal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City  MO  64114 
American  Academy  of  Pediatrics 

James  E.  Strain,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Gold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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AMA  NEWS  NOTES 

AMA  ACTIONS  REVERSE 
HCFA  PAYMENT  POLICY 

AMA  actions  helped  reverse  a HCFA  policy 
prohibiting  primary  care  physicians  from  billing 
for  many  pre-  and  postoperative  consultations. 

The  new  policy,  effective  June  28,  eliminates 
any  distinction  between  primary  care  physi- 
cians and  specialists,  and  instructs  carriers  to 
use  the  current  CPT  definition  of  consultation  in 
determining  payment.  AMA  EVP  James  S.  Todd, 
MD,  wrote  to  William  Toby  Jr.,  HCFA's  acting 
administrator,  asking  it  to  reverse  the  policy. 

"The  AMA  believes  this  policy  is  wrong  and 
must  be  corrected,"  Dr.  Todd  wrote.  "Current 
clinical  practice  includes  numerous  circum- 
stances in  which  the  surgeon's  request  to  the 
patient's  primary  care  physician  for  a 
preoperative  medical  clearance  or  history  and 
physical  constitutes  a request  for  a consulta- 
tion." 


(continued  on  page  23A) 


A GREAT  WAY  TO  SERVE 


w 


hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  generol  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities os  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (512)369-3245 
Or  Write 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin,  TX  78743-6002 


AIR  FORCE  RESERVE 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 

N provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 


For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 
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FOUNDATIONS 


BUSINESS  INTERESTS 


OLNEY  FOUNDATION 


HOSPITALS 


BLUE  CROSS  AND  BLUE  SHIELD 
OF  NEBRASKA 

BCBSN-NMA  Health  Care  Plan 
HMO  Nebraska 
PPO  Nebraska 
Medicare  Supplemental 


ARCHBISHOP  BERGAN  MERCY  HOSPITAL 
BISHOP  CLARKSON  MEMORIAL  HOSPITAL 
BRYAN  MEMORIAL  HOSPITAL 
CHILDRENS  HOSPITAL 
GOOD  SAMARITAN  HEALTH  SYSTEMS 
IMMANUEL  MEDICAL  CENTER 
LINCOLN  GENERAL  HOSPITAL 
MARY  LANNING  MEMORIAL  HOSPITAL 
METHODIST  RICHARD  YOUNG  HOSPITAL 
NEBRASKA  METHODIST  HOSPITAL 
ST.  ELIZABETH  COMMUNITY  HEALTH  CENTER 
ST.  FRANCIS  MEDICAL  CENTER 
ST.  JOSEPH  HOSPITAL  AND 

CENTER  FOR  MENTAL  HEALTH 
UNIVERSITY  HOSPITAL/UNMC 
MEDICAL  STAFF 


BROWN'S  MEDICAL  SUPPLY  CO. 

3M  Scotchcast  Plus  Casting  Tape 
Becton-Dickinson  QBC  Autoread 
Miles  Multistix  IOSG 
Hybritech  Rapid  Diagnostic  Tests 

BURROUGHS  WELLCOME  CO. 

Zovirax 

Wellbutrin 

Lanoxin 

Retrovir 

CHIRON  INTRAOPTICS 

Eye  Surgical  Supplies 

W.L.  GORE  & ASSOCIATES,  INC., 
MEDICAL  PRODUCTS  DIVISION 

Bifurcated  GORE-TEX®  Vascular  Graft 
GORE -TEX®  Stretch  Vascular  Grafts 
GORE-TEX®  Soft  Tissue  Patch 
GORE-TEX®  Sutures 


HEWLETT  PACKARD 

Imaging  Systems 
Patient  Monitoring  Products 
Diagnostic  Cardiology 
Clinical  Information  Systems 
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luice/ie  G^iptecicitM  to  the  following 

lujifiosU  of  the  1993  dtutucU  SeMion 


BUSINESS  INTERESTS  BUSINESS  INTERESTS 


IMPRA,  INC. 

ePTFE  Vascular  Grafts 
Vascutek  knitted  and  woven  Dacron  grafts 
Pulse  Chek,  Pulse  Amplitude  Monitor 
IMPRA  Kelly-Wick  Tunnelers 

ELI  LILLY  & CO. 

Dobutrex 

Lorabid 

Humulin 

Axid 

MEAD  JOHNSON  PEDIATRICS 

Enfamil 

Nutramigen 

Poly-Vi-Flor 

ProSobee 

MEDICAL  LIABILITY  MUTUAL 
INSURANCE  COMPANY  OF  NEBRASKA 

Physicians'  Professional  Liability  Insurance 

rHE  MEDICAL  PROTECTIVE  COMPANY 

Professional  Liability  Insurance 

MARION  MERRELL  DOW 

Cardizem  CD 
Seldane/Seldane  D 
Carafate 
Nicoderm 

PATHOLOGY  MEDICAL  SERVICES,  P.C. 

Anatomical  and  Clinical  Pathology  Servicing 
Hospitals,  Clinics  and  Nursing  Homes 


PFIZER  LABS 

Norvasc 

Zithromax 

Feldene 

PROCTER  & GAMBLE  PHARMACEUTICALS,  INC. 

Macrobid 

Metamucil 

ROERIG  DIVISION 

Cardura 

Diflucan 

Unasyn 

Zoloft 

ST.  PAUL  FIRE  & MARINE  INSURANCE 
COMPANY 

Physicians’  Professional  Liability 
Professional  Office  Package 
PAK  II 

Personnal  & Commercial  Umbrellas 

SEARLE 

Maxaquin 
Daypro 
Calan  SR 
Cytotec 

E.R.  SQUIBB  & SONS 

Pravachol 

Capoten 

Capozide 

Duricef 

WYETH-AYERST  LABORATORIES 

Premarin 

Lodine 

Norplant 

Ismo 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

JlR 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Incomes 

No.  ot  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct.  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Income  $ 

No  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authonze  FirsTier  to  transfer  my  current  bank  credit  card  balance. 

Account  Number 

Balance  $ 

Payment 

Address 

Account  Number 

Balance  $ 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  ol  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 
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L 


Applicant  Signature  Oate  Co-Applicant  Signature  Oate 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee,  Overlimit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2 Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $1500 

Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15,9%  APR. 

Variable  Rate  Information 

The  variable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  In  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

The  Information  about  the  costs  of  the  card  described  in  this  application  Is  accurate  as  of  February  1 993.  when  it 
was  printed.  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credit  Card  Center,  P.O  Bo*  7.  Omaha,  NE  68101  -0007  FirsTier*  Bank.  N A.  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


f am  CC! V am b aicj* t- 1. y_sj  f,‘o,ycpAVir 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


ROCHE  LABORATORIES 


presents  the  1992  President's  Achievement  Award 


Please  join  us  in  honoring  this  outstanding  Roche  representative  who  has  distinguished  himself 
by  a truly  exceptional  level  of  professionalism,  performance  and  dedication  to  quality  healthcare. 
Throughout  the  year,  this  award-winning  individual  has  consistently  exemplified  the  Roche  Commitment 
to  Excellence  and  we're  proud  to  invite  you  to  share  in  congratulating  him  on  his  achievement. 


Kurt  Koch 

Grand  Island,  Nebraska 


SPECIALIZE  IN 
AIR  FORCE  MEDICINE. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  , quality 
benefits  and  30  days  of  vacation  with  pay 
per  year  that  are  part  of  a medical  career 
with  the  Air  Force.  Find  out  how  to  quali- 
fy. Call 


USAF  HEALTH  PROFESSIONS 
TOLL  FREE 
1 -800-423-USAF 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 


Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
- especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


H.  ’Oml  HI-1510 

•i's  per  mL  gZi 


'an  msuhn 
suspension 
'an  insulin 


Humulin  ® 

human  insulin 
( recombinant  DNA  origin] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  An;  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

• Humulin*  70/30  (70%  human  insulin  isophane  suspension. 
30%  human  insulin  injection  [recombinant  DNA  origin|). 

tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


HI-7918-B-349310  © 1993.  eu  liliyand  company 
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Who  do  you  talk  to  when 
your  young  patients  show 
symptoms  of  Attention- 
Deficit  Hyperactivity 
Disorder ? 


Attention-Deficit 
Hyperactivity  Disorder 

• Easily  Distracted 

• Impulsive 

• Poor  Listening  Skills 

• Short  Attention  Span 

• Discipline  Problems 

• Poor  School  Performance 

• Inability  to  Sit  Still 

A child  with  Attention-Deficit 
Hyperactivity  Disorder  (ADHD)  often 
wants  to  be  good,  but  impulsive 
behavior  and  short  attention  spans 
interfere  with  efforts.  Often  others  may 
not  recognize  the  symptoms,  and 
without  diagnosis  and  treatment,  the 
child’s  self-esteem  may  suffer. 

METHODIST 

RICHARD  YOUNG 

Mental  Health  Care 


If  you  have  a patient  you  think 
may  be  suffering  from  ADHD,  call  the 
Methodist  Richard  Young 
Consultation  Line.  A free  service  for 
professionals,  the  consultation  line 
can  provide  you  with  information  and 
assist  with  assessments  and 
admitting. 

Call  toll-free  1-800-782-3160. 
in  Omaha  call  536-6300. 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your 


University  of  Nebraska  Medical  Center 
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Effective  Patient  counseling  Strategies 


The  following  patient  counseling  strategies  are 
designed  to  minimize  theamount  of  time  required  and 
maximize  the  impact  of  counseling  on  patient  behav- 
ior, according  to  Sylvia  Armstrong  Moore,  PhD,  RD.  Dr. 
Moore  is  Associate  Professor  of  Family  Practice  at  the 
School  of  Human  Medicine,  University  of  Wyoming. 

Dr.  Moore  recommends  a simple  five-step  nutrition 
education  process,  which  takes  as  little  as  5 minutes: 

1 . survey  food  habits.  Survey  what  the  patient 
eats  in  a typical  day.  The  nutrition  survey  gives  the 
physician  information  about  the  patient's  eating  hab- 
its and  allows  the  physician  to  start  talking  with  the 
patient  about  dietary  issues. 

2.  Analyze  food  habits.  Analyze  what  the 
patient  eats  to  determine  changes  needed.  Use  a food 
group  approach,  and  look  for  both  under-  and  over- 
consumption. Identify  at  least  one  thing  the  patient  is 
doing  well,  and  give  the  patient  specific  food  recom- 
mendations (eg,  replace  whole  milk  with  1%  or  skim). 

3.  Write  a nutrition  prescription.  Give  the 
patient  a written  prescription  indicating  the  most 


important  dietary  changes  to  make.  This  can  be  used 
to  help  the  patient  identify  the  one  or  two  most 
important  dietary  changes  to  implement 

4.  Counsel  the  patient.  Briefly  discuss  needed 
dietary  changes  and  the  reasons  for  them  with  the 
patient.  Keep  a positive  and  upbeat  attitude.  Counsel- 
ing patients  about  diet  and  nutrition  is  a process  of 
negotiating  one  small  change  after  another. 

5.  Follow  up.  At  your  next  visit  review  and 
reinforce  compliance  with  the  dietary  changes.  Ameri- 
cans visit  their  physicians  an  average  of  five  times  a 
year,  and  the  patients  ultimate  success  may  depend 
greatly  on  the  physician's  sustained  interest  and  en- 
couragement as  well  as  consistent  follow-up. 

According  to  Dr.  Moore,  these  steps  "enable  physi- 
cians to  discuss  food  choices  in  a positive  manner  that 
can  help  patients  view  necessary  behavior  changes  as 
both  desirable  and  possible."  Establishing  good  refer- 
ral relationships  with  registered  dietitians  also  helps 
assure  continuity  of  care.  ■ 


Nutrition  Counseling:  overcoming  the  Obstacles 


" Many  Americans  look  to  their  physicians  for  health 
advice,  thereby  placing  the  physician  in  the  role  of 
health  educator  as  well  as  diagnostician  and  healer," 
said  William  S.  Hulesch,  MD.  Dr.  Hulesch  is  a family 
physician  in  Downers  Grove,  Illinois,  and  past  president 
of  the  Illinois  Academy  of  Family  Physicians. 

Many  physicians,  however,  face  obstacles  in  keeping 
nutiriton  assessment  and  counseling  at  the  top  of  their 
patient  care  agenda.  These  obstacles  may  include: 

• limited  nutritional  knowledge  and  training 

• lack  of  a dietary  counseling  model 

• lack  of  patient  enthusiasm  for  learning  about 
nutrition 

The  most  significant  of  these  obstacles  may  be  the 
lack  of  nutritional  training  in  medical  schools.  "A 
recent  survey  of  the  American  Academy  of  Family 
Physicians  found  that  more  than  75%  of  respondents 
felt  they  had  not  received  adequate  instruction  in 
nutrition  during  their  medical  school  or  residency 
training,"  Dr.  Hulesch  reported.  "A  total  of  77%  felt 
they  would  need  additional  nutrition  education  in 
order  to  effectively  advise  patients  about  needed 
dietary  modification." 

Medical  students  and  physicians  alike  can  over- 
come obstacles  in  nutrition  counseling  by  using  re- 
sources already  available  from  organizations  that  are 
actively  involved  in  nutrition  education.  In  addition  to 
educating  patients,  nutrition  education  materials  can 
help  physicians  and  physicians-in-training  stay  abreast 
of  current  nutritional  concerns  and  dietary  recommen- 
dations. 


Dr.  Hulesch  recommends  making  dietary  assess- 
ment a part  of  every  patient  evaluation  and  working 
directly  with  the  patients  to  help  them  develop  heart- 
healthy  diets. 

The  keys  are  delivering  a clear  nutritional  message, 
offering  follow-up  support  to  maximize  patient  suc- 
cess, and  when  appropriate,  referring  patients  to  a 
registered  dietitian  or  a physician  with  a complete 
nutrition  counseling  program.  ■ 


Patient  counseling  Quick  Tips 

FOOD  SECECTION.  Emphasize  positive  food  choices  by  promot- 
ing increased  consumption  of  fruits,  vegetables,  and  grains.  When 
buying  meat,  instruct  patients  to  choose  lean  cuts,  such  as  those  with  the 
words  ’round"  or  ’loin"  in  their  names. 


• FOOD  PREPARATIONS  The  way  food  is  prepared  can  greatly 
influence  the  amount  of  fat  consumed.  Broiled  foods  are  much  lower  in 
fat  than  fried  foods;  a squeeze  of  lemon  juice  is  better  than  high-fat 
toppings  for  steamed  vegetables. 


• PORTION  SIZE.  A standard  portion  of  meat  or  poultry  is  three 
ounces  cooked,  which  is  about  the  size  of  a deck  of  cards  or  the  palm  of 
a woman's  hand.  For  a three-ounce  cooked  serving,  begin  with  aboutfour 
ounces  of  raw  meat. 


A Heart-Healthy 
Choice 


Mary  Abbott  Hass,  MS,  RD 


Sponsored  by  the 
Nebraska  Beef  Council. 

For  more  information,  call 
1-800-421-5326 


Doctor  Robert  Shapiro,  NMA  President  (center),  receives  an  award  for  membership  growth 
from  Doctor  John  Clowe,  AMA  President  (left),  and  Doctor  Raymond  Scalettar,  Chair  of  the 
AMA  Board  of  Trustees  (right),  at  the  AMA  Leadership  Conference  in  February. 


Doctors  Jerald  Schenken  (left)  of  Omaha  and  Tamara  Johnson  of  Cambridge  with  Doctor 
James  Todd,  AMA  Executive  Vice  President  at  the  AMA's  "A  Time  for  New  Partnership"  meeting 
on  health  care  reform  in  Washington,  D.C.  in  March. 
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Healthcare  Today: 

The  Medical  Environment-The  Political  Climate 

ROBERT  F.  SHAPIRO,  M.D. 


The  following  Inaugural  Address  was  presented  April  24,  1993. 


Pick  up  your  paper,  watch  television,  listen  to 
radio,  what's  making  news?  It's  our  healthcare 
system  which  seems  to  be  the  "whipping  boy" 
for  society's  fiscal  and  social  problems.  Govern- 
ment, business,  and  even  patients  are  complain- 
ing except,  of  course,  about  their  own  physi- 
cian. Our  medical  profession  has  become  a 
scapegoat  for  its  successes  in  caring  for  people. 

This  situation  causes  us  to  be  living  in  times  of 
great  uncertainty,  but  do  we  want  that  uncer- 
tainty to  paralyze  us?  Futurists  tell  us  "we  don't 
forecast  the  future;  we  create  it." 

If  that  is  true,  as  we  look  forward  and  direct 
our  energies  toward  creating  our  future,  we  are 
confused  bya  whirlwind  ofcountervailingforces 
to  understand.  I will  focus  on  two,  our  medical 
environment  and  the  political  climate. 

Superb  technologies  such  as  MRI, 
laparoscopic  surgery,  and  transplants  charac- 
terize our  current  medical  environment.  We 
continue  to  introduce  new  and  better  therapies 
to  enhance  and  prolong  quality  life.  With  the 
technology  available,  we  can  be  concerned 
whether  to  prolong  life  at  the  margin. 

Major  strengths  in  our  medical  environment 
are  innovation,  resourcefulness,  and  creative 
problem  solving.  We  now  provide  the  world's 
finest  medical  care  for  85%  of  our  people.  We 
know  few  Americans  go  to  other  countries  for 
sophisticated  medical  care.  Canada  plans  to 
fund  more  of  its  citizens  coming  here  for  care 
not  readily  available.  Yes,  a few  people  travel  to 
Canada  or  Mexico  to  obtain  prescription  drugs 
at  lower  prices.  It's  hard  to  fault  them,  even 
though  it  is  unlikely  such  medications  could 
have  been  developed  in  those  medical  environ- 
ments. It  would  be  tragic  if  changes  we  make  in 
our  system  of  providing  care  should  cause  loss 
or  deterioration  of  our  strengths. 


Robert  F.  Shapiro,  M.D. 

On  the  other  hand,  there  are  real  problems 
which  have  fueled  a change  in  the  political 
climate.  Although  many  are  societal  and  lifestyle 
problems,  not  of  our  making,  we  don't  want  to 
ignore  them.  Physicians  and  other  caregivers 
are  attempting  to  meet  basic  needs  of  31-37 
million  Americans,  who  are  uninsured  at  any 
given  time;  but,  can  we  deny  it  would  be  better 
to  have  an  approach  to  organize  this  care  and 
make  it  more  predictable  and  consistent?  "Port- 
ability" of  people's  health  insurance  would  be 
preferable  so  they  were  not  locked  into  their 
employment  to  keep  coverage.  It  would  be 
desirable  to  have  coverage  when  you  have  a 
pre-existing  condition,  or  not  lose  coverage 
afterdevelopinga  new  condition.  Children  need 
immunizations  and  pregnant  women  need  pre- 
natal care.  More  consistent  access  to  care  is 
needed  to  improve  perceptions  of  our  system. 

The  political  climate  was  vastly  different  when 
Medicare  began  in  1966.  Then  the  primary 
thrust  was  access  to  quality  care  and  not  cost. 
Politicians  turned  "stone  deaf'  when  told  about 
future  cost  escalation.  In  today's  political  cli- 
mate, access  and  quality  are  still  values;  but  an 
obsession  with  costs  is  overriding.  The  fantasy 


May  1993  Nebraska  Medical  Journal  121 


that  1 5%  more  people  can  be  served  at  little  or 
no  increase  in  costs  has  found  its  way  into  the 
minds  of  some. 

Administrative  cost  savings  are  supposed  to 
provide  the  money,  although,  of  late,  the  real- 
ization that  new  funds  ($30-$90  Billion)  will  be 
required  is  being  acknowledged. 

In  addition,  HCFA  approval  of  the  Oregon 
Medicaid  waiver  request  moves  the  idea  of 
overt  rationing  to  center  stage  and  presents  a 
striking  contrast  to  the  notion  that  significant 
cost  containment  can  be  achieved  without  major 
tradeoffs. 

As  noted  earlier,  these  items  of  major  change 
cause  us  great  uncertainty;  because  change, 
even  for  the  better,  can  be  very  uncomfortable. 
It  is  difficult  to  maintain  our  perspective  and 
remember  "things  were  never  as  good  as  we 
thought  today;  nor  will  they  be  as  bad  as  we  fear 
tomorrow."  Preservation  of  the  status  quo  does 
not  appear  on  the  "short  list"  of  options. 

Our  major  challenge,  then,  is  to  identify, 
preserve,  and  promote  the  best  features  in  our 
medical  environment,  while  contributing  to 
meaningful,  acceptable,  and  workable  solutions 
to  problems  which  altered  the  political  climate. 

As  major  stakeholders  grappling  with  changes 
we  are  facing,  how  do  we  position  ourselves  to 
make  a contribution  and  have  significant  input? 
The  first  step  is  to  have  a plan.  Several  years  ago, 
in  anticipation  of  major  changes  in  the  healthcare 
system,  the  AMA  developed  "Health  Access 
America."  It  is  not  perfect;  and  physicians  do  not 
agree  with  every  detail,  nevertheless;  it  contains 
significant,  thoughtful,  and  important  features 
which  should  be  taken  seriously  when  the  monu- 
mental task  of  health  system  reform  really  be- 
gins. There  will  be  no  "quick  fixes." 

Understandably,  the  primary  mission  of  a 
medical  care  system  is  to  serve  patients,  and  we 
are  staunchly  committed  to  that  goal.  We  define 
our  behaviors  in  terms  of  serving  the  patients' 
interests.  Still;  too  many  people  consider  our 
professional  organizations  self-serving  and  fo- 
cused exclusively  on  our  socio-economic  ad- 
vancement. People  today  are  skeptical  and 
suspicious  of  expressed  altruistic  motives  as  the 
total  foundation  for  our  actions. 

As  a more  realistic  approach,  I would  like  you 
to  consider  a model  based  on  a "troika"  of 
interests.  The  patients,  the  physicians,  and  the 
payers.  (The  model  could  be  applicable  to  other 
caregivers  as  well.)  Functioning  as  a system, 
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there  is  interaction,  integration,  and  interdepen- 
dence; but  each  stakeholder  is  recognized  as 
having  its  own  legitimate  interests  which  can  be 
advocated  without  apology. 

Patients  expect  physicians  to  be  "advocates" 
and  to  act  on  their  behalf,  but  not  under  a 
"beneficence  model"  where  the  physician  makes 
all  decisions  in  a paternalistic  fashion,  but  rather, 
when  patients  are  able  and  willing,  under  an 
"empowerment  model"  where  the  patient  and/ 
or  family  are  making  well-informed  choices. 
Achieving  this  goal  entails  significant  patient 
education.  The  physician  will  need  to  take  the 
lead  but  will  require  collaboration  with  other 
members  of  the  healthcare  team. 

As  physicians,  we  have  professional  respon- 
sibility for  our  patients,  and  we  have  legitimate 
concerns  aboutfreedom  to  exercise  our  clinical 
judgement  and  not  to  be  coerced  into  "cook- 
book" or  "assembly  line"  medicine.  We  are 
concerned  about  serving  as  patient  advocates 
in  a system  obsessed  with  cost,  and  where  we 
are  expected  to  assume  liability  for  adverse 
outcomes  even  when  the  use  of  inadequate 
resources  is  dictated  by  others.  We  are  con- 
cerned about  adequate  reimbursement  to  main- 
tain our  practice  standards  as  overhead  rises 
and  administrative  hassles  waste  much  patient 
care  time. 

Lastly,  there  was  a time  when  payers  were 
merely  conduits  for  dollars,  after  extracting  their 
toll.  Now  these  payers  have  asserted  an  interest 
in  assuring  that  services  purchased  are  neces- 
sary, fairly  priced,  and  represent  good  value  for 
the  resources  expended. 

Recognizing  all  of  these  stakeholder  interests 
is  important  because  only  a system  developed 
with  buy-in,  mutual  cooperation,  and  collabora- 
tion would  have  a chance  for  success.  Respon- 
sibility for  hard  choices  which  will  become 
inevitable,  when  demands  exceed  economic 
resources,  will  need  to  be  shared. 

Early  on,  the  perception  shared  by  many  of  us 
was  that  people  in  the  "front  lines"  with  first- 
hand knowledge  of  what  it  takes  to  make  the 
system  better  were  being  excluded  from  the 
planning  process.  This  perception  is  changing 
slightly  in  that  we  are  being  listened  to  even  if 
not  included  in  the  process. 

What  is  the  Nebraska  Medical  Association 
doing,  and  where  is  it  going?  First  and  foremost, 
the  Nebraska  Medical  Association  accepts  that 


change  is  taking  place.  We  believe  the  ultimate 
outcome  is  unknown  and  may  be  a composite 
of  several  possible  scenarios.  The  NMA  will 
contribute  to  the  process  in  whatever  ways 
circumstances  demand. 

As  Dr.  Loschen  has  noted,  we  have  a health 
planning  committee  chaired  by  Dr.  Reese.  It 
made  major  contributions  to  the  proposed  state 
health  plan  developed  by  the  Governor's  Blue 
Ribbon  Task  Force.  That  plan  is  designed  for  the 
possibility  solutions  will  come  from  states  and 
not  the  federal  government.  Jerry  Schenken, 
our  AMA  Trustee,  suggests  state  solutions  may 
ultimately  dominate.  Florida  is  the  most  recent 
addition  to  the  states  "doing  their  own  thing." 
Last  week,  Hillary  Clinton  seemed  favorably 
disposed  to  state  initiatives. 

Protecting  and  promoting  healthcare  in  the 
rural  areas  is  a major  goal.  Dr.  Loschen  will 
continue  to  chair  our  rural  health  committee. 
Health  planners  seem  aware  of  the  unique 
problems  of  our  rural  areas  and  want  to  stress 
co-operation  rather  than  competition. 

To  reflect  changing  demographics  in  our 
organization  and  to  foster  participation,  involve- 
ment, and  commitment,  I will  continue  adding 
women  and  younger  physicians  to  our  commis- 
sions and  committees.  These  new  people  bring 
perspective  and  idealism.  Ifyou  have  to  live  with 
decisions,  you  should  help  make  them.  We  will 
continue  to  benefit  from  the  experience,  coun- 
sel, and  monitoring  provided  by  our  more  sea- 
soned members. 


The  Auxiliary,  now  Alliance,  will  see  an  en- 
hanced role.  We  appreciate  their  support;  and 
want  to  use  their  multiple  talents  in  meaningful 
ways. 

In  summary,  we  need  your  continued  mem- 
bership and  active  participation.  Expending  the 
time,  effort,  and  energy  will  permit  creation  of  a 
better  future  than  being  passive.  I believe  we 
can  find  an  interest-based  solution  which  is 
reasonably  fair  to  all  parties.  In  any  event,  sing- 
ing a dirge  in  the  doctor's  lounge  is  no  substitute 
for  working  for  what  you  believe. 

This  past  year  as  president-elect  and  mentee 
under  Dr.  Loschen  has  been  rewarding.  He  is  an 
excellent  role  model.  I look  forward  to  working 
with  our  new  president-elect  to  be  announced 
tomorrow. 

Getting  to  work  with  Bill  Schellpeper  and  Jim 
Ruigh  again  after  my  years  as  secretary-trea- 
surer was  gratifying.  Nebraska's  small  staff  out- 
performs those  considerably  larger. 

My  wife,  Dottie,  as  my  "sounding  board", 
rejected  the  first  two  drafts  of  this  speech. 

Chris  Caudill,  our  secretary-treasurer  has  been 
outstanding  in  dealing  with  many  nettlesome 
issues  and  deserves  special  recognition  for  his 
work  with  Medicaid. 

I also  want  to  thank  my  associates.  I don't  take 
for  granted  those  who  have  made  my  involve- 
ment with  the  Nebraska  Medical  Association 
possible. 
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ORIGINAL  ARTICLE 


CLIA-88  and  OSHA  — The  Price  of  Compliance 
For  Physicians'  Office  Laboratories 

D.|.  LOSCHEN,  M.D. 


INTRODUCTION 

EVENTS  of  the  past  years  find 
those  clinicians  whose  prac- 
tices have  included  in-house 
laboratory  testing  (Physicians'  Office  Laborato- 
ries, or  "POLs")  to  be  in  the  position  of  "starving 
in  the  midst  of  plenty".  On  the  one  hand,  major 
breakthroughs  in  microcomputer  technology 
have  put  affordable  testing  well  within  the  reach 
of  most  clinicians  in  their  office  practices.  Good, 
reproducible  data  are  now  available  nearly  in- 
stantly for  clinicians  in  the  day-to-day  care  of 
their  patients.  The  days  should  be  gone  when  a 
clinician  spends  a goodly  share  of  his/her  time 
with  followup  phone  calls  and  letters  to  discuss 
laboratory  findings  with  patients. 

On  the  other  hand,  continual  constrictions 
on  reimbursement  by  the  Medicare  carriers, 
coupled  with  increased  costs  associated  with 
the  CLIA-88  Q/A  and  personnel  requirements 
have  combined  to  make  office  testing  much  less 
attractive,  and  rarely  profitable. 

This  paper  will  explore  the  costs  associated 
with  the  implementation  of  recently-enacted 
federal  regulatory  initiatives  affecting  POLs. 
Specifically  addressed  will  be  issues  pertaining 
to  CLIA-88  and  OSHA.  The  issue  will  be  pre- 
sented both  from  a broad,  nationwide  perspec- 
tive, as  well  as  from  the  anecdotal  perspective 
of  a small  POL.  Avenues  will  be  explored  which 
might  minimize  the  per-test  cost  of  POL's  for 
those  offices  who  continue  to  offer  testing 
beyond  the  "wavered"  list.  Access  to  needed 
laboratory  services  will  also  be  discussed,  con- 
sidering that  a great  many  physicians  will  be 
forced  to  discontinue  testing  because  they  are 
financially  unable  to  meet  these  regulatory 
mandates. 

Reimbursement  Initiatives 

As  pathologists  are  well  aware,  the  reim- 
bursement levels  for  laboratory  services  have 
long  been  the  target  of  HCFA  as  they  struggle  to 
contain  the  growth  of  health  care  costs.  With 


their  national  fee  schedule,  it  becomes  a simple 
exercise  to  crank  down  the  allowable  fees  for 
any  test.  Since  it  is  not  possible  to  balance  bill 
for  laboratory  testing  on  Medicare  patients,  the 
savings  is  immediate  and  total.  This  is  particu- 
larly true  for  POLs,  who  may  have  relied  upon 
cash  flow  calculations  based  upon  now  out- 
dated reimbursement  data  when  they  made  the 
decision  to  purchase  needed  laboratory  equip- 
ment. Being  unable  to  make  up  the  difference  in 
volume,  this  leaves  them  often  with  the  un- 
happy choices  of  continuing  to  perform  labora- 
tory services  at  a loss,  or  discontinuing  these 
services. 

Particularly  onerous  is  the  decision  by  HCFA 
to  change  their  reimbursement  policy  for"organ 
panels".  In  their  decision  to  include  some  labo- 
ratory testing  in  their  offices,  most  physicians 
have  relied  upon  financial  data  based  upon 
special  reimbursement  for  these  organ  panels. 
In  fact,  most  instrument  manufacturers,  in  their 
sales  promotions  to  physicians,  have  quoted 
reimbursement  levels  based  upon  the  "panel- 
ing" of  tests.  With  the  decision  to  reimburse 
chemistry  testing  based  upon  whether  or  not  a 
given  test  is  "automatable",  HCFA  has  virtually 
guaranteed  that  testing  done  by  most  chemistry 
instruments  available  to  the  small  POL  will  be 
done  at  a net  loss. 

Considerations  for  ail  POL's 

In  April  of  1992,  Levine  Associates,  Inc., 
reported  on  as  study  they  did  on  behalf  of  a 
coalition  comprised  of  the  American  Medical 
Association  (AMA),  the  American  Hospital  As- 
sociation (AHA),  the  Health  Industry  Distribu- 
tors Association,  and  the  Health  Industry  Manu- 
facturers Association.1  This  study  was  commis- 
sioned to  determine  the  actual  cost  of  imple- 
mentation of  CLIA-88,  with  particular  attention 
to  the  "Proposed  Rule"  for  its  implementation, 
published  in  the  Federal  Register  in  May  of 
1990. 
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Realizing  that  this  rule  would  probably  be 
altered  substantially  before  being  published  as 
a "Final  Rule",  the  analysts  involved  in  this  study 
developed  what  they  referred  to  as  "Regulatory 
Alternatives",  in  their  analysis  of  costs.  Their 
"Regulatory  Alternative  #3"  comes  very  close  to 
the  actual  "Final  Rule",  as  published  in  the  Fed- 
eral Register  in  February  of  1 992.  Therefore,  the 
data  presented,  while  actually  assimilated  be- 
fore the  Final  Rule,  in  the  final  analysis  are  quite 
germane  to  the  discussion  here. 

Their  final  analysis  is  that,  with  implementa- 
tion of  the  Final  Rule  as  published,  the  total  first 
year  costs  for  POL's  and  hospitals  will  be  about 
$409  million;  the  third  year  costs  drop  to  $311 
million.  The  Final  Rule  will  increase  the  cost  per 
test  in  physicians  offices  and  clinic  laboratories 
an  average  of  $0.63  per  test.  Although  90%  of 
specific  tests  (analytes)  are  performed  by  inde- 
pendent and  hospital  laboratories,  the  POL's 
will  realize  more  than  95%  of  the  regulatory 
costs  of  CLIA-88,  given  the  greater  number  of 
POL's  vs  independent  and  hospital  laboratories 
(77,000  vs  11,000). 

The  analysis  further  concludes  that  approxi- 
mately 6%,  or  4000  POL's  will  close  or  confine 
their  testing  to  the  very  few  "waivered"  tests. 
This  is  because  of  their  inability  to  comply  with 
Q/A,  Q/C,  PT,  or  personnel  standards  demanded 
by  CLIA-88.  This  estimate  is  considerably  below 
others,  including  that  of  the  Commission  on 
Office  Laboratory  Assessment  (COLA),  which 
has  estimated  the  number  of  POL's  which  will 
either  reduce  their  menus  to  include  waivered 
tests  only,  or  who  will  totally  discontinue  in- 
office testing  to  be  closer  to  50%  of  the  existing 
POL's.2The  Stark  legislation  regarding  "safe  har- 
bors" in  physician  self-referral  has,  of  course, 
severely  constricted  the  options  available  to 
clinicians  as  they  struggle  to  find  a way  to 
continue  to  be  able  to  provide  needed  labora- 
tory services  to  their  patients  on  a day-to-day 
basis. 

The  cost  of  compliance  with  OSHA  regula- 
tions for  bloodborne  pathogens  has  also  re- 
ceived considerable  attention  lately.  Whereas 
the  requirements  for  compliance  with  this  regu- 
lation are  readily  available,  until  a laboratory  (or 
clinic)  is  actually  subjected  to  an  unannounced 
OSHA  inspection,  it  will  remain  unclear  exactly 
what  will  be  expected  in  the  small  office  labora- 
tory situation.  Since  no  one  in  his  right  mind 
would  askfor  an  OSHA  inspection,  the  best  one 
can  do  is  apply  the  regulations  to  ones  own 
situation,  doing  the  best  job  possible  to  create 


a safe  working  environment  for  ones  employ- 
ees, within  the  realm  of  reason.  It  is  also  helpful 
to  access  the  educational  material  available 
from  many  sources  (e.g.,  the  American  Medical 
Association,  the  American  Academy  of  Family 
Physicians,  etc.,  as  well  as  from  many  profes- 
sional laboratory  associations). 

The  overall  cost  for  compliance  by  hospitals 
with  new  OSHA  regulations  for  bloodborne 
pathogens  has  been  estimated  by  the  OSHA 
people  to  be  $ 1 94,906,2 1 0.3  This  translates  to 
about  $32,500  per  hospital.  On  the  other  hand, 
an  "average"  hospital  in  Oklahoma  has  esti- 
mated its  cost  of  compliance  with  OSHA  regu- 
lations to  be  greater  than  $106,000.4 

Similarly,  the  cost  of  OSHA  compliance  for 
POLs  is  difficult  to  immediately  calculate,  and 
many  different  estimates  abound.  This  is,  of 
course,  dependent  to  a great  extent  on  the 
degree  to  which  OSHA  decides  to  enforce  its 
regulations.  However,  speaking  before  the  an- 
nual meeting  of  the  American  College  of  Gen- 
eral Practitioners  in  Osteopathic  Medicine,  Dr. 
Robert  Maurer  estimated  the  average  cost  to 
POLs  for  OSHA  compliance  to  be  $ 1 500-2000. 5 
This  is  significantly  at  variance  with  the  figure 
presented  later  in  this  paper  for  the  York  Medi- 
cal Clinic  (a  "typical"  POL),  which  reports  a cost 
of  $9491  in  first-year  costs  for  OSHA  compli- 
ance. Time  will  tell. 

Individual  Care  Scenario  - 
The  York  Medical  Clinic 

In  attempting  to  appreciate  the  actual  costs 
of  CLIA-88  and  OSHA  implementation  to  POL's, 
it  is  helpful  to  consider  a specific  "typical"  POL. 
The  author  is,  of  course,  most  familiar  with  the 
workings  of  his  own  POL,  so  the  data  presented 
here  are  from  the  author's  own  office  labora- 
tory. 

By  way  of  background,  the  York  Medical 
Clinic  is  a primary  care  clinic  (the  only  medical 
clinic)  located  in  York,  Nebraska.  This  is  a com- 
munity of  about  8000  souls,  with  a substantial 
surrounding  "service"  area.  The  medical  staff  of 
the  clinic  consists  of  seven  family  physicians. 
There  are  approximately  1 7,000  "active"  pa- 
tients served  by  the  clinic.  It  employs  30.5  FTEs 
(variably  about  45-50  total  employees).  There 
were  39,321  physician  visits  in  1991,  of  which 
combined  Medicare  and  Medicaid  comprised 
43.2%.  Whereas  it  is  difficult  to  define  a "typical" 
POL,  the  above  demographic  data  serve  to 
categorize  this  clinic  as  more-or-less  "typical"  of 
those  clinics  which  require  significant  in  house 
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laboratory  services  for  their  patients  on  a day-to- 
day  basis. 

A breakdown  of  major  laboratory  instrumen- 
tation of  this  laboratory  is  as  follows: 

1.  Hematology:  CellDyne  (Abbott)  1 600 
(Purchased  1990  for  $25,000) 

2.  Urinalysis:  Ames  Clinitek 
(Purchased  December  1988  for  $2000) 

3.  Coagulation:  COA  DATA  Labor  1 000 
(Purchased  November  1989  for  $1500) 

4.  Chemistries:  Roche  Cobas  MIRA-S 
(Acquired  by  lease/reagent  rental  on  a 3- 
year  contract  for  $1 300/mo) 

5.  Electrolytes:  Nova 

(Purchased  December  1988  for  $8000) 

Total  laboratory  staff  salaries  for  1991  was 
$59,672.  It  should  be  noted  that  there  has  been 
no  laboratory  staff  added  in  order  to  comply 
with  CLIA  or  OSHA  mandates,  but,  since  much 
of  the  staff  is  "part  time",  there  has  been  a 
considerable  increase  in  the  number  of  labora- 
tory staff  hours  worked.  This,  however,  is  diffi- 
cult to  quantitate,  considering  the  normal  growth 
in  the  demand  for  laboratory  services  in  a busy 
primary  care  practice.  If  there  is  any  way  that 
this  clinic  is  not  "typical"  of  POLs,  it  is  in  the  very 
excellent  staff  it  has  been  able  to  attract  and 
retain: 

1.  Laboratory  Supervisor:  MT  (ASC) 

(4-year  program)  with  1 2 years  experience 

2.  Technologist:  MT  (ASCP), 

(4-year  program)  with  5 years  experience 

3.  Technician:  MLT  (ASCP), 

(2-year  program)  with  4 years  experience 

4.  Technician:  Medical  Assistant, 

(one-year  program)  with  5 years  experience 

5.  Phlebotomist:  OJT,  employed  4 months 

6.  Aid:  OJT,  employed  one  year 

In  order  to  appreciate  the  volume  and  rela- 
tive sophistication  of  the  testing  done  in  this 
POL,  the  following  data  are  offered: 

1 . # of  "billable"  tests  in  1991  (i.e.,  # of  CPT 
codes  billed):  30,000 

2.  # of  tests  as  defined  by  CLIA-88:  76,430 

3.  CLIA  "Specialties" 

a.  Microbiology  (sub  bacteriology) 

b.  Serology  (sub  general  immunology) 

c.  Chemistry  (sub  routine  chemistry  and 
urinalysis) 

d.  Hematology 


Costs  of  OSHA  and  CLIA-88 
Compliance  for  'Typical"  POL 

The  following  costs  for  CLIA  do  not  account 
for  employees  time  in  running  controls,  com- 
pleting the  necessary  paperwork  and  documen- 
tation, preparation  of  procedure  manuals,  pre- 
ventive maintenance  procedures,  upgrading  the 
test  reporting  procedures,  nor  any  other  of  the 
myriad  procedures  which  are  mandated  by 
CLIA-88,  but  which  are  very  difficult  to  put  a 
dollar  figure  on.  These  figures  only  represent  the 
specific  out-of-pocket  expense  for  the  clinic 
specified  exercises  had  been  done  prior  to  the 
CLIA  requirement  for  them. 

1.  Controls  and  standards: 

a.  Chemistry 

- Controls:  2 levels  with  Q/C  data  system 
$800/yr 

- Linearity  Stds  run  2 x per  year  $960/yr 

b.  Hematology: 

- Controls:  3 level  with  Q/C  data  program 
984/yr 

c.  Coagulation: 

- Controls:  2 levels  with  Q/C  program  1 749/yr 

d.  Urinalysis: 

- Controls:  1 level  no  Q/C  program  228/yr 

2.  Proficiency  Testing  (1 992)  1600/yr 
(Does  not  reflect  the  additional  requirements 
for  PT  which  are  mandated  by  CLIA-88) 

3.  CLIA  "Coupon"  cost  350.00 

4.  CLIA  "Inspection  fee"  (schedule  "G") 
(annual)  1190.00 

5.  COLA  Fee  (annual)  910.00 


6.  OSHA  compliance: 

a.  Disposable  gloves  (per  year)  2620.00 

b.  Lab  coats  (for  six  employees)  360.00 

c.  Laundry  Service  (per  year)  1404.00 

d.  Hepatitis  Vaccine  (six  employees)  600.00 

Titer  confirmation  180.00 

e.  Permanent  Plastic  Face  Shields  400.00 

f.  Goggles  1 0.00 

g.  Signs  50.00 

h.  Eye  wash  station  52.00 

i.  Employee  training  for 

exposure  control  500.00 

j.  Sharps/Biohazards 

containers  (per  year)  3120.00 

OSHA  Total:  9491.00 

TOTALS:  CLIA  without  COLA:  7861.00 

CLIA  with  COLA:  7581.00 

CLIA  + OSHA:  17352.00 


Cost  per  "billable"  test  (1  7,352/30,000  = 
0.57/test 

Cost  per  "CLIA"  test  (1  7,352/76,430)  = 
0.23/test 
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It  should  be  noted  that  the  above  figures  do 
not  include  costs  of  reagents  incurred  in  per- 
forming the  testing  necessary  for  the  Q/A  and 
PT  requirements  of  CLIA.  Given  the  nature  of 
the  instrumentation  of  the  York  Medical  Labora- 
tory, this  cost  is  not  particularly  high.  However, 
many  (if  not  most)  POLs  rely  on  instrumentation 
utilizing  "unitized"  reagent  systems.  For  example, 
one  of  the  most  popular  chemistry  analyzers  for 
POLs  is  the  Kodak  Ektachem  DT  II  System.6  The 
average  cost  for  a "slide"  or  "film"  to  perform  a 
single  chemistry  test  is  $1 .95.  Therefore,  a lab- 
oratory running  five  types  of  chemistries  per  day 
would  spend  $1 9.50  per  day  just  for  the  slides 
to  run  the  controls  (5  chemistries  x 2 controls/ 
test  x $1 .95/slide  = $1 9.50).  It  is  therefore  very 
important  for  physician  laboratory  directors  to 
consider  the  cost  of  controls  and  PT  in  the 
purchase  of  equipment.  Since  the  amount  reim- 
bursable by  Medicare  is  known,  it  is  important 
to  consider  this  additional  per-test  cost,  when 
considering  whether  to  do  a given  test  in-house 
or  refer  it  to  a reference  laboratory. 

Commission  on  Office  Laboratory 
Accreditation  (COLA) 

Physicians  who  have  limited  laboratory  expe- 
rience, and  who  find  themselves  to  be  labora- 
tory directors  of  "moderately  complex"  POLs, 
would  do  well  to  consider  the  alternative  of 
applying  to  the  Commission  on  Office  Labora- 
tory Accreditation  (COLA)  in  lieu  of  CLIA  certi- 
fication. This  gives  them  the  ability  to  meet  the 
same  CLIA  requirements  in  an  educational  and 
non-punitive  manner.  COLA  exists  to  serve  the 
POL,  and  to  see  that  COLA-approved  laborato- 
ries are  able  to  continue  to  serve  the  patients  of 
the  clinic,  while  assuring  that  the  data  they 
generate  will  be  of  such  quality  as  to  have  utility 
in  the  day-to-day  management  of  these  patients. 

CONCLUSIONS 

Many  factors  must  be  considered  in  trying  to 
determine  the  cost  of  compliance  of  CLIA  and 


OSHA.  Some  of  these  factors  are  quite  easily 
determined,  if  one  knows  the  cost  of  PT  and 
Q/C  programs,  the  unit  cost  of  doing  a test,  and 
the  volume  of  testing  to  be  done.  Other  consid- 
erations, such  as  personnel  costs  (direct  and 
indirect),  structural  changes  needed  in  the  labo- 
ratory, and  potential  restrictions  in  the  testing 
menu  of  the  laboratory  are  much  more  difficult 
to  factor  into  the  equation. 

What  is  certain  is  that  clinicians  with  limited 
laboratory  experience  would  be  well  advised  to 
consider  expert  consultation  before  making 
equipment  purchases  or  before  deciding  to 
change  their  laboratory's  testing  menu.  The  cost 
of  compliance  of  new  federal  regulatory  initia- 
tives must  be  factored  into  any  such  decisions. 
It  must  also  be  mentioned  that  most  of  these 
enumerated  costs  are  not  one-time  costs,  but 
will  be  recurrent  as  long  as  testing  is  performed. 

Accreditation  by  the  Commission  on  Office 
Laboratory  Accreditation  (COLA)  should  be 
considered  by  any  office  laboratory  which  func- 
tions solely  with  OJTs  as  its  technical  staff,  or  is 
not  completely  familiar  with  the  requirements 
of  upcoming  regulations. 
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Lymphocytic  (Microscopic)  Colitis  — 

An  Important  Cause  of  Chronic  Watery  Diarrhea 
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BACKGROUND 

THE  term  microscopic  colitis  was 
first  introduced  by  Read  and 
his  colleagues  in  1980  to  de- 
scribe a group  of  patients  with  chronic  and 
otherwise  unexplained  diarrhea  who  were  found 
to  have  a prominent  inflammatory  infiltrate  in 
the  colonic  mucosa  on  histological  examination 
of  colonic  biopsies.1  Subsequently,  Lazenby 
and  his  colleagues,  based  on  their  interpretation 
of  the  histological  features,  suggested  that  the 
term  lymphocytic  colitis  was  more  appropriate. 
In  any  event,  microscopic  or  lymphocytic  colitis 
has  come  to  be  recognized  as  a syndrome 
which  features  a mild  diffuse  inflammation  of 
the  colonic  mucosa  and  occurs  in  individuals 
with  symptoms  of  chronic  watery  diarrhea  in 
whom  radiological  and  gross  colonoscopic  ex- 
amination of  the  entire  colon  has  proven  nor- 
mal.2 Apart  from  a relative  female  predomi- 
nance and  the  presence,  on  histological  exami- 
nation, of  a prominent  sub-epithelial  collagen 
band  the  condition  collagenous  colitis  shares 
the  same  clinical  features  with  microscopic 
colitis.3  Some,  therefore,  have  argued  that  the 
two  conditions  represent  part  of  the  spectrum 
of  a single  disease  entity.4  Despite  the  increas- 
ing recognition  of  both  of  these  entities,  their 
etiology  remains  obscure  and  therapeutic  strat- 
egies undefined. 

We  therefore  report  our  own  experience 
with  microscopic  or  lymphocytic  colitis  and 
describe  in  particular  the  clinical  and  histologi- 
cal features  and  the  response  to  various  thera- 
peutic regimens. 

METHODS 

1.  Study  population. 

This  study  is  based  on  a 5 year  retrospec- 
tive review  of  both  case  records  and 
pathological  reports  at  the  University  of 
Nebraska  Medical  Center.  From  the  case 
records  clinical  data  regarding  symptoms, 
physical  findings  and  laboratory  data  as 
well  as  details  of  radiological  and 


endoscopic  studies  were  documented. 
The  final  diagnosis  of  microscopic/lym- 
phocytic colitis  was  based  on  the  patho- 
logical examination  of  the  colonic  biop- 
sies. To  assess  the  natural  history  and  also 
to  evaluate  response  to  therapy,  follow 
up  was  performed  on  all  patients,  where 
feasible,  by  telephone  call  to  the  patient 
and/or  their  primary  physician. 

2.  Histological  Methods. 

Biopsies  were  fixed  in  10%  phosphate 
buffered  formaldehyde  and  embedded  in 
paraffin  wax.  Sections  were  stained  with 
Hematoxylin  and  Eosin,  and  in  instances 
where  thickening  of  the  sub-epithelial  col- 
lagen was  suspected,  Massons  trichrome 
was  performed. 

RESULTS 

Over  the  5 year  period,  1987  to  1992, 
10  cases  of  lymphocytic/microscopic  colitis 
were  identified.  This  included  4 males  and  6 
females.  The  mean  age  was  52.1  years  (range 
22-79  years).  All  patients  were  Caucasian.  Prior 
to  therapy,  patients  reported  8.8  + 1 .5  stools  per 
day.  Symptoms  had  been  present  for  an  average 
of  1 .3  years  (range  3 months  to  5 years).  Stool 
volume  as  recorded  during  evaluation  was 
greater  than  500  cc  per  day  in  each  instance, 
the  maximum  daily  volume  being  2 liters.  All 
patients  reported  mild  intermittent  crampy  ab- 
dominal pain  in  association  with  bowel  move- 
ments. 5 of  the  1 0 patients  had  lost  weight;  the 
average  weight  loss  being  8.6  pounds  (range 
0-40  pounds).  None  of  the  patients  reported 
recent  foreign  travel,  use  of  potentially  diarr- 
heagenic  medications  or  recent  change  in  di- 
etary habits. 
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FIGURE  1 
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inflamatory  cells. 
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FIGURE  2 

High  magnification  of  a crypt  infiltrated  by 
lymphocytes,  (arrows)  (X400) 


In  terms  of  associated  diseases,  2 patients 
described  a history  of  rheumatoid  arthritis,  1 
had  degenerative  joint  disease.  None  of  the 
patients  described  other  autoimmune  or  endo- 
crine disorders. 

Repeated  stool  studies  had  been  performed 
in  all  patients  and  in  all  instances  had  been 
negative  for  fecal  leukocytes,  occult  blood  and 
phenolphthalein.  Stool  studies  for  ova,  cysts 
and  parasites  and  enteric  pathogens,  including 
Campylobacter  and  Clostridium  Difficile  toxin 
had  also  been  negative.  Review  of  laboratory 
data  revealed  normal  complete  blood  counts  in 
all  patients  and  apart  from  a mild  decrease  in  the 
serum  level  of  potassium  (mean  3.4  mg/dl) 
serum  chemistry  profiles  were  normal.  Thyroid 
function  tests  had  also  been  negative.  Serum 
gastrin  levels  had  been  tested  in  5 patients  and 
serum  vasoactive  intestinal  peptide  (VIP)  had 
been  tested  in  4 — all  were  normal. 

Radiological  evaluation  had  included  barium 
examination  of  the  esophagus,  stomach  and 
small  intestine  in  9 patients,  barium  contrast 
study  of  the  colon  in  3 and  abdominal  ultra- 
sound in  2 patients;  all  were  normal.  A com- 


FIGURE  3 
The  surface 
epithelium  is 
attenuated  with 
decreased  numbers 
of  goblet  cells. 
Neutrophils  and 
lymphocytes  are 
seen  within  the 
epithelium. 

(arrow  X400) 
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plete  colonoscopic  study  of  the  entire  colon 
had  been  performed  in  all  10  patients  and  in 
each  instance  the  endoscopist  had  described 
the  colonic  mucosa  as  normal  in  appearance.  In 
each  instance  biopsies  had  been  taken  at  ran- 
dom at  several  locations  throughout  the  colon 
and  in  each  instance  had  revealed  the  character- 
istic features  of  lymphocytic/microscopic  colitis. 
A characteristic  feature  was  the  presence  of 
similar  inflammatory  changes  in  all  biopsies 
regardless  of  source  indicating  diffuse  involve- 
ment of  the  colon.  The  most  characteristic 
feature  was  a prominent  inflammatory  cell  infil- 
trate in  the  lamina  propria  in  which  lymphocytes 
and  plasma  cells  predominated  (Figures  1 and 
2).  Intraepithelial  lymphocytes  were  also  in- 
creased and  there  was  evidence  of  surface 
epithelial  damage  (Figure  3).  Crypt  architecture 
was,  however,  preserved  and  there  was  no 
evidence  of  thickening  of  the  subepithelial  col- 
lagen layer. 

TREATMENT  AND  FOLLOW-UP 

One  of  the  1 0 patients  has  died  from  conges- 
tive heart  failure  and  has  therefore  been  lost  to 
follow  up.  Follow  up  in  the  remaining  9 patients 
has  been  for  an  average  1.2  years  (range  6 
months  to  2 years).  Only  4 (44%)  report  resolu- 
tion of  their  diarrhea  - symptoms  are  little 
changed  in  the  remaining  5 patients.  Of  the  4 
patients  demonstrating  improvement,  1 de- 
scribed spontaneous  resolution  of  symptoms,  1 
responded  to  the  administration  of  psyllium  and 
2 to  oral  sulfasalazine.  All  but  1 of  the  remaining 
patients  received  a therapeutic  trial  of 
sulfasalazine  without  response.  Additional  thera- 
pies among  the  non-responders  have  included 
loperamide  (2  patients),  cholestyramine  (1  pa- 
tient) and  oral  prednisone  (1  patient). 

DISCUSSION 

The  clinical  features  of  the  patients  reported 
from  our  institution  are,  in  general,  similar  to 
those  reported  elsewhere.  Thus,  these  patients 
were  typically  middle-aged  to  elderly  and  pre- 
sented with  a history  of  long-standing,  chronic 
watery  diarrhea  associated  with  crampy  ab- 
dominal pain.  Other  studies  have  reported  an 
equal  sex  distribution,5  in  our  series  a slight 
female  predominance  is  noted.  Weight  loss  has 
also  been  a consistent  feature  in  previous  re- 
ports — half  our  patients,  however,  had  not  lost 
any  weight.  Symptoms  described  in  other  re- 
ports have  included  nausea,  vomiting,  abdomi- 
nal distention,  flatulence  and  fecal  incontinence. 


It  is  apparent  that  this  condition  shares  many 
features  with  the  irritable  bowel  syndrome  and 
indeed  is  frequently  misdiagnosed  as  such.  It 
should  be  emphasized,  however,  that  diarrhea 
alternating  with  constipation  is  the  hallmark  of 
the  irritable  bowel  syndrome  and  secondly  that 
irritable  bowel  subjects  tend,  in  general,  to  be 
younger  at  the  time  of  onset  of  symptoms. 

By  definition,  radiologic  and  endoscopic  ex- 
amination of  the  colon  will  prove  normal  in 
patients  with  microscopic/lymphocytic  colitis.1 
Indeed,  the  condition  will  only  be  recognized  if 
biopsies  are  taken  from  colonic  mucosa  which 
macroscopically  appears  normal.  Being  a dif- 
fuse condition  affecting,  in  most  instances,  the 
entire  colon,  the  diagnosis  can  be  made  by 
flexible  sigmoidoscopy  alone.  Some  series  have 
documented  relative  sparing  of  the  rectum  in 
20%  of  their  cases.5-6 

The  etiology  of  this  condition  remains  uncer- 
tain. Several  features  suggest  an  autoimmune 
etiology.  Thus,  both  lymphocytic  colitis  and 
collagenous  colitis  have  been  frequently  de- 
scribed to  coexist  with  a variety  of  autoimmune 
diseases  including  hypo-  and  hyperthyroidism,6^ 
diabetes  mellitus,3-6-7  rheumatoid  arthritis,9'10 
seronegative  arthritis,9-10  pulmonary  fibrosis,11 
scleroderma,12  atrophic  gastritis,13  primary  bili- 
ary cirrhosis  and  celiac  sprue.15*17  Detailed 
immunological  evaluation  had  not  been  per- 
formed in  our  patients -two,  however  described 
coexistent  rheumatoid  arthritis.  Studies  of  ge- 
netic markers  have  provided  conflicting  results. 
Thus,  Giardiello  and  his  colleagues  described  an 
increased  frequency  of  HLA-A1  and  adecreased 
incidence  of  HLA-A3  in  their  patients  with  lym- 
phocytic colitis.18  The  HLA-A1  phenotype  was 
recognized  in  66.6%  of  their  patients,  interest- 
ingly, in  the  same  study  they  failed  to  define  any 
particular  HLA  association  among  patients  with 
collagenous  colitis;  suggesting  a different  etiol- 
ogy. Others,  however,  have  failed  to  document 
any  relationship  between  lymphocytic  colitis 
and  those  HLA  class  I and  II  antigens  associated 
with  autoimmune  disorders,  such  as  A1 , B8  and 
DR3.5  Whether  the  documented  clinical  "auto- 
immune" associations  represent  merely  the 
chance  occurrence  of  relatively  common  con- 
ditions or  indicate  a basic  immune  defect  re- 
mains, therefore,  to  be  defined. 

In  this  report  we  confined  our  study  to  pa- 
tients with  microscopic/lymphocytic  colitis  and 
excluded  cases  of  collagenous  colitis.  On  clini- 
cal grounds,  however,  the  two  conditions  are 
indistinguishable  and  are  separated  only  by  the 
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definition  of  a prominent  subepithelial  collagen 
band  on  histological  study  of  colonic  biopsies. 
Instances  of  progression  from  lymphocytic  to 
collagenous  colitis  have  been  described, 4,5,12 
supporting  the  contention  that  these  entities 
represent  part  of  the  same  disease  spectrum. 
The  etiology  of  collagenous  colitis  also  remains 
undefined.  Proposed  pathogenic  mechanisms 
have  included  a primary  defect  in  collagen 
turnover,  an  inflammatory  process  and  luminal 
toxicity. 

The  natural  history  and  therapeutic  outcome 
in  our  patients  is  also  similar  to  previous  re- 
ports.5'20 Though  several  therapeutic  regimens 
have  been  advocated  for  this  patient  group 
including  mepacrine,21  sulfasalazine,6,22,23 
metronidazole,24  5-  aminosalicylic  acid,7  corti- 
costeroids,12, 14, 23  bismuth  subsalicylate25  and 
stool  softeners,5  therapeutic  responses  have 
been  highly  variable.  Most  reports  have 
included  small  numbers  of  patients  and  studies 
have  been  uncontrolled  thus  rendering  firm 
conclusions  nigh  impossible.  In  one  of  the  larger 
studies,5  Giardiello  reported  a favorable  response 
to  sulfasalazine  in  4 of  6 patients,  to  prednisone 
in  2 of  2 patients  and  to  a combination  of 
prednisone  and  sulfasalazine  in  1 patient.  4 of  5 
further  patients  treated  with  anti-diarrheals  and 
stool  softeners  alone  reported  improved  symp- 
toms. Overall,  therefore,  78%  of  their  patients 
responded  favorably  in  comparison  to  only 
40%  in  our  report.  Others,  however,  have  re- 
ported less  consistent  results,19,20  more  in  keep- 
ing with  our  findings.  We  believe  that  it  is  fair  to 
state  that  at  this  moment  in  time,  the  appropri- 
ateness of  any  therapeutic  regimen  in  micro- 
scopic/lymphocytic colitis  remains  to  be  de- 
fined. Prospective  studies,  which  in  view  of  the 
relatively  rarity  of  this  condition,  will  need  to  be 
multi-centered,  are  urgently  required. 

CONCLUSIONS 

In  conclusion,  therefore,  our  own  experience 
with  microcytic/lymphocytic  colitis  reflects  that 
of  previous  reports  in  the  literature.  We  would 
stress,  firstly,  that  microscopic/lymphocytic 
colitis  should  be  suspected  in  a middleaged  to 
elderly  individual  with  chronic  unexplained  di- 
arrhea and,  secondly,  that  the  diagnosis  can 
only  be  established  by  histological  examination 
of  colonic  biopsies.  Though  the  natural  history 
of  this  disease  is  relatively  benign,  the  response 
to  therapy  is  unpredictable  and  we  suggest  that 
until  optimum  regimens  are  defined,  anti- 
diarrheals,  stool  softeners,  and  sulfasalazine  form 
the  basis  of  the  therapeutic  approach. 
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THE  evaluation  of  the  family  his- 
tory for  cancer  is  crucial  to  the 
health  care  of  any  patient  who 
has  a hereditary  cancer  syndrome,12  That  evalu- 
ation requires  that  the  physician  be  familiar  with 
the  medical  knowledge  of  the  genetic  disorder, 
conducts  an  "active"  genealogical  investigation 
of  the  cancer  history  of  the  patient's  kindred, 
and  initiates  from  the  accrued  data  a cancer 
surveillance  program  for  the  patient  and  kin- 
dred. The  familial  atypical  multiple  mole  mela- 
noma (FAMMM)  syndrome3  [also  known  as  the 
hereditary  dysplastic  nevus  syndrome  (HDNS)] 
can  be  used  as  a hereditary  cancer  model  for  the 
study  of  physicians'  use  of  genealogical  tech- 
niques and  the  clinical  behavior  of  dermatolo- 
gists in  the  care  of  these  patients  and  their 
kindreds. 

Patients  with  this  cancer  associated 
genodermatosis  have  multiple  atypical  nevi,  a 
greater  than  normal  total  body  count  of  pig- 
mented nevi  (moles),  and  a very  high  risk  for 
cutaneous  malignant  melanoma  (several  hun- 
dred fold  greater  than  the  sporadic  risk).4  In 
addition,  in  some  FAMMM  kindred,  there  is  a 
high  risk  for  non-melanoma  primary  cancer(s)  of 
other  anatomic  sites  in  the  adult  members  of  the 
kindred. 5,6  The  cutaneous  features  of  the 
FAMMM  syndrome  are  also  seen  in  patients 
without  any  known  or  acknowledged  family 
history  of  atypical  nevi  or  malignant  melanoma, 
so  called  sporadic  atypical  multiple  moles 
(SAMM)  or  sporadic  dysplastic  nevus  syndrome. 
The  SAMM  designation7  may  signify  one  or 
more  of  several  clinical  circumstances  such  as 
incomplete  penetrance  of  the  deleterious  gene, 
variable  expressivity  of  the  phenotypes,  hetero- 
geneity of  the  genotype,  death  of  key  relatives 
prior  to  phenotypic  expression  of  the  FAMMM 
genotype,  a kindred  with  a small  sibship,  a 
dubious  paternity  situation,  a new  germinal 
mutation,  a different  genocopy  (different  mode 
of  inheritance)  and  a phenocopy.  All  but  the  last 
involve  genetic  conditions  and  need  genealogic 
investigation.  However,  in  many  instances,  a 


designation  as  sporadic  represents  an  inad- 
equate genetic  evaluation  of  the  patient's  kin- 
dred. This  latter  situation  is  seen  when  (a)  the 
physician  performs  a "passive"  role  in  the 
genealogic  study  of  the  patient's  kindred  by 
letting  the  patient  do  the  family  investigation, 
(b)  the  patient  is  an  orphan  and  doesn't  know 
his/her  family  background,  and  (c)  the  patient 
and/or  the  kindred  members  deny  all  illness  and 
refuse  to  cooperate.  Despite  these  complexi- 
ties of  confounding  etiologic  factors  and 
evaluational  procedures  for  the  care  of  FAMMM 
and  SAMM  patients,  physicians  have  devel- 
oped patterns  of  clinical  behavior  that  are  molded 
by  their  education  and  conceptualizations  of 
the  disease  process.  The  objective  of  this  survey 
was  to  define  theirclinical  behaviors  with  regard 
to  history  taking  and  conceptualizations  of  the 
natural  history  of  the  disorder. 

Methods 

Using  addresses  from  the  roster  of  the  Ameri- 
can Academy  of  Dermatology,  we  sent  a single 
page  multiple  choice  questionnaire  to  all  der- 
matologists (n=433)  in  nine  Midwest  states.  The 
questionnaire  is  shown  in  Table  1.  The  physi- 
cians were  told  that  they  (a)  could  complete  it 
in  several  minutes,  (b)  would  remain  anony- 
mous, and  (c)  would  receive  a report  of  the 
results.  In  the  introductory  letter  of  the  survey, 
the  term  DNS  as  used  in  the  questionnaire  was 
defined  as  dysplastic  nevus  syndrome  as  this  is 
the  term  most  commonly  used  in  the  literature 
at  the  time  of  the  survey;  however,  that  term  has 
now  been  abandoned.8  The  clinicians  were  told 
that  this  survey  was  about  patients  who  came  to 
them  with  multiple  atypical  nevi  and  that  we 
wanted  to  define  the  physicians'  clinical  care  of 
these  individuals  in  order  to  improve  medical 
schools1  curricula. 
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TABLE  1 


Questionnaire* 


1 Approximately  how  many  patients  with  DNS  do  you  see  in  one  month’ 

Please  circle  0(3  7).  1 5 (72  3).  6 10  (13  1).  11-15  (2.2).  16  25(3  7).  26  50  (1  5).  51-75(2  2), 

76  100(0).  101  & >(15).  (NR  3 5) 

2 What  percentage  ol  DNS  patients  has  their  diagnosis  established  by  histologic  verification’ 

Please  circle  0%  (3  7),  25%  (10  2).  50%  (13  1).  75%  (11.7),  100%  (61  3).  (NR  3 5) 

3 What  percentage  ol  Ihese  DNS  patients  has  the  hereditary  lorm  ol  DNS’ 

Please  circle  0%(  8 4),  1%(16),  3%  (8  4).  5%  (9  9),  10%  (13).  15%  (6  9).  20%  (5  3).  25°/.  (9  9). 
50%  <12  2).  75%  (7  6).  100%  (2.3).  (NR  7 8) 

4 Do  you  photograph  the  moles  ol  your  DNS  patients  tor  companson  evaluations  on  subsequent  visits’ 
Please  circle  never  (34  8),  only  initially  (10  1).  occasionally  (49  3),  routinely  at  each  visit  (5  8), 

(NR2  8) 

5 When  excising  dysplastic  nevi  (DN).  do  you  excise 
Please  circle  response 

a only  those  which  are  suspiaous  ol  the  presence  ol  melanoma’ 
yes  (55)  no  (45)  (NR  36) 

b those  which  are  noticeably  changing  in  size,  shape  and  color’ 
yes  (99)  no(1)  (NR  5) 


6  Do  you  prophytactically  exsase  clinically  stable  dysplastic  nevi  to  reduce  the  patient's  potential  lor 
developing  malignant  melanoma? 

Please  circle  never  (22  3),  rarely  (33  8),  occasionally  (27.3).  frequently  (11  5).  all  the  time  (5). 
(NR  2 1) 


7  Do  you  take  a detailed  lamily  history  Irom  your  DNS  patient  regarding  other  members  ol  the 
kindred  having  DNS’ 

Please  circle: 

yes  (92  8)  no  (7.3)  (NR.3.5) 


II  yes.  please  circle  responses 

A Do  you  ask  about  these  conditions  being  present  in  lamily  members’ 

1 Do  they  have  large  tunny  looking  moles  (DN)’ 

yes  (94)  no  (6)  (NR4.9) 

2 Do  they  have  a large  number  ol  moles  on  their  bodes’ 

yes  (93)  no  (7)  (NR  4.2) 

3 Did  anyone  have  a malignant  melanoma’ 

yes  (98  5)  no  (1.5)  (NR  4.2) 

4 Did  anyone  have  other  kinds  ol  systemic  cancer  (Ca)’ 

yes  (36)  no  (64)  (NR:5.7) 

B Do  you  follow  up  the  patients'  reported  lamily  history  ol  moles  and  cancer 

1 By  wnting  to  or  questioning  other  lamily  members’ 

yes  (17)  no  (83)  (NR:7) 

2 By  examining  other  family  members’ 

yes  (60)  no  (40)  (NR:7.8) 

3 By  verifying  reported  Ca  Dx  through  path  report’ 

yes  (31)  no  (69)  (NR  9 9) 


II  you  evaluate  the  kindred  of  a 30  yr  old  DNS  patient,  which  relatives  are  questioned 
concerning  malignant  melanoma  (MM),  moles(m)  and  systemic  Ca? 

Please  circle  none  or  any  one.  two  or  all  three  abbreviations  MM.  m.  Ca  alter  each  part  ol 
the  kindred 


siblings  MM  (73),  m (73).  Ca  (53) 
children  MM  (67).  m (66).  Ca  (67) 
uncles:  MM  (37).  m (36).  Ca  (24) 
nephews  MM  (25),  m (23),  Ca  (16) 


parents:  MM  (76),  m (75),  Ca  (56) 
aunts  MM  (37),  m (36).  Ca  (24) 
grandparents:  MM  (49).  m (48),  Ca  (33) 
Nieces  MM  (25).  m (23).  Ca  (16) 


8  When  you  have  a 30  yr  old  patient  with  DNS,  how  Irequent  are  the  follow-up  visrts’ 
Please  circle  a number  (months)  lor  each  situation 

Follow-up  visits  in  months 

The  DNS  patient  |ust  had  a malignant  melanoma  (MM) 
and  did  have  a family  history  ol  MM 

3 (72).  4 (7),  6 (21),  12  (0).  18  (0),  24  (0) 


but  did  not  have  a lamily  history  ol  MM 
3 (54).  4 (7).  6 (37).  12  (2),  18  (0),  24  (0) 

The  DNS  patient  did  not  have  a malignant  melanoma 
but  did  have  a lamily  history  ol  MM 

3 (3),  4 (4).  6 (67).  12  (26).  18  (0).  24  (0) 

'Frequencies  of  responses  are  in  (%) 
NR  non  response 


and  did  not  have  a lamily  history  ol  MM 
3(1)  4 (0).  6 (39).  12  (55).  18(1).  24  (3) 
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All  questionnaires  which  were  returned  with 
any  legible  responses  were  included  in  the 
analysis.  Any  question  (Q)  in  which  no  response 
was  observed  on  the  returned  questionnaire 
was  recorded  as  a nonresponse  (NR)  in  all 
questions  except  Q7C  where  it  was  also  la- 
belled as  "no  inquiry."  A computerized  statisti- 
cal software  program  (Crunch  Software  Corp., 
Oakland,  CA)  was  used  to  tabulate  frequencies 
of  choices  in  all  questions. 

For  Q7C,  we  also  identified  all  possible  pat- 
terns of  responses  (inquiry  profiles)  and  coded 
which  of  these  profiles  was  chosen  on  each 
respondent's  questionnaire.  An  inquiry  profile 
involves  inquiring  about  (+)  or  not  inquiring 
about  (-)  information  from  each  group  of  rela- 
tives within  the  kindred  on  the  following:  malig- 
nant melanoma  (MM),  moles  (m)  and  non- 
melanoma primary  systemic  cancer(s)  (Ca). 
These  responses  were  evaluated  with  respect  to 
natural  history  of  the  FAMMM3'7,9,10  disorder:  (a) 
malignant  melanoma  is  extremely  rare  before 
puberty;  therefore,  there  is  a very  low  probabil- 
ity of  finding  the  occurrence  of  malignant  mela- 
noma in  children;  (b)  both  atypical  and  normal 
nevi  tend  to  disappear  in  old  age;  therefore, 
inquiry  into  the  presence  of  pigmented  nevi  in 
grandparents  is  of  little  value;  (c)  atypical  nevi 
are  extremely  difficult  to  identify  in  prepubertal 
children  in  FAMMM  families  but  the  number  of 
all  pigmented  nevi  present  on  the  body  is  greater 
than  in  normal  children;  (d)  non-melanoma  pri- 
mary systemic  cancer(s)  develop  predominantly 
in  adults,  and  (e)  the  FAMMM  syndrome  is 
apparently  an  autosomal  dominantly  inherited 
trait;  therefore,  both  first  and  second  degree 
relatives  must  be  evaluated.  An  ideal  inquiry 
profile  under  the  specific  circumstances  in  Q7C 
would  involve  asking  about  (a)  MM  in  parents, 
siblings,  grandparents,  aunts  and  uncles,  (b)  m 
in  siblings,  parents,  aunts,  uncles,  children,  neph- 
ews and  nieces,  and  (c)  Ca  in  siblings,  parents, 
grandparents,  aunts,  and  uncles. 

Results 

One  hundred  and  forty-two  dermatologists 
returned  their  completed  questionnaires  within 
two  months.  Twenty-nine  physicians  were  elimi- 
nated from  the  study  because  they  (a)  could  not 
be  found  by  the  U.S.  Post  Office,  (b)  were  no 
longer  practicing  and  (c)  were  deceased.  Table 
2 gives  the  percentage  frequencies  [%]  of  the 
responses  for  each  answer  to  each  of  the  ques- 
tions. 

In  their  evaluation  of  the  patient  with  atypical 
nevi  (Q8),  the  respondents  recognized  the  im- 
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portance  of  a family  history  of  malignant  mela- 
noma by  having  more  frequent  follow  up  visits 
for  the  patients  with  a family  history  of  malig- 
nant melanoma  (72%  at  3 months  intervals  for 
patient  with  MM  and  67%  at  6 months  interval 
for  patient  without  MM).  They  also  recognized 
the  need  for  increased  follow  up  visits  if  the 
patient  had  a personal  history  of  malignant 
melanoma  regardless  of  a negative  family  his- 
tory for  malignant  melanoma  (54%  at  3 months 
intervals).  Their  high  percentage  of  affirmative 
responses  to  Q7  & Q7A1-2-3  showed  an  initial 
concern  for  a detailed  family  history  but  the 
responses  to  other  questions  (Q7A4,  Q7B1-2-3, 
& Q7C)  showed  low  physician's  initiative  for  an 
"active"  genealogic  investigation  (the  physician 
contacts  kindred  members).  In  Q7C,  the  history 
of  the  occurrence  of  malignant  melanoma  was 
the  most  frequently  requested  information  of  all 
first  and  second  degree  relatives.  The  occur- 
rence of  non-melanoma  primary  systemic  can- 
cer was  the  least  requested  information  of  all 
relatives  but  within  those  low  request  rates,  the 
highest  comparative  inquiry  rates  were  in  par- 
ents, siblings,  and  children  and  the  lowest  rates 
were  in  nephews  and  nieces.  Nephews  and 
nieces  had  the  lowest  inquiry  rates  for  all  three 
categories. 

With  respect  to  response  patterns  (inquiry 
profiles)  in  Q7C,  33  physicians  (23.2%)  did  not 
indicate  any  specific  response;  the  meaning  of 
this  is  not  readily  apparent  and  the  data  were 
not  included  in  the  analysis.  In  pretest  develop- 
ment trials,  this  question  took  the  most  time  to 
answer;  therefore,  its  probability  for  neglect 
would  be  high.  In  Q7C,  there  were  1 4 profiles 
(12.8%)  with  each  chosen  by  only  one  physi- 
cian. These  profiles  may  represent  actual  pref- 
erences for  information  but  because  of  their 
singularity  (ie,  less  than  2 MDs/pattern),  they 
may  indicate  carelessness  of  response  or  loss  of 
attention  of  the  respondents;  therefore,  the 
degree  of  validity  of  their  profiles  could  not  be 
established  and  they  also  were  not  considered 
in  the  analysis.  Ninety-five  respondents  (66.9%) 
chose  in  Q7C  one  of  1 1 distinctive  inquiry 
profiles  in  which  there  were  at  least  two  or  more 
physicians  choosing  a specific  inquiry  profile 
(table  2).  Of  the  95  respondents,  36  (37.9%) 
chose  information  only  from  first  degree  rela- 
tives while  59  (62%)  included  both  first  and 
second  degree  relatives.  Twenty-two  physi- 
cians (23.2%)  requested  information  in  all  three 
categories  malignant  melanoma,  moles,  and 
non-melanoma  systemic  cancer)  from  all  first 
and  second  degree  relatives.  Twenty-five  re- 


TABLE  2 


Profile  of  Responses 

1 2 3 4 5 6 7 8 9 10  1 1 12  13  14  15  16  17  18  19  20  21  22  23  24  25  26 


Kindred 

members 

Siblings 

m 

- 

MM 

- 

Ca 

- 

Parents 

m 

- 

MM 

- 

Ca 

- 

Children 

m 

- 

MM 

- 

Ca 

- 

Aunts 

m 

. 

MM 

- 

Ca 

- 

Uncles 

m 

- 

MM 

- 

Ca 

- 

Grandparents 

m 

- 

MM 

- 

Ca 

- 

Nephews 

m 

- 

MM 

- 

Ca 

- 

Nieces 

m 

- 

MM 

- 

Ca 

- 

Number  of 

3 

Dermatologists 

3 

This  column  represents 

4 

+ 

4 

4 

4- 

4* 

4- 

4- 

4- 

- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

* 

- 

- 

• 

4 

4 

+ 

+ 

4- 

4- 

+ 

4* 

4- 

- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4“ 

4 

4- 

4- 

- 

- 

- 

4 

4 

4 

- 

- 

- 

4- 

- 

- 

- 

4* 

4- 

4- 

4- 

4- 

4- 

4- 

♦ 

4 

4 

4 

4- 

4* 

4- 

4- 

4- 

4- 

4- 

4- 

+ 

> 

4- 

4- 

4- 

4- 

4- 

4- 

- 

4 

4 

- 

4 

4 

4 

4 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4 

4- 

4- 

4- 

4- 

4 

4 

- 

4 

+ 

4 

- 

- 

- 

4- 

- 

- 

4- 

4- 

4- 

4- 

4- 

4 

4- 

4- 

- 

- 

- 

- 

4 

4 

- 

4 

4 

4 

+ 

4* 

4* 

- 

4- 

- 

- 

4- 

4- 

+ 

4- 

- 

- 

4- 

4- 

- 

- 

- 

4 

4 

4 

4 

4 

4 

4- 

4- 

- 

4- 

- 

- 

4- 

4- 

4- 

- 

- 

- 

4- 

- 

4- 

4- 

4- 

4 

4 

4 

4 

4 

4 

4 

- 

- 

+ 

4 

- 

4* 

- 

. 

- 

- 

4- 

4- 

4- 

4- 

4- 

- 

4- 

4- 

- 

- 

4 

+ 

- 

4- 

- 

- 

- 

- 

4- 

4- 

4- 

4- 

4- 

- 

4- 

4- 

- 

- 

4- 

- 

+ 

4- 

- 

- 

4 

4 

- 

4* 

- 

- 

- 

- 

4- 

4- 

4- 

4- 

4- 

- 

4- 

4- 

- 

- 

4 

4 

- 

4- 

- 

- 

- 

- 

4- 

4- 

4- 

4- 

4- 

- 

4- 

4- 

- 

4- 

- 

4- 

4- 

- 

4 

4 

4- 

- 

4- 

- 

4- 

- 

- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

- 

- 

4 

- 

- 

4 

4 

4- 

- 

4- 

- 

4- 

- 

- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4- 

4 

4- 

4 

- 

- 

4 

4 

4- 

4- 

4 

- 

4- 

4- 

- 

- 

4* 

- 

4- 

- 

- 

- 

- 

4- 

4- 

- 

4- 

4- 

- 

4- 

- 

4- 

- 

- 

4- 

4- 

- 

- 

.4- 

- 

4- 

- 

- 

- 

- 

4- 

4- 

- 

4- 

4- 

- 

4- 

- 

- 

4 

- 

- 

2 

1 

1 

0 

2 

0 

7 

7 

5 

4 

3 

3 

2 

1 

i 

1 

1 

1 

1 

1 

1 

1 

1 

i 

i 

1 

i 

+ : A specific  question  is  asked  concerning  the  occurence  of  MM  (malignant  melanoma),  m (atypical  and  total 
number  of  nevi)  and  Ca  (non-melanoma  systemic  cancer). 

Represents  the  question  not  asked. 


spondents  (26.3%)  requested  information  only 
about  malignant  melanoma.  Most  physicians 
(73  or  76.8%)  recognized  the  need  for  specific 
information  about  each  of  the  three  categories 
from  different  groups  of  first  and  second  degree 
relatives. 

Discussion 

This  survey  demonstrated  that  Midwest  phy- 
sicians exhibit  only  minimal  use  of  "active"  tech- 
niques of  genealogical  investigations  to  identify 
patients  within  a FAMMM  kindred.  The  average 
dermatologist  in  the  care  of  his  or  her  patients 
with  multiple  atypical  nevi  doesn't  significantly 
investigate  beyond  first  degree  relatives  despite 
the  autosomal  dominant  nature  of  the  FAMMM 
syndrome.  The  responses  of  the  clinicians  re- 
veal little  concern  for,  or  awareness  of,  the 


incomplete  penetrance  and  variable  expres- 
sively of  the  clinical  phenotypes  of  malignant 
melanoma,  atypical  nevi,  and  total  body  count 
of  pigmented  nevi  as  seen  in  the  FAMMM 
syndrome.  The  role  of  heterogeneity  of  the 
FAMMM  genotype  in  the  expression  of  adult 
onset  non-melanoma  primary  systemic  cancer 
was  given  little  attention  by  the  respondents. 
This  neglect  may  be  due  to  a previous  recom- 
mendation of  a negative  association  of  non- 
melanoma primary  systemic  cancer(s)  and  the 
FAMMM  syndrome.11  A recent  publication6  has 
verified  earlier  data5  by  showing  in  some 
FAMMM  kindreds  a six  fold  increase  in  the 
prevalence  of  gastrointestinal  cancer  and  a 
twenty-eight  fold  increase  in  the  prevalence  of 
pancreatic  cancer. 
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There  was  also  minimal  concern  for  the  veri- 
fication of  the  cancer  diagnoses  in  members  of 
the  FAMMM  kindreds.  Patients  and  kindred 
members  usually  have  the  wrong  information 
about  the  correct  cancer  diagnoses  in  other 
family  members,  let  alone  in  themselves.1  If  we 
are  to  establish  accurate  cancer  risks  for  FAMMM 
kindreds  with  malignant  melanoma  and/or  non- 
melanoma primary  systemic  cancers,  all  posi- 
tive family  histories  of  cancers  must  be  verified 
through  hospital  records,  pathology  reports, 
autopsy  findings,  physicians'  medical  records, 
and  death  certificates.  The  first  three  sources  of 
information  noted  previously  give  more  reliable 
data  than  the  latter  two  sources.  In  addition,  a 
negative  family  history  from  a patient  must  be 
viewed  with  skepticism  as  it  has  been  shown 
that  in  over  two-thirds  of  proven  cases  of  vari- 
ous hereditary  cancer  syndromes,  the  patients' 
hospital  records  contained  statements  of  the 
patients  that  there  was  "no  family  history  of 
cancer."1 

A recent  survey12  of  practices  and  beliefs  of 
dermatologists  concerning  screening  of  family 
members  of  patients  with  malignant  melanoma 
concluded  that  the  majority  of  dermatologists 
encouraged  their  patients  to  bring  in  their  rela- 
tives for  a cutaneous  examination;  however, 
only  infrequently  did  such  relatives  cooperate. 
The  study,  done  in  the  New  England  area,  had 
data  from  73  MDs,  which  represented  26.5%  of 
the  dermatologists  in  that  geographical  region. 
In  addition,  the  sample  had  a high  percentage  of 
academicians  (38%)  as  contrasted  to  the  na- 
tional average  of  about  10%  (an  estimate  from 
the  American  Academy  of  Dermatology).  Thus, 
the  study  indicated  that  physicians  did  initiate 
"passive"  genealogical  studies  but  there  was 
little  cooperation  from  the  kindreds  of  their 
patients.  The  study  did  not  address  the  issue  of 
whether  the  dermatologists  did  in-depth  "ac- 
tive" genealogical  studies  but  appeared  to  evalu- 
ate the  "passive"  approach  to  genetic  family 
studies,  where  the  patient  or  proband  becomes 
the  primary  investigator  for  the  family.  The  latter 
modus  operandi  is  inadequate  and  invariably 
fails  in  its  execution.  This  is  because  we  can  not 
rely  on  the  proband  to  investigate  his/her  kin- 
dred because  of  inability  of  the  patient  to  judge 
nevi  as  "too  many"  or  "atypical,"  denial  of  disease 
by  the  patient  or  other  family  members,  inad- 
equate educational  background  of  the  patient 
to  understand  the  concept  of  the  disease,  emo- 
tional or  personal  barriers  in  family  relation- 
ships, and  lack  of  time  and  expertise  by  the 
patient  to  carry  on  the  extensive  corres- 


pondence, record  searching/analysis  and  data 
storage  necessary  for  a comprehensive  genea- 
logical investigation  of  the  potential  cancer  risks 
of  the  kindred. 

We  recently  did  a similar  survey13  in  four 
Midcentral  states  of  403  dermatologists  within 
one  year  of  the  survey  of  Midwestern  states. 
These  four  states  were  not  in  our  original  nine 
state  survey.  In  the  second  study,  we  received  a 
higher  return  of  responses  (72.7%)  probably 
because  of  the  four  communications  sent  to  the 
clinicians,  as  compared  to  35.1  % response  from 
one  letter  in  the  Midwestern  survey;  however, 
despite  the  higher  response  rate  on  the  second 
survey,  a preliminary  analysis  of  the  findings 
indicates  essentially  the  same  conclusions. 

Our  Midwestern  survey  of  the  family  studies 
by  dermatologists  indicated  that  these  clinicians 
have  a wide  spectrum  of  different  concep- 
tualizations of  the  hereditary  aspects  of  the 
FAMMM  syndrome.  In  addition,  the  vast  major- 
ity of  physicians  do  not  initiate  or  carry  on  in- 
depth  genealogical  investigations  of  FAMMM 
kindreds.  We  need  not  only  to  emphasize  in  our 
curricula  of  medical  schools  the  basic  genetic 
concepts  and  the  natural  history  of  the  FAMMM 
syndrome  or  any  genetic  disorder  but  we  must 
teach  the  skills  to  clinicians  to  implement  the 
basic  mechanism  of  genealogic  investigation.  It 
is  only  through  such  "active"  investigations  that 
physicians  can  develop  cost  effective  targeted 
cancer  surveillance  programs  for  appropriate 
health  care  of  patients  with  the  FAMMM  syn- 
drome or  other  hereditary  cancer  syndromes 
and  give  relevant  accurate  genetic  counseling 
for  cancer  risks  to  these  patients  and  their 
kindreds. 

Summary 

Midwest  dermatologists  minimally  initiate  or 
carry  on  in-depth  genealogical  investigations  of 
patients  with  the  cancer  associated  geno- 
dermatosis,  the  familial  atypical  multiple  mole 
melanoma  (FAMMM)  syndrome.  Their 
conceptualizations  of  the  FAMMM  syndrome 
varies  over  a wide  spectrum  and  results  in  a 
range  of  clinical  behavior  patterns  in  the  care  of 
these  patients.  If  the  clinical  behavior  of  physi- 
cians with  respect  to  patients  with  the  FAMMM 
syndrome  is  a valid  model  for  deducing  patterns 
of  clinical  behavior  in  their  practices  then  medi- 
cal schools'  curricula  and  continuation  educa- 
tional programs  need  significant  revisions  to 
correct  these  deficiencies  in  the  delivery  of 
health  care. 
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Cervical  AV  Malformation  With  In  Utero  DES  Exposure 
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IN  utero  exposure  to  DES  has 
been  well  documented  as  a 
causative  factor  in  certain 
mullerian  abnormalities,  neoplasias,  and  adverse 
pregnancy  outcome.  DES-exposed  women  have 
increased  risk  of  abortion,  cervical  incompe- 
tence, and  premature  rupture  of  membranes. 
First  trimester  vaginal  bleeding,  not  uncommon 
in  pregnant  women,  deserves  special  attention 
in  DES  progeny.  The  following  case  history  gives 
us  an  example  of  an  unusual  complication  which 
is  most  likely  related  to  prior  DES  exposure. 

S.T.  was  a 26-year-old  white  female,  G2  PI  001 , 
with  known  in  utero  DES  exposure,  whose  last 
menstrual  period  was  8/7/90.  Her  previous 
pregnancy  in  1 988  was  complicated  by  preterm 
labor  at  28  weeks  which  required  tocolysis  and 
long-term  hospitalization.  A 3039  gram  female 
infant  was  born  by  spontaneous  vaginal  deliv- 
ery at  37.5  weeks.  She  had  no  other  significant 
medical  or  surgical  history. 

She  was  referred  at  1 3 weeks'  gestation  in  the 
present  pregnancy  for  a "varicosity-like"  cervical 
lesion  and  heavy  vaginal  bleeding.  The  preg- 
nancy had  appeared  to  be  normal  by  ultrasound 
at  12  weeks.  Speculum  exam  revealed  the 
vagina  to  be  without  abnormalities.  The  parous 
cervix  had  a prominent  anterior  lip  with  purple- 
blue  circular  lesions  present.  At  2 o'clock,  a 
purple  band  of  tissue  resembling  a dilated  vein 
was  seen.  This  was  felt  to  be  a vascular  malfor- 
mation. Since  the  internal  os  was  closed,  a 
McDonald  cerclage  was  recommended  to  con- 
trol the  bleeding.  One  week  after  the  cerclage 
placement,  the  patient  suffered  premature  rup- 
ture of  membranes  with  subsequent  develop- 
ment of  chorioamnionitis.  Spontaneous  abor- 
tion occurred  which  was  complicated  by  severe 
hemorrhage.  Postpartum  examination  at  two 
weeks  revealed  a 2.5  cm  dilated  cervix  without 
palpable  nor  visual  evidence  of  the  abnormality; 
however,  there  did  appear  to  be  a cervical 
hood. 

The  patient  desired  another  pregnancy,  so  a 
permanent  Shirodkar  cerclage  was  placed  in 


January,  1991.  There  was  no  evidence  of  the 
previous  malformation  noted  at  that  time.  Preg- 
nancy occurred  after  a LMP  of  4/27/91.  Mild 
spotting  was  noted  prior  to  eight  weeks  gesta- 
tion. Sterile  speculum  exam  revealed  a closed 
cervix  with  the  cerclage  intact.  There  was  no 
evidence  of  the  previous  AV  malformation. 
Ultrasound  was  normal  at  8,  1 7,  and  31  weeks. 
Home  uterine  monitoring  was  initiated  at  22 
weeks.  The  pregnancy  was  uncomplicated  until 
approximately  33  weeks,  when  she  began  expe- 
riencing painless  uterine  contractions  without 
loss  of  fluid  or  vaginal  bleeding.  She  was  treated 
with  bed  rest,  hydration,  and  continuous  tocolysis 
with  Terbutaline. 

A cesarean  section  was  planned  at  39  weeks' 
gestation;  however,  at  36.5  weeks  the  patient 
presented  with  uterine  contractions  every  three 
minutes.  Attempts  to  stop  the  preterm  labor 
with  subcutaneousTerbutaline  were  unsuccess- 
ful. A 3239  gram  male  infant  was  delivered  by 
cesarean  section  on  1/8/92.  There  were  no 
significant  postpartum  complications.  The 
pospartum  exam  did  not  reveal  any  cervical 
abnormalities. 

AV  malformations  are  congenital  lesions.  They 
usually  occur  in  sites  distant  from  the  cervix, 
such  as  the  brain  or  Gl  tract.  This  abnormality  is 
a direct  connection  between  an  artery  and  vein 
without  an  interposed  capillary  network.  Since 
it  receives  blood  at  arterial  pressure,  it  is  likely  to 
dilate  progressively  with  spontaneous  bleeding. 
The  expanded  blood  volume  and  increased 
uterine  blood  flow  normal  to  pregnancy  may 
exacerbate  this  process. 

There  has  been  little  written  on  cervical  vas- 
cular malformations,  but  the  association  with  in 
utero  DES  exposure  has  been  postulated  be- 
fore. Three  case  histories  presented  by  Follen,  et 
al,  strongly  suggest  a relationship  between 
antepartum  vaginal  bleeding  with  vascular  le- 
sions and  previous  DES  exposure.1  In  light  of  the 
known  mullerian  abnormalities  associated  with 
DES,  cervical  AV  malformation  is  probably  an- 
other defect  in  the  spectrum  of  congenital  lesions. 
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Successful  treatment  of  cervical  AV  malfor- 
mations has  now  been  accomplished  twice  in 
separate  patients.  In  each  case,  the  cerclage 
caused  the  lesions  to  diminish  in  size  and  allow 
pregnancy  to  continue.  If  this  rare  abnormality 
is  encountered,  cerclage  placement  prior  to 
pregnancy  may  attenuate  potential  problems. 
Randomized  controlled  trials  have  shown  a 
significantly  higher  percentage  of  viable  infants 
born  to  women  with  cervical  anomalies.2  In 
addition,  if  a patient  presents  with  spontaneous 
bleeding  secondary  to  an  AV  malformation,  a 
cerclage  may  control  bleeding.  Unfortunately, 
there  is  still  a risk  of  premature  rupture  of 
membranes  as  with  any  form  of  surgical  inter- 
vention of  the  cervix  during  pregnancy.3 

In  conclusion,  the  case  history  presented 
illustrates  a rare  cervical  abnormality  that  be- 


comes symptomatic  during  pregnancy.  While  it 
is  difficult  to  prove  that  prior  DES  exposure  is  the 
cause,  it  is  highly  suggestive.  Cervical  cerclage 
treatment  was  successful  in  controlling 
antepartum  bleeding  and  achieving  the  birth  of 
a viable  infant. 
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AUXILIARY 


Annual  State  Meeting,  April  23  and  24,  1993 

BEVERLY  KRUGER 

Chairman,  Resolutions 


WHEREAS,  we  consider  it  fitting  and  proper 
to  express  our  thanks  to  all  who  have  contrib- 
uted to  the  success  of  the  convention  and  the 
accomplishments  of  the  past  year,  THEREFORE 
BE  IT 

RESOLVED  that  we,  the  members  of  the 
Nebraska  Medical  Association  Auxiliary,  ex- 
tend our  sincere  thanks  and  appreciation  to  the 
officers  and  other  members  of  the  Nebraska 
Medical  Association  Auxiliary  Board  of  Direc- 
tors who  have  so  ably  carried  on  the  business 
necessary  for  the  proper  function  of  our  organi- 
zation and  be  if  further 

RESOLVED,  that  our  thanks  and  appreciation 
be  directed  to  the  members  of  the  Lancaster 
County  Medical  Society  Auxiliary,  hostess  to 
this,  the  68th  Annual  Meeting,  for  the  gracious 
hospitality  extended  to  us  all;  and  be  it  further 

RESOLVED,  that  we  extend  our  welcome 
and  thanks  to  Colleen  Adam,  Field  Director, 
American  Medical  Association  Auxiliary  for  her 
attendance  at  our  convention;  and  be  it  further, 

RESOLVED,  that  we  declare  particular  grati- 
tude to  the  President  of  the  Lancaster  Medical 
Society  Auxiliary,  Sue  Carraher;  to  our  Conven- 
tion Chairman  Sally  Semm;  to  our  Co-Chairman 
Dottie  Shapiro;  their  gracious  committee  and  to 
all  who  have  assisted  so  capably  in  planning  for 
our  comfort  and  pleasure;  and  be  it  further 

RESOLVED,  that  the  Nebraska  Medical  Asso- 
ciation be  advised  of  our  appreciation  of  their 
assistance  and  leadership,  in  particular  that  of 


Darroll  Loschen  M.D.  The  Commission  of  Asso- 
ciation Affairs  be  informed  of  our  gratefulness 
for  their  help  and  advice  throughout  the  year 
and  for  generously  sharing  with  us  those  por- 
tions of  their  program  we  are  privileged  to 
attend,  and  be  if  further 

RESOLVED,  that  we  make  known  to  Mr. 
William  Schellpeper,  Executive  Director  of  the 
Nebraska  Medical  Association,  Mr.  James  K. 
Ruigh,  Assistant  Executive  Director,  and  to  their 
office  staff,  our  deep  appreciation  of  their  sup- 
port and  assistance  in  all  matters  pertaining  to 
the  Auxiliary,  and  be  it  further 

RESOLVED,  that  our  thanks  be  extended  to 
Dr.  Benjamin  Gelber,  Editor  of  the  Nebraska 
Medical  lournal  for  the  inclusion  of  the  Auxiliary 
News  page;  to  Elbe  Lau,  Editor  of  the  Newsletter 
of  the  Nebraska  Medical  Association  Auxiliary; 
to  Medical  Liability  Mutual  and  Methodist  Hos- 
pital for  their  interest  and  monetary  support  of 
our  Newsletter;  and  the  NMA  office  personnel 
for  their  help  in  preparing  material  and  mailing 
same,  and  be  it  further 

RESOLVED,  that  we  pledge  our  loyalty  and 
devotion  to  the  Nebraska  Medical  Association 
Auxiliary,  that  we  continue  to  be  faithful  in 
supporting  its  activities,  promoting  its  projects 
and  protecting  its  reputation  and  high  ideals 
and  be  it  finally 

RESOLVED,  that  these  resolutions  be  pub- 
lished in  the  Nebraska  Medical  lournal. 
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COMING  MEETINGS 


THE  UNIVERSITYOFNEBR.  MEDICAL  CENTER 
Upcoming  Continuing  Education  Courses 

MAY  13-15,  1993  — Treatment  of  the  Allergic 
Patient.  Omaha,  Nebraska. 

MAY  1 7-1 8,  1 993  — Advanced  Life  Support  In 
Obstetrics.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $300. 1 4 Hours  AMA 
Category  I.  16.0  Prescribed  Hours  AAFP. 

MAY  20-21,  1993  — Advanced  Pediatric  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $165.  13  Hours  AMA 
Category  I. 

MAY  24-25,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JUNE  10,  1993  — Advanced  Cardiac  Life  Sup- 
port. Renewal  Verification.  Omaha,  Nebraska. 
Registration  Fee  $85.  7 Hours  AMA  Cat- 
egory I. 

JUNE  11,  1993  — Advanced  Cardiac  Life  Sup- 
port. Instructor  Verification.  Omaha,  Ne- 
braska. REgistration  Fee  $100.  6 Hours  AMA 
Category  I. 

JUNE  21-22,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JULY  8-9,  1993  — Advanced  Pediatric  Life  Sup- 
port. Initial  Verification.  Omaha,  Nebraska. 
Registration  Fee  $165.  13  Hours  AMA  Cat- 
egory I. 

JULY  12-13,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

For  further  information,  contact  Cindy  Hanssen,  University  of 

Nebraska  Medical  Center,  Center  for  Continuing  Education,  600  So. 

42nd  Street,  Omaha,  Nebraska  68198-5651 . Call  (402)  559-5919 

or  use  our  toll  free  MD  Advantage  number  and  ask  for  Continuing 

Education  1 (800)  652-1 095  nationwide.  Fax  number  (402)  559-59 15. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

TUESDAY  EVENING  MAY  25,  1993  - Heart- 
land Risk  Reduction  Society  "Use  of 
Transdermal  Nicotine".  Riverside  Golf  Club, 
Grand  Island,  Nebraska.  Target  Audience: 
Health  care  providers  who  treat  patients  with 
atherosclerotic  vascular  disease.  Fee:  No 
charge. 

WEDNESDAY  EVENING,  MAY  26,  1993  - 
Pathophysiology  and  Management  of  Con- 
gestive Heart  Disease,  Omaha  Marriott  Ho- 
tel, Omaha,  Nebraska.  Target  Audience:  Pri- 
mary Care  Physicians  and  Cardiologists 

THURSDAY  - SATURDAY,  JUNE  3-5,  1993  - 
2nd  Annual  National  Medical  Information 
Networking  Conference,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Physi- 
cians and  health  information  professionals, 
Fee:  $250. 

FRIDAY-SATURDAY,  JUNE  18-20,  1993  - Ne- 
braska Chapter  of  American  Academy  of 
Pediatrics  Course,  Lake  Okoboji,  Iowa.  Tar- 
get Audience:  Pediatricians,  Family  Physi- 
cians. 

AUGUST  27-29, 1 993  — Practical  Pulmonary  in 
Primary  Care:  Update  1 993,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience: 
Primary  Care  Physicans. 

SATURDAY,  SEPTEMBER  11,  1993  - Internal 
Medicine  Update,  UNL  Student  Union,  Lin- 
coln, Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Fee:  $35. 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 
1993  — Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska. Target  Audience: 
Emergency  Medicine  Physicians  and  others 
who  provide  care  in  the  ER,  Fee:  $700. 

WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23, 1 993  — Interdisciplinary  International  Sym- 
posium on  Gastrointestinal  Dysfunction  in 


Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists,  Physiologists  and 
Psychologists.  Fee:  $150. 

MONDAY-SATURDAY,  OCTOBER  4-9,  1993 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

FRIDAY  AFTERNOON,  OCTOBER  8,  1993  - 
UNMC  College  of  Medicine  Alumni  Day, 
UNMC  Campus,  Omaha,  Nebraska.  Target 
Audience:  Alumni. 

FRIDAY  EVENING  - MONDAY,  OCTOBER  29- 
NOVEMBER  1,  1993  — An  Advanced  Cur- 
riculum on  Women's  Health,  Marriott  Mar- 
quis, New  York  City,  New  York.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gyneocologists,  Emergency 
Physicians. 

THURSDAY-SATURDAY,  DECEMBER  2-4, 1 993 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Gyn  Society  Annual  Scientific 
Session)  Bally's,  Las  Vegas,  Nevada.  Target 
Audience:  Primary  Care  Physicians,  Fee:  $275. 

ABC  OF  PEDIATRICS: 

A Saturday  Morning  Monthly  Program 

8:30  a.m.  - 1 2:00  noon,  Cooper  Auditorium 
College  of  Nursing,  UNMC  (No  registration  fee) 

APRIL  3,  1993  — Pediatric  Emergencies. 

MAY  1 5, 1 993  — Common  Pediatric  Cl  Disorders 

JUNE  4,  1993  — Renal  Disease  in  Children 
(Friday  1 :00  - 5:00  p.m.) 

ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT-  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider and  Reverification. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Numer  and 
ask  for  Continuing  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-59/5. 


CREIGHTON  UNIVERSITY 

MAY  20-23, 1 993  — A Review  of  Orthopaedics 
& Orthopaedic  Pathology,  Creighton  Cam- 
pus, Criss  II  Building,  Omaha,  NE. 

MAY  22,  1993  — Women  and  Heart  Disease, 
Creighton  Cardiac  Center,  Omaha,  NE 
Hotel,  Omaha,  Nt. 

MAY  7-8,  1 993  — Therapeutic  Laparoscopy  for 
General  Surgeons,  1993  Advanced  Course, 
Creighton  University  School  of  Medicine, 
Omaha,  NE. 

MAY  28-30,  1993  — Family  Medicine  Update, 
Okoboji,  IA. 

JUNE  25-26, 1 993  — Laparoscopy-Assisted  Vagi- 
nal Hysterectomy  Course,  Boys  Town  Board 
Room/Creighton  Campus,  Omaha,  NE. 

JULY  16-17,  1993  — Therapeutic  Laparoscopy 
for  General  Surgeons,  1993  Basic  Course, 
Creighton  University  School  of  Medicine, 
Omaha,  NE. 

JULY  29,  1 993  — International  Humanae  Vitae 
Conference,  25th  Anniversary  Celebration, 
Holiday  Inn  Central,  Omaha,  NE. 

DECEMBER  1 7-18,  1993  - Therapeutic 
Laparoscopy  for  General  Surgeons,  1993 
Advanced  Course,  Creighton  University 
School  of  Medicine,  Omaha,  NE. 

The  contact  person  for  these  courses  is  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68178-0072,  1-800- 

548-CMED  or  1-402-280-1830. 

1992-93  DISTINGUISHED  LECTURE  SERIES 

JUNE  16,  1993  — Joyce  Lashoff,  M.D.  - Boys 
Town  National  Research  Hospital  Audito- 
rium, Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 

O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 

Division,  2500  California  Street,  Omaha,  NE  68 1 78. 

FOURTH  ANNUAL  METHODIST 

CARDIOVASCULAR  CENTER  SYMPOSIUM 

JUNE  10-11,  1993  — Fourth  Annual  Methodist 
Cardiovascular  Center  Symposium,  Practical 
Issues  For  the  90's.  Location:  Best  Western 
Regency  West,  9 hours  C.M.E.  Catagory  I,  9 
hours  Nursing  and  Physician's  Assistance  ac- 
creditation, $50.00 

To  register  contact  Cary  Peterson,  (402)  390-44 1 1. 
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MAYO  FOUNDATION 

OCTOBER  2-5,  1993  - IV  International  Work- 
shop on  Multiple  Myeloma,  Program  Site: 
Rochester,  MN. 

OCTOBER  8-9, 1 993  — Gastroenterology  Motil- 
ity Update.  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  21-22,  1 993  - Pediatric  Days  1 993. 
Mayo  Foundatiion,  Rochester,  MN. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MSI 
55905,  Phone:  Toll  Free  800-323-2688. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 
WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

SATURDAY,  MAY  1 5,  1 993  — Coronary  Artery 
Disease  in  Women,  LocatiomThe  Ritz-Carlton 
Hotel,  St.  Louis,  Missouri,  3.75  credit  hours 
AMA  Category  1,  Program  Chairman:  Craig 
K.  Reiss,  M.D.,  F.A.C.C. 

FRIDAY-SATURDAY,  JUNE  1 1-12,  1993  - 
Alzheimer's  Disease:  Advances  in  Diagnosis 
& Treatment  '93,  Location:  Adam's  Mark 
Hotel,  St.  Louis,  Missouri,  Program  Directors: 
Raj  Nakra,  M.D.  and  Kathleen  Mann  Koepke, 
Ph.D. 

THURSDAY,  JUNE  1 7,  1 993  - State  of  the  Art 
Clinical  Symposium  on  Allergic  Diseases, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Phillip  E. 
Korenblat,  M.D. 

FRIDAY-SATURDAY,  September  1 0-1 2, 1 993  - 
Frontiers  In  Endosurgery:  Advances  in 
Endourological  Techniques  and  Technology, 
Location:  Washington  University  Medical 
Center,  St.  Louis,  Missouri,  1 8.5  credit  hours 
AMA  Category  1,  Program  Chairmen:  Ralph 
V.  dayman,  M.D.  and  Elspeth  Mcdougall, 
M.D. 

FRIDAY-SATURDAY,  SEPTEMBER  1 7-1 8,  1 993 
— Physician  Executive  Leadership,  Location: 
Washington  University  Medical  Center,  St. 
Louis,  Missouri,  Program  Chairmen:  Walter 
F.  Ballinger,  M.D.  and  James  Hepner,  M.D. 


SATURDAY,  SEPTEMBER  18,  1993  - Suicide, 
Location:  St.  Louis,  Missouri. 

OCTOBER  6-14,  1993  - Allergy  Abroad:  Hol- 
land and  Brussels,  Program  Chairman:  Phillip 
E.  Korenblat,  M.D. 

THURSDAY-SUNDAY,  NOVEMBER  11-14, 
1993  — Anesthesiology  & The  Geriatric  Pa- 
tient, Location:  St.  Louis,  Missouri. 

WEDNESDAY-FRIDAY,  NOVEMBER  17-19, 
1993  — Contemporary  Cardiothoracic  Sur- 
gery, Location:  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri,  Program  Chairmen:  Joel  D. 
Cooper,  M.D.  and  Alec  Patterson,  M.D. 

SATURDAY,  NOVEMBER  20,  1993  - Hyper- 
cholestererolemia,  Location:  Marriott's  Pavil- 
ion Hotel. 

FRIDAY,  DECEMBER  3,  1993  - Women's 
Healthcare  Issues,  Location:  The  Ritz-Carlton 
Hotel,  St.  Louis,  Missouri,  Program  Chair- 
man: Louis  Avioli,  M.D. 

SATURDAY,  DECEMBER  4,  1 993  - Gl  Update, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Guissepe 
Aliperti,  M.D. 

THURSDAY-FRIDAY,  APRIL21-22, 1 994  — Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRI  DAY-SUN  DAY,  JUNE  24-26,  1994  - Fron- 
tiers In  Endourology,  Location:  Washington 
University  Medical  Center,  St.  Louis,  Mis- 
souri, Program  Chairman:  Ralph  V.  Clayman, 
M.D. 

For  further  information  on  any  of  the  above  seminars 
contact:  Continuing  Medical  Education,  Washington 
University  School  of  Medicine,  Campus  Box  8063,  660 
South  Euclid  Avenue,  St  Louis,  Missouri,  631 10-1093, 
(800)  325-9862  Interstate,  (314)  362-6893  In  Missouri, 
FAX  (314)  362-1087. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


May  1993  Nebraska  Medical  Journal  143 


THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER, 

Washington  D.C. 

MAY  1 3-1 6, 1 993  — Central  Atlantic  Seminar  in 
Anesthesiology.  Location:  Grand  Hyatt,  Wash- 
ington, D.C.,  12  Credit  Hours,  AMA  Cat- 
egory 1,  $150.00  members,  $200.00  non- 
members. 

The  contact  person  is  Daniel  E.  Reichard,  George 
Washington  University  Medical  Center,  Office  of  CME, 
2300  K Street,  NW,  Washington  DC  20037,  202-994-4285 
(phone),  202-994-1791  (fax). 

JUNE  12-16,  1993  — Board  Review  in  Family 
Practice.  Location:  Marriott  Crystal  Gateway 
Hotel,  Arlington,  VA.,  41  credit  hours,  AMA 
Category  1,  $625.00  physicians,  $495.00 
residents  and  fellows,  $395.00  allied  health 
professionals. 

JUNE  21-25,  1 993  — 1 5th  National  Lesbian  and 
Gay  Health  Conference  and  11th  Annual 
AIDS/HIV  Forum.  Location:  Hyatt  Regency, 
Houston,  TX,  22  credit  hours,  AMA  Category  1 . 

SEPTEMBER  11-14,  1 993  — The  Decade  of  the 
Brain:  An  International  Conference.  Loca- 
tion: The  Omni-Shoreham,  Washington,  DC, 
28  credit  hours,  AMA  Category  1. 

The  contact  person  is  John  F.  Vargo,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K 
Street,  NW,  Washington  DC 20037, 202-994-4285  (phone), 
202-994-1791  (fax). 


OCTOBER  1-3,  1 993  — International  Liver  Sym- 
posium. Location  Marriott  Crystal  Gateway 
Hotel,  Arlington,  VA. 

OCTOBER  9-13,  1993  — Gastroenterology 
Board  Review  Course.  Location:  Marriott 
Crystal  Gateway  Hotel,  Arlington,  VA,  42 
credit  hours,  AMA  Category  1,  $650.00  phy- 
sicians, $500.00  residents  and  fellows. 

The  contact  person  is  Daniel  E.  Reichard,  George 
Washington  University  Medical  Center,  Office  of  CME, 
2300  K Street,  NW,  Washington  DC 20037,  202-994-4285 
(phone),  202-994-1791  (fax). 

OCTOBER  24-27,  1 993  — 1 5th  Annual  Society 
For  Medical  Decision  Making  Meeting.  Loca- 
tion: Sheraton  Imperial  Hotel,  Raleigh/ 
Durham,  NC. 

The  contact  person  is  Maria  Corrick,  SMDM,  Ceorge 
Washington  University  Medical  Center,  Office  of  CME, 
2300  K Street,  NW,  Washington  DC 20037,  202-994-4285 
(phone),  202-994-1791  (fax). 

DECEMBER  27-31,  1993  — Drug  Therapy  for 
the  90's:  An  Update  in  Mechanisms  of  Action 
in  Clinical  Utilization.  Location:  Snowbird, 
Utah,  18  credit  hours.  AMA  Category  1. 

The  contact  person  is  Daniel  E.  Reichard,  Ceorge 
Washington  University  Medical  Center,  Office  of  CME, 
2300  K Street,  NW,  Washington  DC  20037,  202-994-4285 
(phone),  202-994-1791  (fax). 
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Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516, (402)  421-1600. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Lincoln,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster. 

ELEVENTH  DISTRICT : Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 


COMPONENT  COUNIT  MEDICAL  SOCIETIES 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel .. 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

I vincas  ter 

Lincoln 

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup-Valley 

Saline  

Sarpy  

Saunders 

Scotts  Bluff 

Seward  

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington- Burt 

York 


PRESIDENT 

Elvin  G.  Brown,  Hastings  

Roger  P.  Massie,  Plainview 

Wendell  L.  Fairbanks  Alliance 

Kay  A.  Keifer,  Kearney  

Gerald  W.  Luckey,  David  City  , 

R.  R.  Andersen,  Nehawka 

Calvin  Cutright,  Sidney 

E.  L.  Sucha,  West  Point 

Loren  Jacobsen,  Broken  Bow  .... 


Mark  C.  Johannsen,  Fremont 

Willis  L.  Wiseman,  Wayne 

Murray  Markley,  Loup  City 

Blake  Butler,  Beatrice 

Richard  E.  Goble,  Grand  Island ... 

J.  C.  Wilcox,  Aurora 

Melvin  Campbell,  Ainsworth 

Kaye  B.  Carstens,  Fairbury 

Berl  W.  Spencer,  Ogallala 

D.  M.  Laflan,  Creighton  

W.  T.  Griffin,  Lincoln 

Gary  L.  Conell,  North  Platte 

Steffan  R.  Lacey,  Norfolk 

Patrick  E.  Brookhouser,  Omaha  .. 

Richard  Votta,  Norfolk 

Margaret  K.  Stockwell,  Gordon  ... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete  

Jan  Golnick,  Papillion 

John  Hansen,  Wahoo 

Vincent  G.  Bjorling,  Scottsbluff  .... 

Paul  E.  Plessman,  Seward  

Jeff  Hollis,  Geneva 

Richard  E.  Jackson,  Pawnee  City  , 

Richard  F.  Klug,  McCook 

Ronald  P.  Morse,  Tekamah 

Darroll  Loschen,  York 


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 


Jeffrey  P.  Lee,  V.  Pres.,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  Dorwart,  Sidney 
Scott  D.  Green,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
FYadip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8Vfc  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  corner  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8!6  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters- to-the- Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from 'the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  474-3222 


Donley  medical 

SUPPLY  COMPANY 

P.O  Bo*  83108  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  • 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  - Statements 
Envelopes  • Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 
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AMA  NEWS  NOTES 

(continued  from  page  9A) 

In  February,  the  AMA  met  with  HCFA  in 
Washington,  D.C.,  to  discuss  the  change.  Rever- 
sal of  the  policy  was  also  sought  by  the  Ameri- 
can Society  of  Internal  Medicine  and  American 
Academy  of  Family  Physicians. 

HCFA,  in  another  matter,  also  agreed  to 
eliminate  the  quality  intervention  plan  point 
system  for  all  peer  review  organizations  effec- 
tive immediately. 

★ ★ ★ 

MAY  JAMA  TO  FOCUS  ON  SYSTEM  REFORM 

The  May  19  issue  of  IAMA  will  focus  on 
health  system  reform. 

For  the  third  consecutive  year,  JAMA  will 
dedicate  a May  issue  to  look  at  system  reform. 
Articles  will  include  information  on  the  effects 
of  Hawaii's  employer  mandate,  medical  student 
attitudes  toward  providing  care  for  the 
underserved,  and  bridging  the  gap  between 
expert  and  public  views  on  health  system  re- 
form. 

Other  articles  will  discuss  managed  competi- 
tion and  community  oriented  primary  care. 

★ ★ ★ 

PHYSICIAN  STATISTICS  SUBJECT 
OF  AMA  BOOK 

The  1 993  edition  of  Physician  Characteristics 
and  Distribution  in  the  U.S.  now  is  available  from 
the  AMA. 

The  publication  contains  detailed  informa- 
tion on  physicians  by  activity,  specialty,  sex, 
age,  location,  medical  education  and  board 
certification.  It  also  includes  physician  census 
by  regions  and  divisions  and  examines  physi- 
cian population  trends  from  1 970  to  1 992. 

Cost  is  $70  for  AMA  members:  $95  for 
nonmembers.  To  order,  call  (800)  621-8335; 
ask  for  item  #OP390293CH. 

★ ★ ★ 


PRACTICE  MEDICINE 
- NOT  BUSINESS 

Need  third  family  practice  physi- 
cian to  take  established  practice 
after  partner's  death.  "Small  town" 
practice  in  the  city.  Next  to  400+ 
bed  hospital.  Nearby  lab,  x-ray 
and  all  specialists.  America's  #1 
City.  Liberal  time  off. 

Contact  Jo  at: 

(605)  336-0910 


Opportunity  Hotline 

Taking  the  Search  out  of  Physician  Search 

Direct,  confidential  referral  to 
Family  Practice  and  OB/GYN 
practice  opportunities  NATIONWIDE. 

Call  us  toll  free  and  within  a 
few  weeks  you  will  be  contacted 
directly  by  hospitals,  clinics, 
or  doctors  groups  who  know  your 
practice  and  geographic  preferences 
and  are  interested  in  YOU. 


It’s  that  simple  and  no  recruiters 
are  involved  with  this  service. 

800-264-4456 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care 
Locum  Tenens  positions.  Full-time,  and  regular  part- 
time.  Numerous  Iowa  locales.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul 
malpractice  with  unlimited  tail,  excellent  benefit 
package/bonuses  to  full-time  physicians.  Contact 
Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  I A 50021, 
phone  1-800-729-7813  or  51 5-964-2772. 

GENERAL  SURGEON:  Seeking  BC/BE  general 
surgeon  to  join  progressive  Gen./Periph.  Vase, 
group  practice  in  Lincoln,  Nebraska.  Competitive 
compensation/benefits  package.  Excellent  oppor- 
tunity with  long  term  growth  potential.  Please  con- 
tact or  send  C.V.  to  Box  044,  Nebraska  Medical 
Journal,  233  South  13th  St.,  #1512,  Lincoln,  NE 
68508. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE - Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  the  Illinois, 
Kansas,  Nebraska,  Ohio,  Texas  and  Wisconsin, 
some  near  the  Minnesota  border;  INTERNAL  MEDI- 
CINE positions  in  Wisconsin;  OB/GYN  positions  in 
southeastern  Wisconsin.  We  would  be  happy  to 
provide  you  with  further  information.  Please  call 
toll-free,  1-800-243-4353  or  send  your  CV  to 
Strelcheck  & Associates,  Inc.,  1 0624  N.  Port  Wash- 
ington Rd.,  Mequon,  Wl  53092. 

DERMATOLOGY,  GASTROENTEROLOGY, 
NEUROSURGERY,  OCCUPATIONAL  MEDICINE, 
ONCOLOGY,  ORTHOPEDICS,  ORTHOPEDICS- 
HAND,  UROLOGY:  Strelcheck  & Associates,  Inc., 
an  extension  of  our  clients  recruiting  departments, 
has  positions  available  in  Wisconsin  and  Michigan. 
We  would  be  happy  to  provide  you  with  further 
information.  Please  call  1-800-243-4353  or  send 
your  CV  to  Strelcheck  & Associates,  Inc.,  1 0624  N. 
Port  Washington  Rd.,  Mequon,  Wl  53092. 

OPPORTUNITY:  Family  practice  opportunity  in 
Western  Nebraska  for  Board  Certified  or  Board 
Eligible  Family  Physician.  Competitive  salary  100- 
I20K  plus  incentive  bonuses  and  other  benefits. 
Excellent  hunting  and  fishing  area.  Close  to  the 
Black  Hills.  Hours  away  from  major  ski  resorts  and 
metro  area.  Good  schools,  great  place  to  raise  a 
family.  For  more  information,  contact  Ruth  Edgar, 
O.M.  at  (308)  762-3741  or  send  CV  to  Alliance 
Medical  Center,  P.C.,  2307  Box  Butte  Avenue, 
Alliance,  NE  6630) . 


EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  the  North  Memorial  Medical  Center  primary 
care  network.  Opportunities  in  family  practice, 
internal  medicine  and  OB/GYN  that  allow  security 
and  stability  without  sacrificing  autonomy.  Single 
and  multi-specialty  groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportunities  with 
North/University  of  Minnesota  residency  program. 
Competitive  compensation  structures  and  flexible 
schedules  with  independent  or  hospital-owned 
group  practices.  Immediate  access  to  Minneapolis/ 
St./  Paul  attractions.  Central  to  Minnesota's  abun- 
dant lakes  country.  If  you're  BC/BE,  send  your  CV  or 
call  in  confidence:  Mark  Billmayer,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave.,  North, 
Robbinsdale,  MN  55422,  (800)  255-6353,  ext.  1 336. 

FAMILY  PRACTICE  OPPORTUNITY:  Mid-Ne- 
braska physician  is  seeking  an  associate  or  an 
opportunity  to  sell  the  practice.  Will  stay  to  intro- 
duce patients.  Contact  Box  #38,  c/o  Nebraska 
Medical  Journal,  233  S.  13th  Street,  #1512,  Lin- 
coln, NE  68508-2091. 

POSITION  WANTED:  Seeking  home-based 
medical  transcription  position.  Qualifications:  UNL 
Associate  Secretarial  Certificate,  May  '93  graduate 
of  medical  transcription  course,  knowledge  of  dic- 
tation/transcription equipment,  1 5+ years  life  expe- 
rience, owns  computer  and  Word  Perfect  software. 
Contact  Penny  (402)  759-4183  for  further  informa- 
tion. Resume  and  credentials  submitted  upon  re- 
quest. 

NEBRASKA  PHYSICIANS  & SURGEONS: 
Needed  for  medical  legal  consulting  work  in  Ari- 
zona and  other  states.  Excellent  compensation. 
Extremely  interesting  work.  All  replies  confidential. 
Medicomm  Consultants,  Inc.,  (719)  473-9432. 

PHYSICIANS  & THEIR  FAMILIES  WORKSHOP: 
July  25-30,  1993.  Location:  Grande  Butte  Hotel, 
Crested  Butte,  CO.  Credit:  24  (ACCME);  24.5 
(AAFP).  Contact:  The  Menninger  Clinic,  Topeka, 
KS,  800-288-7377. 

PACIFIC  NORTHWEST  AND  ROCKY  MOUN- 
TAIN LOCATIONS:  Opportunities  in  primary  care, 
and  other  specialties.  Urgent  need  for  spring  and 
summer.  Benefits  include  malpractice,  lodging  and 
transportation.  Assignments  vary  in  duration.  Tem- 
porary and/or  permanent  placement  available.  Call 
or  write  Ed  Novelli  at  Interim  Physicians,  4115  E. 
Jewell,  #1018,  Denver,  CO  80222;  1 -800-669-071 8. 
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MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  from  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporaiy,  staffing  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  staff  in  your  practice  or  facility. 

It  s the  closest  thing  you 'll  find  to  a risk- 
free way  to  cover  for  absent  staff 
members,  “tiy  out"  a potential  new 
recruit,  or  take  care  of  your  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  for  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


ADVERTISER'S  INDEXi 


Drug/ Alcohol/ Emotional/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


B 

Bartling  & Hinkle  Lawyers 21 

Bergan  Mercy  Medical  Center 6 

Blue  Cross/Blue  Shield  of  Nebraska 9 

Bristol-Meyers  Squibb  Co 33,  34 

C 

Cambridge  Advisors 1 5 

Clarkson  Hospital 4 

Comphealth 25 

D 

Donley  Medical  Supply 22 

L 

Eli  Lilly  & Company 16 

M 

Medical  Arts  Center 23 

Medical  Protective  Co 1 3 

Methodist  Hospital 2 

Methodist  Richard  Young 1 7 

N 

Nebraska  Beef  Council 1 9 

Nebraska  Pork  Producers  Assn 7 

Norfolk  Printing  Co.,  Inc 22 

O 

Opportunity  Hotline 23 

P 

Palisades  Pharmaceuticals 8 

R 

Roche  Laboratories 14 

S 

St.  Paul  Fire  & Marine  Insurance  Co 3 

U 

U.S.  Air  Force 1 5 

U.S.  Air  Force  Reserve 9 

University  of  Nebraska  Medical  Center 18 


PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


OBSTETRICS  - GYNECOLOGY 
John  P.  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-93 


LINCOLN,  cont. 


GRAND  ISLAND 

□ 

■ ■■■ 

CLINIC  INC 

■ ■ ■ 

308-382-1100 

□ ■■■■ 

2444  W.  FAIDLEY  AVE. 

□ 

CONSULTATIVE 
NEPHROLOGY  & 

ORGAN  TRANSPLANTATION 


Scott  P.  Liggett  MD/Stephen  P.  Yourtgberg  MD 

• Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


LINCOLN 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


_^weye. 


( surgical 
: associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• 1 aoaroscoDlc  Surgery  # Gl  Surgical  Oncology 

PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466  2221  S.  17th  St.,  SUITE  405  1-800-MED-LINC 

LINCOLN,  NE  68502 

1 94 

GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68506 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-5511 

1 -(800)  347-5880  9-93 
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LINCOLN,  cont. 


LINCOLN,  cont. 


LINCOLN  OB-GYN,  P.C. 

William P.  Heidrick,  M D., F.A.C.O.G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L.  Hodge.  M.D.,  F.A.C.O.G. 

Gregory  W.  Heidrick,  M.D.,  F.A.C.O.G. 

Yvonne K.  Davenport.  M.D.,  F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  08STETRICS 

r—  24  HOURS  • 7 DAYS  A WEEK  — | 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME  *  * 

URINARY  PR08LEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200, 301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 

RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-L1NC 

9-93 


rm 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 


Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 

Joseph  R.  Gard,  M.D. 

Steven  K.  Krueger,  M.D. 

Kaliprasad  N. 


Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Ayala,  M.D. 


(402)489-6554  or  1-800-MED-LINC 

11-93 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Prtsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  443-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  Suite  100*  Lincoln,  NE  68510  11-93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-93 


vj  >.y< 

Matisons  and  Bozarth,  M.D.,  P.C. 

• 'V. 

600  North  Cotner  Blvd.,  Suite  205 

Lincoln,  Nebraska  68505 

LSfsw stags.. 

Day  or  Night  Call 

-a-vVrVl  iiM  • 

464-3107 

In'j) 

ORTHOPAEDIC  SURGERY 

(Bones  & Joints) 

Andris  Matison,  M.D. 

• GENERAL  ORTHOPAEDICS  • HAND  SURGERY 

• ARTHROSCOPY  JOINT  DISEASES 

Dennis  Bozarth,  M.D. 

• TOTAL  JOfNT  & TRAUMA 

REPLACEMENTS  • SPORTS  MEDICINE 

• CHILDREN’S  ORTHOPAEDICS  • SHOULDER  SURGERY 

1 

10-93 

Pnebraska 

I ORTHOPAEDIC 
I— .ASSOCIATES 

L—  r P. 


Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 


•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  ■ HAND  SURGERY 
•JOINT  DISEASE &TRAUMA 

* DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN’S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-93 


May  1993  Nebraska  Medical  Journal  27 -A 


PHYSICIAN'S  DIRECTORY,  cont. 

LINCOLN,  cont.  | r LINCOLN,  cont.  I 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Up 

Benjamin  R.  Gelber,  M.D. 
Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT F. SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 


6-93 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-93 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEP  DISORDER  MEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 

8-93 


lRAIRIE  SURGICAL 

ASSOCIATES  P C 


John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 
Plaza  Mali  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 
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Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D. , Emeritus 

4353  Dodge 

Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Omaha,  NE  68131 

Peter  J.  Whitted,  M.D. 

(402)  552-2020 

John  D.  Griffiths,  M.D. 

8111  Dodge  Street 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 

Omaha,  NE  68114 

Kadiryn  E.  Hodges,  M.D. 

(402)  390-8100 

11-93 

OMAHA 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  F.A.C.S.  R.  Michael  Kroeger,M.D.,F.AC.S. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 
H.  Jeoffrey  Deeths,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Urology 


111S.  90th  Street 
Omaha,  NE  68114 
(402)  397-9800 
800-8824770 


Satellite  Clinic 
Papillion,  NE 


Stanley  M.  Truhl»en,  M.D..  F.A.C.S. 
C.  Rex  latta.  M.D..  F.A.C.S. 

AFFILIATED 

John  T.  Banned,  M.D..  F.A.C.S. 

Raymond  M.  Crowman,  III.  M.D..  F.A.C.S. 

EYE  PHYSICIANS 

Camilla  R.  Par»on.  M.D. 
John  0.  Peter*.  M.D. 

& SURGEONS,  P.C. 

Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 

Laser  Surgery-Retinal  & Vitreous  Surgery 

Cornea  & Anterior  Segment  Surgery 

TWO  LOCATIONS 

210  Regency  Parkway,  Suite  10 

4242  Farnam  Street,  Suite  247 

Omaha,  NE  68114 

Omaha,  NE  68131 

(402)  391-3131 

(402)  552-2300 

FAX  (402)  391-3147 

FAX  (402)  552-2301 

5-94 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

PATRICK  W.  BOWMAN,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

ERIC  0.  PHILLIPS,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

399-8550 

Appointment*  399-8484 

Billing 399-9301 

3-94 

0 


The 

HEART 

Center  of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

PHILLIP  E.  BURKET,  M.D. 

Board  Certified  Cardiologist 


3016  West  Faidley  P O.  Box  5345  Grand  Island,  NE  68802 
Office:  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

3-94 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


OMAHA  • 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 

COLUMBUS  • 2363  18th  AV. 

402-563-3379 

NORFOLK- 1300  NEBRASKA  AV. 

402-379-3250 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-94 
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ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha,  Nebraska  68122 

(402)391-1922  (402)572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-93 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  "P  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2-94 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  R0FFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


7441  "O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


| SCOTTSBLUFF  1 

Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


OREGON  TRAIL  EYE  CLINIC 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-391 1 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)  635-391 1 


PAPILLION 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste  102  • Papillion,  NE  68128-4782 
© (402) 339-8974 


NIOSH  CERTIFIED  B-READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68122 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

American  Red  Cross,  Lancaster  County  Chapter 
1701  E.  Street,  P.O.  Box  83267,  Lincoln,  NE  68501 
Blue  Cros^Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24  th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103,  Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omana,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
Community  Health  Plaza,  7101  Newport  Ave.  #301 , 

Omaha,  NE  68152-3180 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #307,  Omaha,  NE  68122 
Nebraska  Academy  of  Ophthalmology 
Vincent  J.  Sutton,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln.  NE  68508 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
W.  Fletcher  Reel,  Chapt.  Admin. 

Twin  Towers,  North,  7th  Floor,  3001  Douglas,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Crand  Island,  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 
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ifMUfcCHOi.  * (Pravastatin  Sodium  Tablets) 

^NTRAINWCATtONS  . 

Kyoersensitivitv  to  any  component  ol  the  meacatoi 

I AclM.  fiver  dBoase  or  qw<pt«nod  petsEtenl  etevalcns  n fiver  hncten  tests  (see  WARNINI.S) 

IR»»v»«v  .»«/  Ukn  AttwrosctarosE  s a chronc  process  and  (terantnuaten  at  to«1  Imvennq  dregs 
luni»i  pregnancy  should  have  little  impact  on  Ihe  outcome  ol  long  term  therapy  ot  primary  hyper 
JStetir* Ghotestero*  art  other  products  ol  choleslerct  besynthesrs  are  essential  components  kit  total 
ol  sWods  and  ce.  membrane*  Sroe  HMG-CoA  «dutteejrht^ 
aoease  drdesterd  synthase  and  posstofiy  the  synthese  d other  bdogpcaly  “ 

Jhcteslemi  they  may  caee  letat  harm  when  ar*nr«slered  to  pregnant  women  Iteretoie.  HMG  (xiA  ledifi 
lase  rttetois  .no  conlraedcated  dumg  pregnancy  and  n 

ictered  to  women  ot  childbearing  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
h^TbLn  formed  ot  the  ^tertShaiarts.  It  the  patent  becomes  pregnant  while  laluog  Ihe  class  ot 
! ctug.  ttw;«jy  rrtoJd  be  dscortirted  and  the  patent  appnsed  ot  ttv  potential  hazard  lo  the  tetie 

LJI^E^vmes:  HMG-CoA  reductase  nhitulors,  Ike  some  othertort  lowing  'berapes 
,ted  with  biochemical  abnormalities  d fiver  fmcfiorv  Increases  d serum  Iransamnase  (ALT.  AST)  value;  lo 
I owe  Itian  3 tanas  the  ippr  firm!  d nomal  occcmng  on  ? or  more  (not  necessarily  s»*y«nM  Ivm- 

1 t»ii  reported  r 1 3%  ot  patents  treated  with  praostatn  n the  US  «m  .iwenicje  pvjodof  18  months. 

I These  dxiormattBS  were  nd  .tssoaated  wrth  chdestasK  and  (fd  not  appear  lo  be  related  lo  treatment 
[ duration  m those  patents  n whom  these  abnotmaffes  were  beteved  to  be  related  lo  Praasttenandi^ho 
, wen-  dscontnued  tram  therapy,  the  Iransamnase  k-veb  ifiuaiy  tel  skwvty  lopd«teil  bwife  These 
[ trocfenvc.il  tndngs  .re  usua»y  asymptomatic  although  worldwide  expenence  ncfcates  that  ancrena.  weak 

1 ness,  and/or  abdomnal  pan  may  also  be  present  n rare  patients ,ol„ 

As  with  othtr  tpid  lowerng  agents,  finer  Imclion  tests  should  be  pertcrmed  duing  therapy  with  prayastatn 
I Senrn  amndranslerases,  ndudrk)  ALT  (SGPT).  should  be  monitored  betae  traatrart  begns^_  sjx 
wei-ks  ta  Itn  trst  three  months,  aery  eiqht  weeks  Armg  the  remander  d the  first  year,  arrl  penodcdfiy 
i tteredler  (e  g . at  about  six  month  ntervalsl  Special  attention  should  be  given  to  Pdients  who  doetop 
I nrevsed  tr.risamnase  levcfe.  Liver  tinctcn  tests  shodd  be  repeated  to  confirm  an  eteation  ,nd  sdise 
i quently  mrrrtored  at  more  Irequenl  ntervals.  It  releases  n AST  and  ALT  equal  or  exceed  three  times  ttrupper 
| tert  d narrrf  .ret  persist,  then  therapy  shodd  be  dEcontnued  FtersElence  d significant  amndransterase 
devatons  tdkwvnq  dBcontnuabon  d therapi  may  warrant  consideration  d liver  bopsy. 

Active  kver  disease  or  unxpLwied  Iransamnase  etevatons  are  caitrancficaficns  to  the  iEe  d pramslate 
KBe  CCNTRAtfiCtCATIONS)  Cauton  should  be  exercised  when  prayastatn  s admnstered  lo  patients  with  a 
trstory  d fiver  disease  or  heavy  alcohd  ngesfion  (see  CLINICAL 

cs/Metabotem)  Such  patents  shodd  be  closely  monitored,  started  at  tie  lover  end  d Ihe  recommended 
dosnq  ranqe.  and  titrated  to  the  desred  therapeutic  eltect.  ...  . 

Skeletal  Muscle  Rhabdomyofysis  with  renal  dysfunction  secondary  to  myoglobmuna  has  been 
reported  with  pravastatin  and  other  drugs  n this  class  Uncompicated  myalgn  has  also  been  reported 
nprevastain  trailed  patents  (see  ADVERSE  REACTIONS)  Myopathy,  delned  as  rmECte  achngcr  nrede 
wrnkress  n caymclon  with  releases  n creatne  phosphoknase  (CPK)  wipes  lo  9rea^®';  !? 1 
urn,  tort  d namd  was  reported  lo  be  possMy  due  lo  pravaslatn  n only  one  potent  n ctecal  rvto  (•  01%) 
Mwxutlry  should  be  corstoered  n any  patent  with  cMtifie  nryakyas.  rreEde  tenderness  or  weakntES.  and/or 
mated  devation  d CFK  stents  should  be  advised  lo  report  promptly  mexplanod  nmEcte  pa»j.  tenderness 
or  wedoiess.  parlicdaity  it  accompanied  by  malaise  or  level  Pravastatin  therapy  should  be  discontinued 
it  markedly  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatm  therapy 
should  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition 
predisposing  to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e g,  sepsis;  hypo- 
tension; mayor  surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  wicon- 

The  nsk^oTmyopathy  dumg  treatment  with  firrastatn  s released  it  therapy  with  i-ithei  cydospome. 
qemfibrozil,  eryUromyon.  or  rraon  B admnEtered  concurrently  There  B no  expereree  with  the  tee  d 
pravaslatn  together  with  cyclospome  Myopathy  has  nd  been  observed  n ducal  tnafe  nvolvrig  small 
rentiers  d patents  who  were  treated  with  pravastatn  together  with  naan  One  Inal  d kmited laze nvdvng 
combned  therapy  with  pravastatn  and  gemfibrozil  sfiowed  a trend  toxord  more  Irequent  CFK  eleyalions  and 
patent  withdrawals  due  to  musculoskeletal  symptoms  n Ihe  grop  receiving  combned  treatment  «OTrv 
pared  with  the  qoeps  receivng  placebo,  gemfibrozil,  or  pravaslatn  monotherapy  Myopathy  was  nd  reported 
n the  Inal  (see  PRECAUTIONS  Drug  Interactions).  One  patent  developed  myopathy  when  dofibrate  was 
added  lo  a previously  wen  tolerated  regimen  d prayastatn.  Ihe  myopathy  resolved  when  dofibrale  therapy  «e 
stopped  and  pravastatn  treatment  continued  The  use  of  fitxates  alone  may  occasionally  be  assnc1 
ated  with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
PRECAUTIONS 

General:  Pravaslaln  may  etevate  creatne  phosphoknase  and  Iransamnase  lew*;  (see  ADVERSE  REACT 
T10NS).  This  should  be  considered  n the  differential  diagnosis  of  chest  pari  n a patient  on  therapy  with 

^h^nzygous  Famial  HypercMesterOema  Pravastatn  has  not  been  aduated  n patents  with  rare  homo- 
zygous fanial  byperctideslerdemia  In  ths  group  d patents,  it  has  been  reported  that  HMG-CcvA  reductase 
nhtbrtors  are  less  eftective  because  the  patents  lack  hrefional  LDL  receptors 
ffenat  Insufficiency  A sngle  20  mg  oral  dose  d pravastatn  was  admnstered  lo  24  patents  with  varyng 
decrees  d renal  mparment  (as  determned  by  creatnre  clearance)  No  effect  was  observed  on  the  pbarma- 
coteefics  of  pravaslaln  or  its  3a-hyctoxy  eomenc  metabdrte  (SO  31 .906T  A smal  ncr^e  w*;  seen  n reran 
AUC  values  and  half-lrle  (tV2)  tor  Ihe  nactive  enzymatc  ring  hydroxytafion  metabdite  (SO  31.945).  Grven  ths 
smal  sample  size,  the  dosage  admrrslered.  and  the  deq-ee  d ndrvidual  vanab*ty.  patents  with  renal  mpar 
ment  who  are  receivng  pravaslatn  should  be  dosety  monitored 

Information  for  Patients;  Patents  should  be  advised  lo  report  promptly  unexplained  muscle  pan.  lender 
ness  or  weakness,  particularly  if  accompaned  by  malaise  or  leer  . , „ 

Drug  Interactions:  Imminosuppfessive  Drugs,  Gemfibrozil.  Niacn  (Nicotine  Acid l Erythromyan  See 

W4RNNGS:  Skdetal  Muscle  

Antpyrne  Oorance  by  the  cytochrome  P450  system  was  mattered  by  concomitant  admnEtraticn  d 
pravastatn  Snce  pravastatn  dees  not  appear  to  nduce  hepafic  drug-metabdizng  enzymes,  it  e nd  ec 
peeled  that  any  sigrxficant  nteraction  d pravastatn  with  other  dregs  (e  g.,  phenyton.  qjndne)  metabdized 
by  the  cytochrome  P450  system  will  occur 

Cfxjtestyrarme/Cdestipd  Conccmitant  admixstratcn  resulted  n an  approxmalely  40  to  50%  decrease  n 
tte  mean  AUC  d pravastatn.  However,  when  pravastatn  was  admnEtered  1 hair  betore  or  4 hours  after 

chdestyramne  a 1 hour  before  edesfipd  and  a standard  meal,  there  was  no  dnrcally  significant  decrease  n 

boavafability  a therapeutic  effect  (See  DOSAGE  AND  ADMNETFtATION  Concomitant  Therapy.) 

Vtbrfam  In  a study  nvdvng  10  healthy  male  subiects  given  pravastatn  and  wartam  concomitantly  lor 
6 days,  txoavailability  parameters  at  steady  state  tor  pravastatin  (parent  compound)  were  not  altered 
Pravastatn  did  not  alter  the  plasma  proten-bndng  of  warfam.  Concomitant  ctosng  did  ncrease  the  AUC  and 
Cmax  of  warfam  but  did  not  produce  any  changes  n its  anticoa^jlant  action  fi  e.,  no  increase  was  seen  n 
mean  prothrombn  time  after  6 days  of  concomitant  therap/l  Howe^r,  bteedng  and  extreme  prolongation  of 
prothrombn  time  has  been  reported  with  another  drug  n this  class.  F&tients  receivng  warfarin- type  anti- 
coagulants should  have  ther  prothrombn  times  closely  monitored  when  pravastatn  is  initiated  or  the  dosage 
of  pravastatn  is  changed 

OmetKtie  The  AUC^^r  for  pravastatn  when  given  with  ametidne  was  not  significantly  different  from  the 
AUC  for  pravastatn  when  given  alone.  A significant  difference  was  observed  between  the  ADC's  for  pravastatn 
when  given  wrth  cmetidme  compared  to  when  administered  with  antacid 
Dtgoxn  In  a crossover  tnal  nvdvng  18  healthy  mate  subjects  gi\en  pravastatn  and  digoxn  concurrently  for 
9 days,  the  boavai lability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatn  tended  to  increase, 
but  the  overall  boavailabdity  of  pravastatn  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 
Gemfibrozil:  In  a crossover  study  n 20  healthy  mate  vdinteers  given  concomitant  single  doses  of  pravastatn 
and  gemfibrozil,  there  was  a significant  decrease  n umary  excretion  and  protan  bndng  of  prav^tatriln 
addition,  there  was  a significant  ncrease  n AUC.  Cmax.  and  Tmax  for  the  pravastatn  metabolite  SQ  31 ,906 
Combnatcn  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended 
In  nteraction  studes  with  asptm,  antacids  (1  hour  prior  to  PRANACHOL).  ametidne.  rvcotnc  acid,  or 
produce! , no  statistically  significant  differences  n txoavailability  were  seen  when  PRAVACHOL  (pravastatn 
sodium)  was  admnstered- 

Other  Drugs:  Dumg  cincal  trials,  no  noticeable  drug  nteractions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting -enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers.  or  mtrogfycem 

Endocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  arculat- 
ng  cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production. 
Results  of  clrncaJ  trials  with  pravastatn  n mates  and  post  menopausal  females  were  inconsistent  with  regard 
to  possible  effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  mates,  the  mean  testosterone 
response  to  human  chononic  gonadotropn  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment 
with  40  mg  of  pravastatn.  However,  the  percentage  of  patients  showng  a >50%  nse  n plasma  testosterone 
after  human  chononic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  n these  patents  The 
effects  of  HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studed  in  adec^jate 
numbers  of  patents.  The  effects,  if  any.  of  pravastatn  on  the  pituitary-gonadal  axis  n pre-menopausal  females 
are  unknown.  Patents  treated  with  pravastatn  who  display  clnicaJ  evidence  of  endocme  dysfunction  should 
be  evaluated  appropriately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent 
used  to  lower  cholesterol  levels  e administered  to  patents  also  receivng  other  drugs  (e.g.,  ketoconazole. 
spironolactone,  ametidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cel  nfiltration  of  perivascular  spaces,  were  seen  m dogs  treated  with  pravastatn  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  takng 
40  mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class. 

A chemically  similar  drug  r this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
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noqenculate  fibers)  n dmcally  normal  dogs  n a dose- dependent  lash  on  staring  at  60  mg/kg/day.  a dose 
that  produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  n humans  taking  the 
lixTxist  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity^  This  same  drug  also  produced 
vestibulocochlear  Walerian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  tor 
14  weeks  at  180  mg/kg/day.  a dose  which  resulted  n a mean  plasma  drug  level  similar  to  that  seen  with  the 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  n rats  fed  pravastatn  at  doses 
of  10.  30.  or  100  mg/kg  body  weicfit,  there  was  an  ncreased  incidence  of  hepatocellular  carcinomas  n rnaks 
at  the  highest  dose  (p-  0.0H  Although  rats  were  grven  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
wex^it  txcus.  the*  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  n humans  given 
40  mg  pravastatn  as  measured  by  AUC 

The  oral  administration  of  10.  30.  or  100  mg/kg  (producing  plasma  drug  levets  approximately  0.5  to 
5 0 tmes  human  drug  levels  at  40  mg)  of  pravastatn  to  mice  for  22  months  resulted  n a statistically  significant 
ix^rease  n the  nodence  of  malignant  lymphomas  n treated  females  when  all  treatment  groups  were  Pooled 
end  compared  to  controte  (p<0  05*  The  nodence  was  not  dose-related  and  male  mice  were  not  af^ted. 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25.  100.  and  400  mg/kg 
body  weiqht.  which  resulted  n mean  serum  drug  levels  approximately  3.  15.  and  33  times  higher  than  the 
mean  fujman  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Lrver  carcnomas 
were  significantly  ncreas<xl  n high-dose  females  and  mid  and  high-dose  males,  with  a maximum  nodence  ot 
90  percent  n males  The  nodence  of  adenomas  of  the  liver  was  signticantly  ncreased  n mid-  and  high-dose 
females  Drug  treatment  also  significantly  increased  the  nodence  of  lung  adenomas  n mid  and  higvdose 
males  and  females  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly 
luckier  n high  dose  mice  than  n controls.  ......  . . . .. 

No  evidence  of  mutagenicity  was  observed  tn  vitro,  with  or  without  rat-lner  metabolic  activation,  n the 
toQownq  studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  cow ; 
a forward  mutation  assay  n L5178Y  TK  +/  mouse  lymphoma  cells;  a chromosomal  aberration  test  n 
hamster  cells  and  a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no 
evidence  of  mutagerxaty  n either  a domnant  lethal  test  m mice  or  a micronucleus  test  in  mice. 

In  a study  n rats,  with  daily  doses  up  to  500  mg/kg.  pravastatn  did  not  produce  any  adverse  effects  on 
fertility  or  general  reproductive  performance  Hcwever,  n a study  with  another  HMG-CoA  reductase  inhibitor, 
tliere  w*i  decreased  fertility  n mate  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
web  not  observed  n a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the 
entre  cycle  of  spermatogenesis,  ncludng  epididynial  maturation).  In  rats  treated  with  this  same  reductase 
nhibitor  at  180  mg/kg/day.  semoterous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium) 
web  observed  Althou^i  not  seen  with  pravastatn.  two  similar  drugs  n this  class  caused  drug-related  testicu- 
lar atrophy,  decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The 
c*ncd  significance  of  these  fixings  is  mclear 
Pregnancy:  Pregnancy  Category  X:  See  CONTT-lAlvOCAT  IONS 

S^ety  n preryiant  women  hai  not  been  established  Pravastatn  was  not  teratogenic  n rats  at  doses  up  to 
1000  mg/kg  darfy  or  n rabbits  at  doses  ol  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit] l or 
240x  (rat)  the  human  exposure  based  on  surface  area  (mg/meter?)  However,  in  studies  with  another  HMG 
CoA  reductase  nhibitor.  skeletal  malformatons  were  observed  n rats  arxl  mice  PRAVACHOL  (pravastatn 
sodwm)  should  be  admnstered  to  women  of  child  bearing  potential  only  when  such  patients  are  highly 
inhkefy  to  corcerve  arxl  have  been  ntormed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  white 
ti*ng  PRAVACHOL  (pravastatn  sodium),  it  should  be  discontnued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus  . . ... 

Nursing  Mothers:  A small  anount  of  pravastatn  is  excreted  n human  breast  milk.  Because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CCNTRAlsOCATIONS)  ^ 

Pediatnc  Use:  Safety  and  effectiveness  n ndivxluals  less  than  18  years  oid  have  not  been  established  Hence 
treotnxnt  n patents  tess  tlxxi  18  years  old  b not  recommended  at  this  time  (See  also  TOCAUTKJNS  General ) 

Prav^afin  b generally  well  tolerated,  adverse  reactions  have  usually  been  rnild  and  transient.  In  4 month  long 
placebo  controlled  tnals.  1.7%  of  pravastatn  treated  patients  and  1.2%  of  placebo  treated  patients  were 
dBeontnued  from  treatment  because  of  adverse  experiences  attnbuted  to  study  drug  therapy;  this  difference 
web  not  statistically  significant  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were 
asyrrotomatc  serum  transamnase  ncreases  and  mild,  non-specific  gastrontestnal  complaints.  During  clini- 
cal tnals  the  overall  rodence  of  adverse  events  n tlie  elderly  web  not  different  from  the  incidence  observed  n 
younqer  patents  . on/  , 

Adverse  Clirvcal  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  n more  than  2 /o  of 
pravastatn  treated  patents  n the  piacebo-controBed  tnals  are  identifed  n the  table  below,  also  shown i are  the 
percentages  of  patents  n whom  these  medical  events  were  belit^ed  to  be  related  or  possibly  related  to  the  drug: 

Events  Attnbuted  to  Study  Drug  % 


Body  System/E^nl 


All  Events  % 

Pravastatin  Placebo  Pravastatin  Placebo 

(N-900) (N  = 41 1) (N  = 900) (N  = 411) 
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1.9 

2.0 

0.7 

3^ 

3.7“ 

1.9 

0.3 

1.0 
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2.4* 

0.7 

0.0 

0.0 

10.0 

9.0 

1.4 

1.5 

2.7  . 

1.0  . 

06 

0.0 

ne 

0.2 

6.2 

39 

1.7* 

3.3 

3.2 

1.0 

0.5 

2.4 

2.9 

0.7 

1.2 

7.0 

6.3 

0.0 

0.0 

4.0 

4.1 

0.1 

0.0 

2.6 

1.7 

0.1 
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Cardiovascular 
Cardiac  Chest  Pan 
Dermatologic 
Rash 

Gastrontestnal 
Nausea/Vamiting 
Diarrhea 
Abdomnal  Pan 
Constpaton 
Flatulence 
Heartburn 
General 
Fatigue 
Chest  Pan 
Influenza 
Musculoskeletal 
Localized  Fbn 
Myalgia 

Nervous  System 
Headache 
Dizzness 

Renal/Gerutounnary 
Umary  Abnormality 
Respratory 
Common  Cold 
Rhnitis 

Cough 

'Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  n this  class: 

Skeletal  myopathy,  rhabdomyolysis  _ . ^ 

NeurdogKxJ  dysfinction  of  certan  crarxal  nenos  (ncludng  alteraton  of  taste,  imparment  of  extra-oaiar  mae- 
ment.  facal  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  penpheral  nervepalsy 
Hypersensitivity  Reactions.  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has 
ncluded  one  or  more  of  the  followng  features  anaphylaxis,  angoedema.  lupus  erythematous -like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens- Johnson  syndrome  4 _ , 

Gastrontestnal:  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change 
n liver,  ano.  rarely,  arrhosis.  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting. 

Reproductive:  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CFK  have  been 
observed  (see  W^ARNINGS). 

Transient,  asymptomatic  eosnophilia  has  been  reported  Eosnophil  counts  usually  returned  to  normal 
despite  continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 

HMG-CoA  reductase  inhibitors.  . _ . , . . . 

Concomitant  Therapy:  Pravastatn  has  been  adminBtered  concurrently  with  chotestyramine.  cotesfipol. 
nicotinic  acid,  probued  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  ol  either  probucol  or 
qemfibrozil  to  therapy  with  lovastatm  a pravastatn  is  not  associated  with  greater  reduction  in  LDL-crxaesterol 
than  that  achieved  with  lovastatn  or  pravastatin  alone  No  adverse  reactions  uniqie  to  the  n 

addition  to  those  previously  reported  fa  each  dreg  alone  have  been  reported  Myopathy  and  rhabdomyolysE 
(with  or  without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
n combination  with  immoiosuppressnfe  dregs,  gemfibrozil,  erythromycn.  a lipid-lowemg  doses  of  nicotinic 
acid.  Concomitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recom- 
mended (See  VWRNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin.  

Should  an  accidental  overdose  occur,  treat  symptomatically  and  nstitute  supportive  measures  as  requirecL 
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Introducing  a new  program  that  helps  PRAVACHOL^  patients  get 
the  most  out  of  their  therapy. . . ' r 


PRAVACHOL®  (pravastatin  sodium)  10  mg,  20  mg  tablets 
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Introducing  the  Pravachol ® 
PARTNERS  Program  ", 
exclusively  for  your  patients 
taking  PRAVACHOL. 

Designed  with  the  help  of  250  physicians,  this 
program  was  developed  to  enhance  patients’  commit- 
ment to  your  recommendations  about  diet,  exercise 
and  medication. 

When  patients  join,  they’ll  receive  an  informative, 
entertaining  video — Cholesterol:  The  Inside  Story, 
hosted  by  Regis  Philbin  and  Kathie  Lee  Gifford  — 
and  a subscription  to  a motivational  newsletter. 
They’ll  even  receive  savings  on  products  and  services 
that  can  help  them  maintain  an  enjoyable  low-fat, 
low-cholesterol  life-style. 

And  it’s  easy  for  you  to  help  patients  enroll — just 
call  1-800-572-1034  for  information  and  a supply  of 
enrollment  forms. 


HP  Bristol-Myers  Squibb  Compan 

PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevate! 
total  and  LDL-cholesterol  levels  in  patients  with  primary  hypercholes- 
terolemia (Types  lla  and  lib)  when  the  response  to  diet  alone  has  not  beeilt 
adequate 

Please  see  following  page  for  brief  summary  of  full  Prescribing  Informatioi  ‘ 
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Methodist  Hospital  has  been  at  the  forefront  of  cancer  treatment 
for  more  than  six  decades.  The  new  Methodist  Cancer  Center 
continues  this  tradition  of  excellence.  The  Cancer  Center  features: 


• Excellence  in  cancer  treatment.  Health  care  providers 
in  the  Cancer  Center  are  dedicated  to  understanding 
the  cancer  patient’s  physical  and  emotional  needs. 

• Opportunity  for  interdisciplinary  care.  All  cancer 
treatment  team  members  are  on  site  to  directly 
manage  patient  care.  Patient  care  benefits  from  the 
physician  synergy  in  case  studies  and  consultations. 

• Greater  access  to  cancer  care  team  members. 

Primary  care  physicians  and  their  patients  and  family 
members  have  greater  access  to  vital  members  of  the 
cancer  treatment  team. 

• Centralization  of  treatment  and  support  services. 

All  services  — diagnosis,  treatment  and  recovery 
services;  patient  and  family  education  and  counseling; 


home  health  care;  rehabilitation;  pharmaceutical 
services;  social  services;  accounts  management;  and 
follow-up  monitoring  of  therapy  and  recovery  — 
are  available  from  one  location. 

• Wealth  of  data  and  information  for  physicians. 
The  Howard  B.  Hunt  Tumor  Registry  offers 
physicians  data  to  aid  in  patient  care.  The  registry 
records  data  on  all  patients  who  receive  cancer 
treatment  at  Methodist  Hospital  and  follows  them 
through  their  lifetime. 

By  encouraging  excellence  in  cancer  treatment 
and  streamlining  the  treatment  process  for  patients, 
Methodist  Hospital  hopes  to  ease  minds  as  well  as 
promote  healing. 


METHODIST 

CANCER  CENTER 


8303  DODGE  ST.,  OMAHA,  NE  68114  • 402-390-5800 


Your  Professional  Reputation 
Deserves  More  Than  An  Insurance  Policy 


Select  the  comprehensive 
insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 


• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 

Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 

Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
company  that's  been  insuring 
doctors  in  Nebraska  for  more 
than  50  years. 


Yours  DeservesThe  Backing 


Of  AMuIti-Billlon  Dollar  Company 


Or  call  Robert  Slaughter  in  The  St.  Paul's  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 


After  all,  your  reputation  depends  on  it. 


™>StRiul 


St.  Paul  Fire  and  Marine  Insurance  Company 
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STEREOTACTIC  RADIOSURGERY 

Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  with  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 

In  this  procedure,  six  arcs  of  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 

The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 

Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/501 
- especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 
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Heart  Center 
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It  pays  to  trust  your  financial  growth  to  a specialist. 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 


Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 
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American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 
Jay  A.  Gold,  Executive  Director 
611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  C.A.E.,  C.F.R.E.,  President  & CEO 
1314  Spring  St„  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Philip  Lesser,  Ph.D.,  Executive  Director 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
1910  Association  Drive,  Suite  205,  Reston,  VA  22091-1503 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 


Effective  Patient  counseling  strategies 


The  following  patient  counseling  strategies  are 
designed  to  minimize  the  amount  of  time  required  and 
maximize  the  impact  of  counseling  on  patient  behav- 
ior, according  to  Sylvia  Armstrong  Moore,  PhD,  RD.  Dr. 
Moore  is  Associate  Professor  of  Family  Practice  at  the 
School  of  Human  Medicine,  University  of  Wyoming. 

Dr.  Moore  recommends  a simple  five-step  nutrition 
education  process,  which  takes  as  little  as  5 minutes: 

1.  survey  food  habits.  Survey  what  the  patient 
eats  in  a typical  day.  The  nutrition  survey  gives  the 
physician  information  about  the  patient's  eating  hab- 
its and  allows  the  physician  to  start  talking  with  the 
patient  about  dietary  issues. 

2.  Analyze  food  habits.  Analyze  what  the 
patient  eats  to  determine  changes  needed.  Use  a food 
group  approach,  and  look  for  both  under-  and  over- 
consumption. Identify  at  least  one  thing  the  patient  is 
doing  well,  and  give  the  patient  specific  food  recom- 
mendations (eg,  replace  whole  milk  with  1%  or  skim). 

3.  Write  a nutrition  prescription.  Give  the 
patient  a written  prescription  indicating  the  most 


important  dietary  changes  to  make.  This  can  be  used 
to  help  the  patient  identify  the  one  or  two  most 
important  dietary  changes  to  implement 

4.  counsel  the  patient  Briefly  discuss  needed 
dietary  changes  and  the  reasons  for  them  with  the 
patient.  Keep  a positive  and  upbeat  attitude.  Counsel- 
ing patients  about  diet  and  nutrition  is  a process  of 
negotiating  one  small  change  after  another. 

5.  Follow  up.  At  your  next  visit,  review  and 
reinforce  compliance  with  the  dietary  changes.  Ameri- 
cans visit  their  physicians  an  average  of  five  times  a 
year,  and  the  patients  ultimate  success  may  depend 
greatly  on  the  physician's  sustained  interest  and  en- 
couragement as  well  as  consistent  follow-up. 

According  to  Dr.  Moore,  these  steps  "enable  physi- 
cians to  discuss  food  choices  in  a positive  manner  that 
can  help  patients  view  necessary  behavior  changes  as 
both  desirable  and  possible."  Establishing  good  refer- 
ral relationships  with  registered  dietitians  also  helps 
assure  continuity  of  care.  ■ 


Nutrition  counseling:  overcoming  the  Obstacles 


" Many  Americans  look  to  their  physicians  for  health 
advice,  thereby  placing  the  physician  in  the  role  of 
health  educator  as  well  as  diagnostician  and  healer," 
said  William  S.  Hulesch,  MD.  Dr.  Hulesch  is  a family 
physician  in  Downers  Grove,  Illinois,  and  past  president 
of  the  Illinois  Academy  of  Family  Physicians. 

Many  physicians,  however,  face  obstacles  in  keeping 
nutiriton  assessment  and  counseling  at  the  top  of  their 
patient  care  agenda.  These  obstacles  may  include: 

• limited  nutritional  knowledge  and  training 

• lack  of  a dietary  counseling  model 

• lack  of  patient  enthusiasm  for  learning  about 
nutrition 

The  most  significant  of  these  obstacles  may  be  the 
lack  of  nutritional  training  in  medical  schools.  "A 
recent  survey  of  the  American  Academy  of  Family 
Physicians  found  that  more  than  75%  of  respondents 
felt  they  had  not  received  adequate  instruction  in 
nutrition  during  their  medical  school  or  residency 
training,"  Dr.  Hulesch  reported.  "A  total  of  77%  felt 
they  would  need  additional  nutrition  education  in 
order  to  effectively  advise  patients  about  needed 
dietary  modification." 

Medical  students  and  physicians  alike  can  over- 
come obstacles  in  nutrition  counseling  by  using  re- 
sources already  available  from  organizations  that  are 
actively  involved  in  nutrition  education.  In  addition  to 
educating  patients,  nutrition  education  materials  can 

help  physicians  and  physicians-in-training  stay  abreast 

of  current  nutritional  concerns  and  dietary  recommen- 
dations. 


Dr.  Hulesch  recommends  making  dietary  assess- 
ment a part  of  every  patient  evaluation  and  working 
directly  with  the  patients  to  help  them  develop  heart- 
healthy  diets. 

The  keys  are  delivering  a clear  nutritional  message, 
offering  follow-up  support  to  maximize  patient  suc- 
cess, and  when  appropriate,  referring  patients  to  a 
registered  dietitian  or  a physician  with  a complete 
nutrition  counseling  program.  ■ 


patient  counseling  Quick  Tips 

FOOD  SECECTION.  Emphasize  positive  food  choices  by  promot- 
ing increased  consumption  of  fruits,  vegetables,  and  grains.  When 
buying  meat,  instruct  patients  to  choose  lean  cuts,  such  as  those  with  the 
words  "round"  or  "loin"  in  their  names. 


• FOOD  PREPARATIONS  The  way  food  is  prepared  can  greatly 
influence  the  amount  of  fat  consumed.  Broiled  foods  are  much  lower  in 
fat  than  fried  foods;  a squeeze  of  lemon  juice  is  better  than  high-fat 
toppings  for  steamed  vegetables. 


• PORTION  SIZE.  A standard  portion  of  meat  or  poultry  is  three 
ounces  cooked,  which  is  about  the  size  of  a deck  of  cards  or  the  palm  of 
a woman's  hand.  For  a three-ounce  cooked  serving,  begin  with  aboutfour 


ounces  of  raw  meat. 


A Heart-Healthy 
Choice 


Mary  Abbott  Hass,  MS,  RD 


Sponsored  by  the 
Nebraska  Beef  Council. 

For  more  information,  call 
1-800-421-5326 


THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you'll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT 
(913)  491*3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Z'P 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  of  yeais 

Home  Phone!  ) 

Other  Income 

income  from  alimony  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
if  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

JjE 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone!  ) 

Incomes 

No.  of  years 

Home  Phone  1 ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

I authorize  FirsTier  to  transfer  my  cunem  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

i warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  expenence  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatue  Date  Co-Applicant  Signature  Date 


Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15.9%  APR. 

Variable  Rate  Information 

The  variable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June.  September  and  December.  The  credit  card  rate  will 
be  the  "Prime”  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee.  Overlimit  Fee,  and  Returned 
Check  Charge 

1 . Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2.  Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  pnnted.  This  information  may  change  after  the  pnnting  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O.  Box  7.  Omaha,  NE  68101  -0007  FirsTier®  Bank,  N A,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 


these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


y'j ( w i j r,  'S ;<ty u aw >■ c y »i  gas<fevtr 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


Who  do  you 
talk  to  when 
your  patients 
show  signs  of 
drug  on 


•* 


Chemical 

Dependency 


• Trembling 

• Anxiety 

• Family  History  of 
Alcoholism 

• Blackouts 

• Susceptibility  to 
Infectious  Diseases 

• Memory  Loss 

• Confusion 


Chemical  dependency  destroys  more 
than  bodies.  It  destroys  lives.  And  not 
just  the  lives  of  your  patients.  Families, 
loved  ones  and  friends  are  deeply 
affected  too.  Individualized  treatment  is 
the  answer. 

If  you  have  a patient  you  think  may  be 
chemically  dependent,  call  the  Methodist 
Richard  Young  Consultation  Line.  A free 
service  for  professionals,  the  consultation 
line  can  provide  you  with  information 
and  assist  with  assessments  and 
admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 

METHODISr  & 

RICHARD  YOUNG 


Mental  Health  Care 


Oncdogy 
update  for 
primary  care 
physicians. 

You  are  invited  to  attend  a special  oncology 
conference  for  primary  care  physicians  on  Friday, 
September  17,  at  Bergan  Mercy  Medical  Center, 
7500  Mercy  Road,  in  Omaha. 

You  will  be  updated  on  the  current  concerns 
and  care  of  gynecological  malignancies  and  skin 
cancer: 

• diagnosis  and  screening 

• therapeutic  options 

• patient  follow-up 

This  conference  is  sure  to  fill  up  quickly,  so  we 
are  taking  registrations  on  a first-come  basis.  To 

register,  call  (402)  398-6499.  For  a brochure  or 
more  information,  call  (402)  398-6192. 

Registration  is  $25  per  physician.  This  fee 
includes  course  materials,  lunch  and  dinner. 

This  program  has  been  approved  for  continu- 
ing medical  education  Category  1 credit. 

Sponsored/hosted  by: 

R 

Bergan  Mercy 

MEDICAL  CENTER 

Continuing  Medical  Education 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-6192 


AM  A NEWS  NOTES 

AMA  TO  MAGAZINER: 

'NO  PRICE  CONTROLS' 

Federal  price  controls  will  alienate  those  most 
critical  to  the  success  of  health  system  reform, 
the  AMA  told  Ira  Magaziner,  the  president's 
senior  domestic  policy  adviser. 

Magaziner,  who  runs  the  day-to-day  opera- 
tions of  the  reform  task  force,  met  with  the 
Association  leaders  on  numerous  occasions. 
AMA  discussions  with  Magaziner  as  well  as  four 
task  force  working  groups  are  providing  physi- 
cians an  opportunity  to  voice  opposition  to 
price  limits. 

Magaziner  and  the  task  force  have  the  job  of 
roping  in  health  care  costs  and  are  considering 
imposing  price  controls. 

"They're  unworkable,  ineffective  and  unwise," 
AMA  EVP  James  S.Todd,  MD,  said  to  Magaziner, 
"Each  time  price  ceilings  have  been  tried  to 
reduce  costs,  they've  failed  drastically." 

Freezing  physician  fees  would  have  only  a 
limited  effect  on  health  care  spending  and  infla- 
tion, according  to  the  Association,  which  said 
only  19  cents  of  every  health  care  dollar  goes 
toward  paying  physician  services. 

Less  than  33%  of  Medicare  payments  and 
less  than  7%  of  Medicaid  payments  go  toward 
physician  services. 

Dr.  Todd  told  Magaziner  a price  ceiling  is  the 
wrong  way  to  start  the  reform  process  and 
would  end  up  angering  patients  even  more  than 
physicians.  Market-based  reform  strategies  to 
contain  costs  are  most  effective. 

AMA-supported  strategies  include  insurance 
market  reforms,  especially  community  rating 
and  repeal  of  state  mandated  benefit  laws, 
professional  liability  reforms  and  administrative 
simplification. 

The  Association  also  is  pushing  for  tax  incen- 
tives that  would  encourage  consumers  to  seek 
good  value  for  their  health  care  dollars  and  the 
release  of  fee  and  insurance  payment  informa- 
tion to  patients  before  services  are  rendered. 

"Price  controls  aren't  the  answer,  "Dr.  Todd 
said. 

"We  cannot  support  reform  proposals  that 
don't  deal  directly  with  the  problems  leading  to 
increasing  costs." 
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•k  it  it 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 
provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 

For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCrOSS  BlueShield  7261  Mercy  Road 

of  Nebraska  PQ ^°*  3248 

Omaha,  NE  68180-0001 


AMA  NOTES 


AMA  READY  TO  RESPOND 
TO  PRESIDENT'S  PLAN 

The  Association  is  poised  to  respond  and 
communicate  to  the  public.  Congress  and  phy- 
sicians once  Clinton  unveils  his  health  system 
reform  package. 

The  goal  of  such  a pre-planned  communica- 
tions program,  AMA  leaders  say,  is  to  ensure 
Association  members  and  patients  receive  im- 
mediate feedback  and  analysis  about  he  pro- 
posal. The  feedback  will  help  them  to  make 
informed  decisions  on  the  effectiveness  of  the 
plan  and  whether  it  meets  medicine's  needs. 

AMA  strategy  includes  nationwide  commu- 
nications to  physicians  through  an  all-physician 
mailing  that  will  reach  the  718,000  physicians 
and  medical  students  within  a few  days  of  the 
unveiling.  The  mailing  will  provide  an  AMA 
summary  and  analysis  of  the  president's  reform 
package. 


The  Association  also  will  execute  a broad- 
based  communications  program  to  give  the 
media  and  public  its  reaction  and  its  views  on 
elements  of  the  proposal.  A grassroots  strategy 
is  planned  for  physicians  and  physician  leaders 
to  communicate  with  members  of  Congress  to 
assure  they  understand  the  Association's  posi- 
tion. 

American  MedicalTelevision  also  will  feature 
extensive  coverage  the  weekend  immediately 
following  the  president's  announcement.  AMT 
programming  will  outline  the  plan's  impact  on 
physicians  and  physician  response. 

AMA  publications  also  will  provide  indepth 
articles,  discussing  the  plan  and  comparing  its 
elements  to  those  offered  in  the  Association's 
own  plan,  Health  Access  America. 

★ ★ * 
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Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


11 


PRESIDENT'S  PAGE 


Health  Care  in  the  21st  Century 
National  Challenges,  Nebraska  Solutions 

ROBERT  F.  SHAPIRO,  M.D. 


After  coming  home  from  the  last  session  of 
Senator  Kerrey's  and  Governor  Nelson's  Health 
Care  conference  on  Saturday  morning,  I thought 
some  reflections  on  the  two-day  meeting  could 
be  meat  for  a President's  page. 

By  the  time  you  read  this  in  June,  there  is  a 
reasonable  probability  that  the  Clinton  health 
reform  plan  will  be  on  display  for  comment  or 
enough  detail  will  have  leaked  to  give  us  at  least 
some  working  knowledge  of  the  proposal. 

At  the  conclusion  of  day  one,  I asked  Darroll 
Loschen  the  following  question:  If  we  had  been 
sent  by  our  associates  to  find  out  how  the  new 
system  would  affect  us  in  our  day  to  day  prac- 
tices, what  could  we  tell  them?  We  both  freely 
admitted,  we  would  be  at  a loss. 

My  associate,  John  Casey,  enjoys  the  quote 
"The  devil  is  in  the  details."  Because  of  timing, 
this  conference  was,  perhaps  of  necessity,  long 
on  philosophy  and  short  on  operational  detail. 
Even  those  familiar  with  current  detail,  such  as 
E.  Richard  Brown,  Ph.D.,  a professor  of  preven- 
tative medicine  at  the  UCLA  School  of  Public 
Health  and  a consultant  on  the  President's  Task 
Force  did  not  seem  to  be  at  liberty  or  want  to 
provide  much  substantive  information.  Since  he 
had  been  a major  contributor  to  Senator  Kerrey's 
health  plan,  his  comments  showed  bias  toward 
a "single  payer"  concept  rather  than  to  "man- 
aged competition,"  which  is  currently  in  vogue. 

If  one  listened  carefully,  recurrent  themes 
suggested  problems  and  also  opportunity.  Con- 
flicting goals  and  contradictions  abounded.  The 
desire  for  cost  containment  clashed  constantly 
with  the  wishes  for  more  services.  The  overall 
climate  was  very  friendly;  people,  whose  inter- 
ests had  to  vary  dramatically,  were  extremely 
cordial.  People  wanted  to  focus  on  making  the 
health  care  system  better.  "Better"  seemed  amor- 
phous without  many  defining  characteristics, 
which  permitted  everyone  to  perceive  it  in  their 
own  way. 


Robert  F.  Shapiro,  M.D. 

Most  speakers  expressed  a need  for  universal 
coverage  and  a benefit  package  to  include 
preventive  measures  such  as  pap  smears,  immu- 
nizations, mamograms,  and  prenatal  care.  High 
technology  was  to  be  available  to  all  from  the 
low  infant  birth  weight  baby  to  the  fragile  octo- 
genarian and  transplants  should  be  done  for  all 
and  repeated  if  needed. 

Was  the  benefit  package  to  be  a "basic  ben- 
efit package"  or  would  it  be  a "comprehensive 
benefit  package?"  Would  there  be  rationing? 
Well  yes  and  no.  We  already  have  rationing  by 
cost  so  why  not  by  the  process  of  "rational 
decision  making."  However;  no  consumer  who 
commented  seemed  to  feel  that  way.  No  one 
complained  that  they  were  getting  too  much 
medical  care  and  please  stop  providing  it. 

Financing  seemed  to  a bizarre  mixture  of 
conflicting  notions.  Whereas  in  the  recent  past, 
investigators  such  as  Woolhandler  and 
Himmelstein  from  Harvard  had  written  that  the 
uninsured  could  be  covered  with  administrative 
savings  from  a single-payer  Canadian  modeled 
system,  more  realistic  current  assumptions  sug- 
gest a cost  of  $30-$90  billion  to  provide  this 
coverage  and  perhaps  up  to  $150  billion  if 
everyone's  wish  list  is  fulfilled. 
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By  the  same  token,  no  one  who  asked  ques- 
tions or  commented  felt  they  should  pay  for 
these  costs.  In  fact,  a survey  of  the  attendees, 
collated  later,  showed  81%  felt  cost  contain- 
ment should  be  the  first  or  second  priority.  Most 
anecdotal  stories  told  by  Hillary  Rodham  Clinton, 
an  articulate,  well  organized,  professional 
speaker,  or  shared  by  others  suggested  that 
they  could  not  afford  health  care.  Individuals 
couldn't  afford  it  and  business,  particularly  small 
business,  felt  it  to  be  too  much  of  a burden.  As 
one  person  had  suggested  to  Senator  Kerrey,  in 
a letter,  about  the  S & L "bailout"  the  taxpayers 
shouldn't  have  to  pay,  the  government  should. 
The  idea  that  the  government  "creates  its  own 
wealth"  rather  than  taking  it  from  the  people 
seems  far  removed  from  peoples'  thinking. 

At  this  point,  if  individuals,  and  business  are 
not  to  be  taxed,  where  does  one  turn.  You  are 
a step  ahead  of  me,  providers.  Waste,  duplica- 
tion, unnecessary  tests,  paperwork,  lavish  capi- 
tal spending,  and  physician  incomes  these 
seemed  to  be  the  favored  targets.  But,  on  the 
other  hand,  incentives  are  needed  to  entice 
people  to  select  primary  care  fields  and  addi- 
tional incentives  to  encourage  these  same  people 
to  select  the  rural  areas,  once  they  have  decided 
on  primary  care  are  also  necessary.  Maybe  we 
should  pay  for  their  medical  education  so  that 
they  won't  be  starting  out  with  large  debt-loads 
which  create  additional  incentives  to  go  into  the 
more  lucrative  specialties.  And  so  it  went. 

Seventy  one  per  cent  of  attendees  felt  the 
government  should  pay  for  basic  health  care 
services  for  all  persons  who  are  not  able  to  pay 
for  them  even  though  only  35%  felt  that  health 
care  for  all  Americans  should  be  considered  a 
right  and  60%  a "major  goal." 

Insurance  companies  took  their  share  of 
"lumps".  Randall  Horn,  Executive  VP  of  Mutual 
Insurance,  admitted  past  underwriting  practices 
to  control  for  risk  are  not  acceptable,  and  mea- 
sures will  need  to  be  taken  to  move  toward  the 
more  desirable  "community  rating",  the  original 
insurance  concept.  If  all  companies  participate 
under  the  same  ground  rules  then  companies 
will  not  be  able  to  gain  a competitive  advantage 
by  insuring  only  the  healthy  and  dropping  people 
when  they  become  ill.  Some  mechanism  then 
must  be  developed  to  protect  the  companies 
against  "adverse  selection"  by  large  numbers  of 
really  sick  people  or  overly  large  losses  on  single 
cases. 


The  public  also  wanted  long-term  care  ben- 
efits, full  outpatient  prescription  coverage,  cata- 
strophic coverage  and  virtually  unlimited  men- 
tal health  benefits. 

Where  was  the  opportunity  mentioned  ear- 
lier? Many  speakers  including  Hillary  Rodham 
Clinton  seemed  comfortable  with  or  even  en- 
thusiastic about  state  initiatives.  I was  pleasantly 
surprised  that  there  was  not  the  belief  that  a 
"one  size  fits  all"  federal  solution  was  the  only 
alternative.  Probably  some  major  role  for  the 
federal  government  in  health  care  reform  is 
unavoidable.  President  Clinton's  zealous  belief 
in  the  "activist  government"  would  likely  not 
permit  any  other  approach.  That  role  might  be 
in  establishing  guidelines  for  a basic  or  compre- 
hensive benefit  package  and  then  contributing 
to  the  ultimate  funding. 

This  is  where  opportunity  presents  itself.  In 
my  mind,  it  is  absolutely  inconceivable  that  a 
Washington  designed  program  would  meet 
Nebraska's  needs  better  than  we  could  our- 
selves. Other  states;  Vermont,  Hawaii,  Florida, 
Maryland,  Oregon,  Minnesota,  and  now  Wash- 
ington have  or  are  planning  to  implement  their 
own  programs.  This  means  that  Nebraskans, 
with  much  work,  effort,  and  appropriate  refine- 
ment could  be  a real  building  block  for  Nebras- 
kans. I can  virtually  guarantee  from  listening  to 
Frank  Barrett,  the  chairman  of  the  Governor's 
Blue  Ribbon  Task  Force,  Mark  Horton  from  the 
Interagency  Group,  and  Herb  Reese  from  our 
own  planningcommitteethatwe  will  notfind  all 
components  to  our  liking.  However,  I think  we 
would  have  more  significant  input,  consider- 
ably more  flexibility,  and  be  able  to  solve  more 
of  our  local  problems  with  our  won  plan.  I think 
we  need  to  make  that  effort.  The  Health  Plan- 
ning Committee  will  be  pointing  in  that  direc- 
tion. 

The  speakers  provided  much  food  for  thought 
and  perhaps  even  a little  anxiety.  Senator  Kerrey 
and  Governor  Nelson  were  gracious  and  enter- 
taining hosts  for  this  event.  Their  contributions 
to  the  discussion  showed  preparation,  thought 
and  sincerity.  Senator  Kerrey's  idea  of  a "health 
Care  Trust  Fund"  to  identify  and  "earmark"  the 
funds  for  health  care  is  interesting  and  merits 
further  study.  Those  of  us  who  represented  the 
Association  were  glad  to  have  been  included. 
Darroll  Loschen  represented  us  well  on  the 
Saturday  morning  panel. 
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EDITORIAL 


Credentials  Committee  — "Get  Involved" 


TIMOTHY  OHOLLERAN,  M.D. 

5 1 6 West  leota 
North  Platte,  Nebraska  69101 


The  Medical  Staff  Credentials  Committee  has 
often  been  ignored  or  avoided  when  it  is  time  to 
request  medical  staff  committee  appointments.  In 
the  past  it  has  been  viewed  as  perhaps  a committee 
that  simply  practiced  rubber  stamp  approval  of 
physicians'  wishes.  In  recent  years  the  controver- 
sies associated  with  this  committee  have  caused 
many  physicians  to  avoid  its  membership  if  at  all 
possible. 

As  chairman  of  our  Medical  Staff  Credentials 
Committee,  I am  seeing  a disturbing  amount  of 
literature  lately  that  reflects  pressure  from  sources 
outside  the  medical  staff  to  take  the  credentialing 
process  away  from  physicians.  I have  outlined 
some  of  the  main  current  problems  associated  with 
credentialing  and  urge  physicians  to  get  involved 
and  become  familiar  with  this  controversial  area  of 
medical  practice. 

PRIVILEGES 

The  most  common  problem  facing  credential 
committees  and  thus  the  medical  staff  is  determin- 
ing what  criteria  should  be  met  before  a privilege  is 
granted.  The  committee  has  to  decide  if  the  training 
for  the  requested  privilege  is  adequate.  For  in- 
stance, how  long  and  intensive  should  a course  be 
to  learn  a new  procedure?  How  do  we  determine 
if  a weekend  course,  or  a month  long  course  for 
that  matter,  results  in  adequate  training? 

Proctorship  is  fairly  standard  now  for  new  physi- 
cians or  established  physicians  requesting  new 
privileges.  Problems  occur  when  it  comes  to  ap- 
pointing the  appropriate  proctor.  Personal  relation- 
ships or  animosities  can  harm  the  proctoring  pro- 
cess, and  these  are  hard  to  avoid  in  smaller  medical 
staffs. 

A problem  that  occurs  frequently  is  that  of 
attainment  of  volume  in  order  to  maintain  compe- 
tency. There  is  a nationwide  effort  to  require  phy- 
sicians to  reach  or  maintain  a certain  volume  to 
keep  a privilege.  This  is  one  of  the  most  controver- 
sial areas  that  a credentials  committee  has  to  face. 
It  simplifies  credentialing,  but  it  can  get  entirely  out 
of  hand.  For  example,  how  many  intensive  care 
patients  should  a physician  be  required  to  treat  in 
order  to  maintain  intensive  care  privileges?  Would 
this  requirement  encourage  unnecessary  admis- 
sions to  the  intensive  care  unit?  Would  these  rules 


impede  the  normal  flow  of  referral  to  specialists? 
What  if  the  requirement  is  twenty  intensive  care 
admissions  per  year,  and  a physician  only  has 
nineteen  at  year's  end?  These  questions  are  facing 
us  and  will  be  forced  upon  us  more  often  in  the  next 
few  years. 

LIABILITY 

This  problem  affects  not  only  members  of  the 
credentials  committee  but  can  also  extend  to  the 
entire  medical  staff  and  administration.  Problems 
arise  if  a physician  is  given  privileges  and  a bad 
result  occurs  while  he  or  she  is  exercising  that 
privilege.  The  courts  have  determined  that  a hospi- 
tal has  a duty  to  protect  its  patients  from  malprac- 
tice by  members  of  its  medical  staff. 

On  the  other  hand,  antitrust  or  discrimination 
suits  can  be  filed  against  the  medical  staff  and 
hospital  if  certain  privileges  are  denied  to  a member 
of  the  staff.  Hospital  bylaws  and  operating  proce- 
dures should  ultimately  protect  the  medical  staff 
members,  but  this  does  not  prevent  the  suit  from 
being  filed  with  subsequent  hours  of  litigation. 

These  two  conflicting  problems  challenge  us  to 
maintain  a balance  between  protecting  the  pa- 
tients and  supporting  our  fellow  medical  staff  col- 
leagues. 

ECONOMICS 

Last,  but  not  least,  is  the  economic  factor  creep- 
ing into  the  credentialing  process.  The  high  cost  of 
health  care  is  forcing  hospitals  to  carefully  study 
unreimbursed  costs.  The  physicians'  monetary  im- 
pact on  hospital  operations  is  affecting  the  granting 
of  privileges  in  some  areas.  This  may  be  one  of  the 
determining  factors  in  finally  removing  medical 
staff  physicians  from  control  of  credentialing  its 
members.  Again,  this  is  a problem  that  will  only 
increase  in  future  years. 

SUMMARY 

The  purpose  of  this  information  is  to  make  a plea 
to  physicians  to  get  involved  with  your  Credentials 
Committee.  Your  active  interest  and  participation 
will  help  physicians  maintain  control  of  this  impor- 
tant process.  If  you  are  not  able  to  be  an  active 
member  of  the  committee,  be  sure  that  there  is 
someone  on  the  committee  who  is  looking  our  for 
your  interests. 
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ORIGINAL  ARTICLE 


Neonatal  Group  B Streptococcal  Infections: 
Case  Report  and  Review  of  the  Literature 


MARIA  J.  FISHER 

Departments  of  Pediatrics 
Creighton  University  and  the 
University  of  Nebraska  Medical  Center 
Omaha,  NE 


TERENCE  L.  ZACH 
Departments  of  Pediatrics 
Creighton  University  and  the 
University  of  Nebraska  Medical  Center 
Omaha,  NE. 


Introduction 

GROUP  B streptococcal  (GBS) 
infections  are  the  most  com- 
mon cause  of  life-threatening 
bacterial  sepsis  in  the  newborn  infant.  It  has 
been  estimated  that  approximately  12,000  to 
15,000  infants  develop  GBS  infections  each 
year  in  the  United  States.1  Neonatal  GBS  infec- 
tions include:  bacteremia,  meningitis,  pneumo- 
nia, osteomyelitis,  septic  arthritis,  and  cellulitis. 
In  this  paper  we  describe  an  infant  with  GBS 
pneumonia  that  was  successfully  managed  with 
extracorporeal  membrane  oxygenation  (ECMO), 
and  we  review  the  literature  that  would  be  most 
useful  for  the  primary  care  physician. 

Case  Report 

The  patient  was  a 7 lb.  4 oz.  term  white 
female  (twin  A)  born  vaginally  to  a 33  year  old 
gravida  2,  para  1 mother.  Labor  was  compli- 
cated by  thin,  terminal  meconium-stained  amni- 
otic  fluid.  The  amniotic  membranes  were  rup- 
tured approximately  10  hours  prior  to  delivery. 
Apgar  scores  were  8 at  1 minute  and  9 at  5 
minutes  of  age.  At  30  minutes  of  age  the  infant 
developed  cyanosis  and  respiratory  distress. 
Her  oxygen  requirements  rapidly  progressed 
and  she  eventually  required  mechanical  ventila- 
tion. Ampicillin  and  gentamicin  were  intiated.  A 
urine  latex  agglutination  test  was  positive  for 
GBS.  The  patient  had  an  absolute  neutrophil 
count  (ANC)  of  700,  and  her  chest  X-ray  re- 
vealed bilateral  pulmonary  infiltrates.  She  devel- 
oped persistent  pulmonary  hypertension  which 
was  unresponsive  to  conventional  management 
with  hyperventilation,  alkalinization,  sedation, 
and  inotropic  support.  She  failed  a trial  of  high 
frequency  ventilation  and  tolazoline.  She  was 
given  one  dose  of  rescue  surfactant  and  intrave- 
nous immunoglobulin.  However,  her  condition 
deteriorated  and  she  met  ECMO  critieria.  She 
was  supported  with  ECMO  for  6 days  with  an 
uneventful  ECMO  course.  She  did  develop  a 
Candida  central  line  infection  post-ECMO  and 


received  a course  of  amphotericin  B.  She  was 
extubated  on  day  1 7 and  discharged  on  day  60. 
She  is  doing  well  on  follow-up. 

Discussion 

Incidence  and  Transmission 

The  incidence  of  GBS  infections  ranges  from 
0.6  to  3.7  cases/1000  births  making  GBS  the 
most  common  cause  of  bacterial  sepsis  in  new- 
born infants.1  Most  infants  acquire  GBS  by 
vertical  transmission  from  their  mothers.  Ap- 
proximately 15  to  40%  of  women  of  child 
bearing  age  are  colonized  with  GBS  in  their 
vagina,  cervix,  urethra,  or  rectum.2-4  GBS  may 
infect  amniotic  fluid  via  tears  in  the  amniotic 
membranes,  and  the  fetus  may  swallow  or 
aspirate  infected  amniotic  fluid.  Intrauterine 
asphyxia  may  lead  to  fetal  gasping  and  increase 
the  risk  of  aspiration  of  GBS  infected  amniotic 
fluid. 

Prolonged  rupture  of  amniotic  membranes  is 
clearly  a risk  factor  for  the  development  of 
neonatal  GBS  infections.  Infants  born  to  moth- 
ers whose  amniotic  membranes  have  been 
ruptured  for  greater  than  6 hours  are  twice  as 
likely  to  be  colonized  with  GBS  as  thcrse  infants 
born  to  mothers  whose  amniotic  membranes 
were  ruptured  less  than  6 hours.1  Rupture  of 
membranes  for  greater  than  1 8 hours  increases 
the  risk  of  intraamniotic  infection  7-fold.5 

The  quantity  and  serotype  of  GBS  coloniza- 
tion of  the  maternal  birth  canal  are  other  impor- 
tant risk  factors.  Infants  born  vaginally  to  moth- 
ers who  are  "heavily  colonized"  with  GBS  have 
an  increased  likelihood  of  beingcolonized  them- 
selves.1 In  addition  the  GBS  serotype  is  prob- 
ably an  important  risk  factor.  GBS  serotype  III 
has  been  reported  to  have  the  highest  rate  of 
transmission  in  comparison  to  other  serotypes. 
The  increased  rate  of  transmission  of  type  III 
GBS  may  be  related  to  type  Ill's  greater  ability  to 
adhere  to  buccal  epithelial  cells.1 
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Other  factors  that  increase  the  risk  of  acqui- 
sition of  GBS  by  infants  at  birth  include  active 
maternal  infections  (bacteremia  or  urinary  tract 
infections  with  CBS)  and  maternal  GBS  anti- 
body status.  There  is  abundant  literature  docu- 
menting that  low  levels  of  type-specific  mater- 
nal antibodies  are  associated  with  invasive  neo- 
natal GBS  disease.6-® 

Delayed-onset  GBS  infections  occur  in  in- 
fants beyond  7 days  of  life.  The  mode  of  trans- 
mission of  delayed-onset  GBS  is  uncertain. 
Nosocomial  acquisition  has  been  docu- 
mented.9'’0 A high  percentage  of  infants  with 
delayed-onset  GBS  develop  infections  such  as 
meningitis  or  osteomyelitis,  and  most  infants 
with  delayed-onset  disease  are  infected  with 
GBS  type  III.1  Other  less  common  sites  of  infec- 
tion that  have  been  described  in  infants  with 
delayed-onset  GBS  include:  omphalitis, 
ethmoiditis,  impetigo,  cellulitis,  breast  abscess, 
conjunctivitis,  and  otitis  media.11'13 

Clinical  Presentation 

Since  most  infants  acquire  GBS  by  aspiration 
of  infected  amniotic  fluid  or  vaginal  secretions, 
it  is  not  surprising  that  neonates  with  GBS 
usually  present  with  signs  of  respiratory  distress 
such  as  cyanosis,  tachypnea,  retractions,  and 
grunting.  Other  major  clinical  signs  of  GBS  are 
lethargy,  pallor,  temperature  instability, 
tachycardia,  and  hypotension.  Laboratory  find- 
ings include  hypoxemia,  acidosis  (respiratory  or 
metabolic),  neutropenia  (ANC  < 1500),  and 
elevated  immature  neutrophil  counts  (left  shift). 
Radiographic  findings  are  also  non-specific  and 
can  mimic  transient  tachypnea  of  the  newborn 
or  respiratory  distress  syndrome.14 

Payne  and  colleagues  devised  a scoring  sys- 
tem to  predict  fatal  outcome  for  neonates  with 
GBS.  Factors  associated  with  poor  outcome 
include:  birth  weight  < 25000  grams;  ANC 
<1500;  hypotension;  pleural  effusions  on  chest 
X-ray;  apnea;  and  pH  < 7.25. 14 

The  gold  standard  for  the  diagnosis  of  GBS 
sepsis  is  a positive  blood  culture.  It  is  optimal  to 
obtain  at  least  1 ml  of  blood  for  the  culture. 
Urine  latex  agglutination  studies  may  be  useful 
particularly  if  the  mother  has  been  treated  with 
antibiotics  in  labor.  Although  it  is  sometimes 
presumed  that  a positive  GBS  antigen  test  ob- 
tained from  a bagged  urine  specimens  may  be 
contaminated  with  GBS  that  is  colonizing  the 
neonatal  perineum  rather  than  infecting  the 
newborn.  Thus  the  significance  of  a positive 
GBS  latex  agglutination  test  from  a bagged 
urine  specimen  in  an  asymptomatic  infant  must 
be  interpreted  with  caution.15 


Treatment 

Penicillin  (or  ampicillin)  remains  the  mainstay 
of  therapy  for  neonatal  GBS  infections.  A few 
strains  of  GBS  have  been  described  as  relatively 
resistant  or  "tolerant"  to  penicillin.  Thus  the  dose 
of  penicillin  has  been  raised  from  that  which 
was  originally  recommended.16  A 1 0-day  course 
of  antibiotics  is  preferred  for  sepsis  and  pneu- 
monia and  a 14  to  21 -day  course  is  recom- 
mended for  meningitis.16 

Immunoadjunctive  therapies  such  as  intrave- 
nous immunoglobulin  (IVIG),  fresh  frozen 
plasma,  and  neutrophil  transfusions  have  been 
suggested  to  be  beneficial  in  some  cases  of 
severe  GBS  infections.17'20  For  example,  IVIG 
has  been  shown  to  be  beneficial  in  some  neona- 
tal animal  models  of  GBS  sepsis;  however,  the 
efficacy  of  IVIG  in  neonatal  sepsis  may  be  dose- 
dependent.  High  doses  of  IVIG  may  actually  be 
detrimental.18  Thus,  the  caution  should  be  exer- 
cised in  the  use  of  IVIG  to  treat  infants  with  GBS. 

Many  infants  with  fatal  GBS  pneumonia  have 
pathological  evidence  of  surfactant  deficiency.14 
Therefore,  rescue  surfactant  replacement  may 
have  a role  in  selective  cases  of  neonatal  GBS 
pneumonia. 

ECMO  is  the  use  of  prolonged  cardiopulmo- 
nary bypass  to  provide  temporary  support  to 
patients  with  life-threatening  cardiac  or  pulmo- 
nary illnesses.  Sepsis  is  the  fourth  most  common 
diagnosis  identified  by  the  International  Sum- 
mary of  the  ECMO  Registry.21  Neonates  with 
sepsis  that  have  been  supported  by  ECMO  have 
a 77%  survival  rate  which  is  considered  a signifi- 
cant improvement  since  to  qualify  for  ECMO 
infants  must  have  a 75  to  80%  risk  of  mortality 
with  conventional  therapy.22 

Prevention 

The  optimal  means  for  perinatal  prophylaxis 
for  GBS  remains  controversial.  Although  as 
many  at  1/3  of  women  of  child-bearing  age  are 
carriers  of  GBS  in  their  genital  tract,  only  1-2% 
of  colonized  infants  become  infected.23  In  order 
to  identify  which  women  are  carriers  of  GBS, 
the  American  Academy  of  Pediatrics  (AAP) 
recommends  routine  screening  of  all  pregnant 
women  for  GBS  colonization  at  26  to  28  weeks 
gestation.24  If  screening  is  done,  the  optimal 
culture  sites  are  the  vaginal  introitus  and 
anorectum  obtained  with  a single  swab.24  The 
recommended  method  of  culture  is  direct  in- 
oculation of  the  swab  into  a selective  broth 
medium  which  is  then  transported  to  the  labo- 
ratory and  subcultured  onto  solid  medium.  The 
use  of  rapid  latex  antigen  testing  of  maternal 
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genital  tract  secretions  remains  controversial 
and  is  not  currently  recommended  by  the  AAP. 24-26 

According  to  recent  AAP  guidelines,  women 
identified  during  pregnancy  as  being  carriers  of 
CBS  should  receive  intrapartum  antibiotic  pro- 
phylaxis if  they  have  any  of  the  following  risk 
factors:  1)  preterm  labor  or  premature  rupture 
of  membranes  (<3 7 weeks  gestation);  2)  fever 
during  labor;  3)  multiple  births;  and  4)  pro- 
longed rupture  of  membranes  (>18  hours).24 
Moreover,  women  who  have  had  a prior  infant 
with  invasive  CBS  should  receive  intrapartum 
antibiotic  prophylaxis  in  each  subsequent  preg- 
nancy.24 The  recommended  schedule  of  intra- 
venous intrapartum  antibiotics  is  as  follows: 
ampicillin  2 grams  initiallyfollowed  by  1-2  grams 
every  4-6  hours  or  penicillin  G 5 million  units 
every  6 hours  until  delivery  of  the  infant.  Penicil- 
lin-allergic women  may  receive  clindamycin  or 
erythromycin  intravenously.24 

Conclusion 

CBS  infections  have  multiple  clinical  presen- 
tations and  have  emerged  as  the  leading  cause 
of  neonatal  sepsis  in  the  United  States.  Al- 
though antibiotics  such  as  penicillin  orampicillin 
remain  the  mainstay  of  therapy  for  neonatal 
GBS,  newer  modalities  such  as  I VIC,  surfactant 
replacement,  and  ECMO  are  being  utilized  in 
severe  cases.  In  this  paper  we  report  the  suc- 
cessful outcome  of  a newborn  with  life-threat- 
ening GBS  pneumonia  who  was  supported  with 
ECMO.  It  is  hoped  that  improvement  in  mea- 
sures to  prevent  neonatal  GBS  will  decrease  the 
frequency  of  this  potentially  devastating  infec- 
tion. 
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INTRODUCTION 

ARTERIAL  blood  gas  analysis  is 
one  of  the  most  useful  investi- 
i gations  in  the  management  of 
critically  ill  patients.  Many  types  of  acid-base 
disturbances  are  possible  but  metabolic  alkalosis 
(MA)  is  the  most  common  in  the  hospital  set- 
ting.1-2 We  are  reporting  a case  of  severe  acute 
MA  with  serum  bicarbonate  of  96  caused  by 
excessive  ingestion  of  sodium  bicarbonate 
(NaHC03)  by  a patient  with  impaired  renal 
function.  To  our  knowledge,  there  is  no  re- 
ported case  of  MA  as  severe  as  in  this  patient. 

CASE  REPORT 

A 34-year  old  non-smoking  and  non-alco- 
holic black  male  was  admitted  with  lethargy, 
confusion  and  bizarre  behavior.  He  was  in  his 
usual  state  of  health  two  weeks  prior  to  admis- 
sion when  he  started  fasting,  eating  only  one 
meal  a day.  He  complained  of  abdominal  dis- 
comfort which  he  self-treated  with  V2  to  1 
tablespoon  of  NaHC03  in  a glass  of  water 
several  times  a day. The  patient  was  lethargicfor 
about  a week  and  was  confused,  withdrawn 
and  not  responding  appropriately  to  the  family 
members  for  two  days.  There  was  no  history  of 
diarrhea,  vomiting,  diuretic  abuse,  fever,  chills, 
seizure,  backache,  neck  stiffness,  muscular  weak- 
ness, syncope,  trauma  or  tick  bite.  He  was  not 
on  any  prescribed  medication  and  no  history  of 
drug  overdose  could  be  ascertained.  Past  medi- 
cal history  was  significant  for  ear  and  throat 
infections  several  years  ago. 

On  examination  he  was  found  to  be  awake 
but  very  confused,  disoriented  and  unable  to 
answer  any  question  appropriately.  His  pulse 
rate  was  96/minute  and  regular  with  a blood 
pressure  of  120/80  mm  of  Hg.  He  was  breath- 
ing very  shallow  at  a rate  of  1 0 times  per  minute. 
He  was  afebrile  and  no  orthostatic  changes 
were  present.  Head,  eye,  ear,  nose,  throat,  and 
neck  examinations  were  unremarkable.  Breath 


sounds  were  decreased  due  to  shallow  breath- 
ing. Cardiovascular  examination  revealed  no 
jugular  venous  distension,  regular  heart  sounds 
without  gallops  or  murmurs.  There  was  no 
jaundice,  cyanosis  or  edema.  Peripheral  pulses 
were  symmetrically  palpable.  Examination  of 
abdomen  and  extremities  were  unremarkable. 
Neurological  examination  revealed  a totally 
confused  and  disoriented  person  with  incoher- 
ent speech.  Thought  process  was  abnormal. 
Cranial  nerve  examination  was  unremarkable. 
He  moved  all  extremities.  Hand  grip  was  weak 
bilaterally.  Deep  tenon  reflexes  could  not  be 
elicited.  Stance  and  gait  were  grossly  normal. 
There  were  no  signs  of  meningeal  irritation. 

Initial  laboratory  findings  were  as  follows: 
Serum  sodium  1 52  mEq/L,  potassium  1 .6  mEq/L, 
chloride  41  mEq/L,  bicarbonate  87  mEq/L,  blood 
urea  nitrogen  62  mg/dl  and  creatinine  4.8  mg.dl. 
Arterial  blood  gas  analysis  showed  a pH  of  7.65, 
pO,  35  mm  Hg,  pCO,  77  mm  Hg  and  HC03  83 
mEq/L.  Complete  blood  count  showed  9,100 
per  cmm  white  cells,  375,000  per  cmm  plate- 
lets, 15.6  gm/dl  hemoglobin  and  hematocrit 
46.3%.  Differential  WBC  counts  were  71% 
segments,  4%  bands,  12%  lymphocytes  and 
13%  monocytes.  Chest  roentgenogram  was 
normal.  Electrocardiogram  showed  sinus 
tachycardia  with  depression  of  ST  segment  in 
the  inferolateral  leads  (II,  III,  AVF,  V4,  V5,  V6). 
Analysis  of  urine  showed  a pH  of  9.0,  specific 
gravity  1.009,  red  blood  cells  from  traumatic 
Foley  catheterization  but  no  bacteria,  casts  or 
crystals.  Drug  screen  of  urine  was  negative. 
Liver  enzymes  were  mildly  elevated.  Serum 
calcium,  phosphorus,  and  magnesium  were 
normal.  Urine  osmolarity  was  360  and  sodium 
104  mEq/L,  potassium  37.4  mEq/l  and  chloride 
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less  than  1 5 mEq/L.  24-hour  urine  sodium  was 
98  mEq/L,  potassium  46.2  mEq/L,  creatinine  84 
mg.dl,  uric  acid  961  mg  and  calculated  creati- 
nine clearance  was  54.6  ml./minute.  Serum 
folate  was  9.9  ng/ml,  B12  1749  Pg./ml,  pro- 
thrombin time  12.7  seconds,  partial  thrombo- 
plastin time  19.6  seconds  and  bleeding  time 
12.3  minutes.  Serum  iron  was  3 and  total  iron 
binding  capacity  201.  Serum  protein  electro- 
phoresis was  normal.  Cerebrospinal  fluid  pro- 
tein was  100  mg/dl  but  did  nor  reveal  any 
evidence  of  infection. 

Patient  was  treated  with  intravenous  fluids 
and  replacement  of  electrolyte  deficits.  Initially 
he  received  normal  saline  with  potassium  chlo- 
ride followed  by  0.45%  normal  saline.  Volume 
status  and  electrolytes  were  closely  monitored. 
Patient  responded  very  well  with  gradual  im- 
provement in  mental  status  and  biochemical 
parameters  (Table  1 ).  On  the  third  day,  he  was 
fully  alert  and  oriented  and  was  able  to  converse 
normally.  The  hospital  course  seemed  to  be 
complicated  by  transient  ADH  resistance  due 
to  hypokalemia  with  passage  of  large  volumes 
of  dilute  urine.  He  also  had  a urinary  tract 
infection  with  Proteus  mirabilis  and  E.  Coli  which 
was  treated  with  Septra.  The  patient  was  dis- 
charged nine  days  after  admission  in  satisfac- 
tory condition. 

DISCUSSION 

Metabolic  alkalosis  (MA)  is  defined  as  an 
increase  in  serum  HC03  and  metabolic  alkalemia 
as  an  increase  in  blood  pH.  Conventionally,  MA 
is  classified  into  saline-responsive  and  saline- 
unresponsive  types  based  on  the  response  to 
saline  therapy  (Table  2)2  Saline-responsive  MA 
is  more  common  and  is  characterized  by 
extracellular  fluid  volume  depletion  and  urinary 
chloride  <1 0 mEq/liter.  Various  causes  (Table  2) 
include  MA  by  gastrointestinal  HCI  loss,  renal 
HCI  loss,  exogenous  HC03  administration  or 


contraction  of  ECF  in  the  absence  of  decrease  in 
plasma  HC03.  Once  MA  is  generated,  it  is 
maintained  by  volume  depletion,  chloride  deple- 
tion, hypokalemia  and  secondary  hyperaldo- 
steronism. Saline-unresponsive  MA  is  charac- 
terized by  urine  chloride  >1 0 mEq/liter.  This  can 
be  further  subclassified  into  normotensive  and 
hypertensive  variants  (Table  2).  Saline-unre- 
sponsive MAs  are  generated  and  maintained  by 
the  kidney,  resulting  from  chloride-reabsorptive 
defect  (e.g.  Bartter's  Syndrome)  or  from 
hypermineralocorticoid  state.2 

As  it  is  mentioned  earlier,  generation  of  MA 
is  caused  by  loss  of  protons  from  ECF  into 
external  environment  or  into  cells  or  by  gain  of 
base  via  the  oral  or  IV  route  or  from  stores  in 
bone  apatite.3'4  During  hemodialysis,  MA  has 
also  been  reported  as  a result  of  dialysate  with 
a very  high  HC03  concentration.5  In  our  patient, 
the  generation  of  MA  was  due  to  ingestion  of  a 
large  amount  of  NaHCOr  Simply  addition  of 
base  by  itself  cannot  lead  to  MA  because  nor- 
mal kidneys  can  rapidly  excrete  excess  loads  of 
HC03.  Increase  in  HC03  excretion  begins  within 
one  hour  of  oral  or  parenteral  HC03  administra- 
tion and  is  maximal  at  24  to  48  hours.  Normal 
subjects  have  tolerated  oral  administration  of 
up  to  1 40  gm  of  NaHC03  per  day  with  only  mild 
elevation  of  serum  HCO  . Therefore,  to  sustain 
a significant  MA  impaired  renal  HC03  excretion 
must  be  present.3-4  This  may  be  due  to  any  kind 
of  renal  insufficiency  leading  to  low  or  absent 
glomerular  filtration  rate  (CFR),  and  due  to  low 
filtered  load  of  HC03,  hypokalemia,  hypo- 
chloremia,  volume  contraction  and  mineralocor- 
ticoid  excess.  In  this  patient,  the  maintenance  of 
MA  was  probably  multifactorial  including  im- 
paired renal  function  due  to  volume  depletion, 
hypokalemia  and  hypochloremia. 

Severe  MA  has  multisystem  adverse  effects.2 
Neuromuscular  effects  include  neural  hyper- 


TABLE  1 


(mEq/L) 

(mg/dl) 

(mm  of  Hg) 

Day  of 
Admission 

NA 

K 

Cl 

hco3 

BUN 

Creatinine 

m 

pco.2 

1 

152 

1.6 

41 

87 

62 

4.8 

7.65 

35 

77  (RA) 

1 

157 

2.7 

62 

96 

62 

4.6 

7.51 

149 

95  (40%  02) 

(8  hrs  later) 

2 

162 

2.9 

80 

70 

63 

4.1 

7.49 

176 

79  (40%  02) 

3 

156 

4.7 

114 

37 

40 

2.3 

4 

151 

4.3 

114 

31 

30 

1.8 

7.5 

101 

33 (RA) 

6 

140 

5 

110 

23 

16 

1.4 

RA  - room  air 
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TABLE  2 


SALINE-RESPONSIVE  (UC1  <10  mEq/day) 

Renal  alkalosis 

Chloruretic  diuretic  therapy  (especially 
in  edematous  patients  with  nephrotic 
syndrome,  cirrhosis,  or  CHF) 

Poorly  reabsorbable  anion  therapy 

(carbenicillin,  penicillin,  sulfate,  phosphate) 
Posthypercapnia 
Gastrointestinal  alkalosis 
Gastric  alkalosis 
Vomiting 

NG  drainage  (especially  with 
Zollinger-Ellison  syndrome) 

Intestinal  alkalosis 

Congenital  chloride  diarrhea 
Villous  adenoma 

Exogenous  alkali  in  patients  with  reduced 
GFR  or  high  sodium  avidity 
NaHCOj  (baking  soda)  antacids,  sodium 
citrate,  lactate,  glycolate,  acetate 
Gl  reduced,  nonreabsorbable  alkali  plus 

anion  exchange  resin  (Al[OH]3  plus  Kayexalate) 
Transfusions 
"Overshoot"  alkalosis 
Contraction  alkalosis 


Reproduced  by  permission2 

excitability  due  to  disturbed  calcium  metabo- 
lism, increased  release  of  acetylcholine  at  NM 
junction  and  redistributional2  7 hypokalemia.  Re- 
duced cerebral  blood  flow27  and  marked  CSF 
alkalosis'  have  been  observed.  Patient  may 
have  positive  Chvostek's  and  Trousseau  signs, 
muscle  weakness  and  spasm,  tetany  (usually 
with  pH  >7.5)  and  seizure.  Lethargy  and  mental 
confusion  (as  in  this  patient),  progressing  to 
stupor  and  coma  may  also  occur.  Alkalosis 
increases  myocardial  irritability  with  occasional 
supraventricular  and  ventricular  arrhythmias. 
Antiarrhythmics  are  often  ineffective  until  pH  is 
reduced  to  normal.  Cardiac  digoxin-toxicity  in 
MA  is  increased  even  with  normokalemia. 
Metabolic  effects  include  hypokalemia,  hypo- 
calcemia, increased  lactate  production  from 
glycolysis,  mild  elevation  of  anion  gap  by  2-5 
and  compensatory  increase  in  PaCOr  Usually 
potassium  falls  about  0.3  to  0.8  mEq/L  for  each 


SALINE-UNRESPONSIVE  (UC1-  > 10  mEq/day) 
Renal  alkalosis 
Normotensive 

Bartter's  syndrome 
Severe  K+  depletion 
Refeeding  alkalosis 
Hyperparathyroidism 
Mg++  deficiency 
Hypertension 

Endogenous  mineralocorticoids 
Primary  aldosteronism 
Adenoma 
Hyperplasia 
Carcinoma 
Glucocorticoid 
Suppressible 
Hyperreninism 

Renal  artery  stenosis 
Accelerated  hypertension 
Renin-secreting  tumors 
Cushing's  syndrome  (some  may  be 
normotensive) 

Pituitary 
Adrenal 
Ectopic  ACTH 
Adrenal  enzyme 
Deficiency 

1 1 8-hydroxylase  deficiency 
1 7 ae-hydroxylase  deficiency 
Liddle's  syndrome 
Exogenous  mineralocorticoids 
Licorice,  chewing  tobacco 
(glycyrrhizinic  acid) 
Carbenoxolone 


0.  1 rise  in  pH,6  as  noted  in  this  pfatient.  Respi- 
ratory system  responds  by  hypoventilation  in- 
creasing the  PACO,  by  about  0.5  to  0.7  mmHg 
for  every  1 mEq/L  increasing  in  HC03,  up  to 
approximately  40  mmHg.  However,  severe 
alveolar  hypoventilation  and  hypercapnia  are 
considered  uncommon.  Hypercapnia  of  up  to 
76  has  been  reported7  but  in  this  patient  it  was 
up  to  95.  This  lack  of  severe  hypoventilation 
and  hypercapnia  in  MA  is  in  sharp  contrast  to 
the  occurrence  of  hyperventilation  in  metabolic 
acidosiswhich  almost  invariably  co-exist.  Causes 
of  respiratoryfailure  in  MA  are  probably  alkalosis- 
induced  reduction  in  sensitivity  of  peripheral 
chemoreceptors  to  hypoxia,2'4  hypokalemia-in- 
duced weakness  of  respiratory  muscles  and 
hypoventilation  associated  atelectasis  leading 
to  increased  ventilation  - perfusion  mismatch. 
Alkalemia  shifts  oxygen-Hgb  dissociation  curve 
to  left  (Bohr  effect),  which  may  worsen  tissue 
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oxygen  delivery.  This  effect  is  partially  offset  by 
alkalosis-induced  RBC  glycolysis  by  stimulation 
of  phosphofructokinase  which  increases  the 
RBC  2,3-diphosphoglycerate  level.  Increase  in 
anion  gap  can  be  explained  by  increased  lactate 
production,  increased  concentration  of  albu- 
min due  to  volume  contraction  and  increase  in 
net  negative  charges  on  albumin.  Out  of  these 
effects,  our  patient  had  lethargy,  confusion, 
bizarre  behavior,  disorientation,  muscle  weak- 
ness, absent  tendon  reflexes,  and  respiratory 
depression  with  hypercarbia. 

Severe  MA  is  associated  with  very  high  mor- 
tality,36 up  to  80  % if  pH  is  >7.65  as  it  may  also 
lead  to  sudden  cardiopulmonary  arrest.4  High 
bicarbonate  and  high  pH  both  were  found  to  be 
associated  with  higher  mortality  but  PCO,  level 
did  not  affect  survival.6  Therefore,  early  recog- 
nition and  reversal  of  MA  is  very  important. 
Chloride  responsive  MA  should  be  treated  with 
correction  of  chloride  and  potassium  depletion 
and  volume  contraction.  If  renal  function  is 
severely  depressed  or  if  intractable  CHF  and 
hyperkalemia  is  present  precluding  use  of  Na 
and  K,  peritoneal  or  hemodialysis  with  low 
bicarbonate  dialysate  may  be  indicated.  In 
severe  cases,  intravenous  HCI  or  NH4CI  may  be 
administered.  If  edema  is  present  and  GFR  is 
adequate  (serum  creatinine  <4  mg/dl)  aceta- 
zolamide  may  be  used  to  produce  alkaline 
diuresis  with  simultaneous  administration  of 
KCI  to  avoid  hypokalemia.3  In  our  patient,  MA 
corrected  rapidly  by  IV  infusion  of  saline  and 
KCI  (Table  1).  Saline-unresponsive  MA  should 
be  treated  with  correction  of  underlying  factors. 

SUMMARY 

We  have  presented  the  case  of  a 34  year  old 
male  patient  who  was  admitted  with  severe 
metabolic  alkalosis  (MA).  Peak  serum  HC03 


was  96  mg/dl  and  compensatory  PCO  was  95 
which,  to  our  knowledge,  has  never  been  re- 
ported before  in  a patient  with  MA.  MA  was 
probably  generated  by  consumption  of  high 
amount  of  NaHC03and  renal  impairment  and 
maintained  by  impaired  renal  function  due  to 
volume  depletion  hypokalemia  and  hyochlo- 
remia.  The  patient  was  successfully  treated 
with  IV  administration  of  saline  and  KCL. 
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CASE  REPORT 

Past  history  was  significant  for  alcohol  in- 
duced hepatitis.  He  admitted  to  heavy  alcohol 
use  with  consumption  of  up  to  one  case  of  beer 
a day.  A positive  history  of  tobacco  abuse  with 
a 2-3  pack  per  day  habit  was  also  obtained. 

Screening  blood  work  revealed  the  following 
abnormal  values:  hemoglobin  at  1 8.0  g/dl  (1  3.5- 
1 7.5  g/dl),  aspartamine  transferase  at  259  IU/L 
(7-39  IU/L),  alanine  transferase  at  322  IU/L  (2- 
54  IU/L)  and  lactate  dehydrogenase  at  795 
IU/L  (313-618).  A 24  hour  urine  collection 
revealed  elevated  uroporphyrin  at  1525  meg/ 
24  hours  (0-50  mcg/24  hours)  and  coprop- 


.«^N 


A25-year-old  homosexual  man 
was  referred  to  our  dermatol- 
ogy clinic  with  complaints  of 
blistering  and  fragile  skin  over  both  hands  (Fig. 
1).  He  also  reported  blistering  over  the  nose 
after  recent  sun  exposure.  He  tested  positive  for 
human  immunodeficiency  virus  (HIV)  infection 
1 5 months  prior  to  visiting  our  clinic  and  in  July, 
1 989,  his  absolute  T4  (CD4)  lymphocyte  count 
fell  to  21 5/mm};  The  patient  was  subsequently 
placed  on  zidovudine  at  a dose  of  100  mg  five 
times  a day.  To  date,  symptoms  from  HIV 
infection  have  been  limited  to  fatigue,  head- 
aches and  occasional  loss  of  appetite. 


FIGURE  1. 

Scattered  bulla,  vesicles  and  crusted  erosions  present 
over  the  dorsum  of  the  hand  and  fingers. 


'Address  correspondence  and  reprint  request  to:  Christo- 
pher J.  Huerter,  M.D.,  Department  of  Medicine,  Creighton 
University  School  of  Medicine,  601  N.  30th,  Suite  5850, 
Omaha,  Nebraska  68131. 
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orphyrin  at  520  mcg/24  hours  (80-250  mcg/24 
hours).  Urobilinogen  and  porphobilinogen  were 
negative. 

Punch  biopsy  from  a blister  over  the  hands 
revealed  a subepidermal  bulla  with  areas  of  mild 
chronic  inflammation  (Fig.  2).  Also  noted  was 
festooning  of  dermal  papilla  into  the  bullous 
cavity.  A periodic  acid-Schiff  (PAS)  reaction  was 
positive  for  hyaline  like  material  about  dermal 
vessels  and  at  the  basement  membrane  zone. 
These  findings  are  all  typical  for  porphyria 
cutanea  tarda  and  taken  with  urine  porphyrin 
studies  and  physical  exam,  secured  a diagnosis. 


FIGURE  2. 

Biopsy  specimen  revealing  orthokeratosis  and  a subepi- 
dermal bulla  with  mild  chronic  inflammation.  "Festoon- 
ing" of  dermal  papilla  into  the  bullous  cavity  is  also 
noted  (hemotoxylin  and  eosin,  xlOO). 


DISCUSSION 

Porphyria  cutanea  tarda  (PCT)  is  a clinical 
syndrome  consisting  of  pigmented  urine  and 
somewhat  variable  dermatologic  lesions.  It  is 
also  known  as  chemical  or  acquired  hepatic 
porphyria  and  is  the  most  common  of  a group 
of  somewhat  overlapping  disorders  known  as 


the  porphyrias1.  There  are  probably  several 
distinct  forms  of  PCT,  and  several  etiologies  as 
well,  thus  making  complete  understanding  of 
the  disease  difficult. 

PCT  may  be  inherited  in  an  autosomal  domi- 
nant manner  or  it  may  be  acquired  in  the 
sporadic  form  at  a somewhat  older  age1,2.  Cu- 
taneous photosensitivity  constitutes  the  major 
clinical  manifestation  of  PCT.  Subepidermal 
vesicles,  bulla,  and  milia  formation  are  com- 
mon. The  skin  shows  increased  fragility  and  a 
red  or  violet  hue. 

The  case  which  we  are  reporting  illustrates 
the  coexistence  of  PCT  in  a patient  infected  with 
the  HIV  virus.  Several  other  investigators  have 
noted  similar  occurrences3-8,  and  have  recog- 
nized the  importance  of  reporting  them3'4  as 
AIDS  becomes  a more  commonly  encountered 
disease.  One  of  the  first  reports  was  by  Wissel, 
et  al5,  who  described  three  patients  with  PCT 
who  subsequently  developed  AIDS.  They  specu- 
late that  the  virus  itself  may  be  acting  to  impair 
porphyrin  metabolism  and  that  PCT  may,  in  fact, 
be  a presenting  symptom  in  the  AIDS  complex. 
Another  interesting  study  presented  by  Hogan, 
et  al6,  described  two  hemophiliac  brothers  in- 
fected by  HIV  who  developed  PCT.  One  of  the 
brother's  symptoms  were  provoked  by  visits  to 
a UV-A  type  tanning  salon.  The  authors  note  the 
danger  of  any  immunocompromised  person 
being  exposed  to  this  type  of  light9,  much  less 
someone  who  has  PCT,  and  further  suggest  that 
those  who  present  with  symptoms  of  PCT  be 
screened  for  HIV  infection.  In  a report  by  Ong, 
et  al7  of  a man  who  had  clinical  manifestations 
of  AIDS,  it  appeared  to  be  the  drug  azido- 
thymidine  (now  referred  to  as  zidovudine)  rather 
than  the  infection  which  precipitated  symptoms 
of  PCT.  The  authors  note,  however,  that 
azidothymidine  is  not  a recognized  cause  of 
PCT. 

A standard  therapy  for  PCT  is  phle- 
botomy10. This  form  of  therapy  presents  prob- 
lems for  those  infected  with  HIV.  The  risks 
associated  with  handling  blood  products  are 
obvious.  In  addition,  many  of  the  infected 
patients  are  on  zidovudine  which  not  uncom- 
monly produces  anemia.  Decision  to  use  this 
form  of  therapy  must  be  made  on  an  individual 
basis. 

In  summary,  we  have  presented  a case 
of  PCT  in  an  HIV  infected  patient.  We  do  not 
know  the  significance  of  the  alcohol-induced 
hepatic  disease  as  a contributing  factor.  With 
increasing  frequency  of  HIV  infection  and  the 
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noted  coexistence  of  these  diseases,  however, 
we  feel  that  it  is  important  to  report  such  cases. 
Further,  it  seems  sensible  to  add  PCT  to  the  list 
of  cutaneous  diseases  already  associated  with 
infection  by  the  HIV  virus".  In  a patient  with 
PCT,  any  hint  of  risk  factors  should  alert  the 
physician  to  the  possibility  of  HIV  infection  and 
warrant  immediate  serologic  testing. 


BIBLIOGRAPHY 

1.  Elder  GH.  Porphyria  metabolism  in  porphyria 
cutanea  tarda.  Semin  Hematol  1977;14:227-242. 

2.  Kushner  JP,  Barburto  AJ,  Lee  GR,  et  al.  An  inherited 
enzymatic  defect  in  porphyria  cutanea  tarda:  decreased 
uroporphyrinogen  decarboxylase  activity.  J Clin  Invest 
1976;58:477-84. 

3.  Lacoma  F,  Yebra  M.  Albarrau  F,  et  al.  Porphyria 
cutanea  tarda  and  human  immunodeficiency  virus:  two 
new  cases.  Postgrad  Med  J 1989;65(765):507. 


4.  Nip-Sakamoto  CJ,  Wong  RH,  Izumi  AK.  Porphyria 
cutanae  tarda  and  AIDS.  Cutis  1989;44:470-71. 

5.  Wissel  PS,  Sordillo  P,  Anderson  KE,  et  al.  Porphyria 
cutanea  tarda  associated  with  the  acquired  immune  defi- 
ciency syndrome.  Amer  J Hematology  1 987;25:1 07-1 1 3. 

6.  Hogan  D,  Card  RT,  Ghadially  MB,  et  al.  Human 
immunodeficiency  virus  infection  and  porphyria  cutanea 
tarda.  J Amer  Academy  Dermatol  1 989;20:1  7-20. 

7.  Ong  EL,  Ellis  ME,  McDowell  D,  et  al.  Porphyria 
cutanea  tarda  in  association  with  the  human  immunodefi- 
ciency virus  infection.  Postgrad  Med  J 1988;64:956-7. 

8.  Lobato  M,  Berger  T.  Porphyria  cutanea  tarda  asso- 
ciated with  the  immunodeficiency  syndrome.  Arch 
Dermatol  1988;124:1009-1010. 

9.  Herse  P,  Bradley  M,  Hasic  E,  et  al.  Immunologic 
effects  of  solarium  exposure.  Lancet  1983;1:543-54. 

10.  Ippen  H.  Treatment  of  porphyria  cutanea  tarda  by 
phlebotomy.  Semin  Hematol  1977;14:253-259. 

11.  Goodman  DS,  Teplitz  ED,  Wishner  A,  et  al.  Preva- 
lence of  cutaneous  disease  in  patients  with  acquired 
immunodeficiency  syndrome  (AIDS)  or  AIDS-related  com- 
plex. J Amer  Acad  Dermatol  1987;  17:210-220. 


June  1993  Nebraska  Medical  Journal  157 


PERINATAL  PAGE 

Update  on  Neonatal  Blood  Transfusions 


W.  SEIDEL,  M.D. 

Childrens  Hospital 

8301  Dodge  Street,  Omaha,  NE  681 14 


IN  1989,  approximately  30,000 
neonates  received  300,000 
RBC  transfusions.  The  emer- 
gence of  HIV  (exposure  risk  of  1-2/million  trans- 
fusions) coupled  with  the  problems  of  Hepatitis 
B (3/50,000)  and  C (1/500)  has  raised  the 
awareness  of  both  physicians  and  the  public  to 
the  dangers  of  transfusions.  In  an  effort  to 
reduce  these  risks  to  our  NICU  babies,  new 
strategies  and  technological  advances  are  being 
developed. 

Recognizing  that  90%  of  neonatal  transfu- 
sions are  needed  to  replace  blood  loss  from 
phlebotomy,  the  first  strategy  is  to  draw  less 
blood.  Most  NICU's  have  long  used  micro- 
sampling techniques,  but  refinements  continue 
to  be  made.  Also,  non-invasive  02and  C02  moni- 
tors allow  blood  gases  to  be  checked  less  fre- 
quently. Finally,  the  efficacy  of  surfactants  means 
that  many  babies  will  be  less  severely  ill  and  will 
require  fewer  phlebotomies. 

A second  strategy  involves  recognizing  that 
the  idea  of  only  transfusing  neonates  with  blood 
that  is  less  than  seven  days  old  may  itself  be 
outdated.  When  one  is  using  RBCs  for  Double 
Volume  Exchange  Transfusion  or  ECMO,  it  is 
important  to  realize  that  older  blood  is  more 
hyperkalemic,  more  acidic,  and  more  deficient 
in  2,3-DPG  than  is  fresh  blood.  However,  for  the 
small  volume  transfusions  that  are  usually  given 
in  the  NICU,  these  changes  in  the  older  blood 
are  not  big  enough  to  preclude  using  it.  For 
example,  Strauss  calculates  thata  standard  1 Occ/ 
kg.  transfusion  in  a 1 .0  kg.  baby  delivers  only  0.1 
mec/bler  K+  over  a two  to  four  hour  period.  His 
studies  have  shown  that  it  is  safe  for  neonates  to 
receive  RBCs  that  are  up  to  42  days  old.  In 
addition,  new  advances  in  self-closed  blood 
withdrawing  systems  have  made  it  possible  to 
maintain  sterility  in  obtaining  multiple  aliquots 
of  blood  from  the  same  unit.  The  use  of  older 
blood  units  coupled  with  the  new  closed  with- 
drawing systems  have  allowed  us  at  Children's 


Hospital  to  reduce  the  number  of  donor  expo- 
sures in  our  <1 .0  kg.  babies  from  5.2  to  2.3  last 
year  and  to  reduce  the  donor  exposures  in  our 
1 .0-1 .5  kg.  babies  from  2.4  to  1 .6.  Since  73%  of 
all  hospitals  in  the  U.S.  limited  their  transfusions 
to  <7  day  old  blood,  one  can  imagine  that  a 
tremendous  number  of  donor  exposures  could 
be  saved  if  everyone  used  the  newer  proce- 
dures. 

A third  strategy,  directed  donation  of  blood, 
has  become  popular  although  most  studies  do 
not  show  that  it  is  safer  than  using  volunteer 
donated  blood.  A practical  problem  in  Omaha 
is  that  most  babies  needing  transfusions  need 
them  within  the  first  couple  days  of  life,  and  it 
currently  takes  five  days  to  process  directed 
donation  requests.  Additional  problems  include 
risk  of  graft  vs.  host  disease  if  the  donor  is  a close 
relative,  difficulty  in  finding  a CMV  negative 
appropriate  blood  type  donor,  risk  of  WBC  and 
platelet  antibody  reactions  if  the  donor  is  a 
parent,  and  cost.  Directed  donor  units  end  up 
costing  two  to  three  times  the  amount  of  volun- 
teer units,  and  parents  often  end  up  paying  this 
cost  themselves.  Although  directed  donation 
may  not  be  an  option  for  emergency  transfu- 
sions in  the  NICU,  some  parents  feel  strongly 
about  this  option  for  non-emergency  situations. 

Finally  another  option  may  be  available  for 
babies  with  anemia  of  prematurity.  Human 
erythropoetin  (EPO)  is  currently  being  studied 
in  a multicentered  trial  looking  at  its  efficacy  and 
possible  side  effects  for  treating  anemia  of  pre- 
maturity. The  pilot  studies  to  date  suggest  that 
high  dose  EPO,  especially  if  given  with  supple- 
mental iron,  may  eliminate  the  need  to  transfuse 
premature  babies  for  chronic  anemia.  The  re- 
sults of  the  study  will  hopefully  be  known  this 
summer. 

In  summary,  new  strategies  in  transfusing 
blood  in  neonates  may  help  reduce  the  number 
of  donor  exposures  and  decrease  the  risk  of 
acquiring  an  infectious  agent. 
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IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


JOHN  H.  BRAZER,  M.D.  — (Born  November  8, 
1908  — Died  April  12,  1993)  Medical  Spe- 
cialty - Internal  Medicine.  Doctor  Brazer  was 
a graduate  of  the  University  of  Michigan  in 
1935  and  practiced  in  Omaha.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
Doctor  Brazer  is  survived  by  his  wife,  Iris;  two 
sons,  Dr.  John  W.  Brazer  of  Coquille,  OR,  and 
Tom  Brazer  of  Omaha. 

JAMES  R.  ADAMSON,  M.D. — (Born  December 
21,1 928  — died  January  21,1 993)  - Medical 
Specialty  - Pathology.  Doctor  Adamson  was 
a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1961  and  practiced  in 
Grand  Island.  He  was  a member  of  the  Ne- 
braska Medical  Association  and  the  Ameri- 
can Medical  Association.  Survivors  include 
his  wife,  Donna;  one  daughter,  Cynthia  Kay 
(Mrs.  Allen)  Bailey  of  Omaha;  one  son,  Steven 
Curtis  Adamson  of  Fairfax,  VA  and  three 
grandchildren. 

ELLIOTT  R.  CHAPPELL,  M.D.  - (Born  April  11, 
1920  — died  February  3,  1993)  Medical 
Specialty-General  Practice.  DoctorChappell 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1944.  He  was  a 
member  of  the  Nebraska  Medical  Associa- 
tion and  the  American  Medical  Association. 
He  is  survived  by  his  wife,  Bettie;  sons,  Rich- 
ard, Omaha,  Robert,  Littleton,  CO,  and  Doc- 
tor Timothy,  Plano,  TX;  and  seven  grandchil- 
dren. 


HARRY  M.  HEPPERLEN,  JR.,  M.D.  - (Born  Au- 
gust 9,  1905  — died  February  28,  1993) 
Medical  Specialty  - General  Surgery.  Doctor 
Hepperlen  was  a graduate  of  the  University 
of  Nebraska  College  of  Medicine  in  1929.  He 
was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. He  is  survived  by  his  wife,  Helen; 
sister,  Faustella,  Fallbrook,  CA;  daughter,  Mary 
Lewis  Rosseau,  Los  Altos,  CA;  and  sons, 
Harry  Michael,  Crystal  Lake,  IL  and  Thomas 
William,  Sioux  City,  Iowa. 

MAX  FLEISHMAN,  M.D.  — (Born  September 
17,  1900  — died  March  1,  1993)  Medical 
Specialty  - Pulmonary  Disease.  Doctor 
Fleishman  was  a graduate  of  the  University  of 
Nebraska  College  of  Medicine  in  1924  and 
practiced  in  Omaha.  He  wasa  member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association. 

ANTHONY  J.  LOMBARDO,  M.D.  - (Born  Sep- 
tember 14,  1921  — died  February  2,  1993) 
Medical  Specialty  - Pediatrics.  Doctor 
Lombardo  was  a graduate  of  the  Creighton 
University  School  of  Medicine  in  1944  and 
practiced  in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association. 

JACK  R.  ZASTERA,  M.D. — (Born  September22, 
1923  — died  November  27,  1992)  Medical 
Specialty  - Radiology.  Doctor  Zastera  was  a 
graduate  of  the  University  of  Nebraska  Col- 
lege of  Medicine  in  1947  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 
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COMING  MEETINGS 


THE  UNIVERSITYOFNEBR.  MEDICAL  CENTER 
Upcoming  Continuing  Education  Courses 

JUNE  21-22,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

JULY  8-9,  1 993  — Advanced  Pediatric  Life  Sup- 
port. Initial  Verification.  Omaha,  Nebraska. 
Registration  Fee  $165.  13  Hours  AMA  Cat- 
egory I. 

JULY  12-13,  1993  — Advanced  Cardiac  Life 
Support.  Initial  Verification.  Omaha,  Ne- 
braska. Registration  Fee  $170.  14.5  Hours 
AMA  Category  I. 

For  further  information,  contact  Cindy  Hanssen,  University  of 
Nebraska  Medical  Center,  Center  for  Continuing  Education,  600  So. 
42nd  Street,  Omaha,  Nebraska  68198-5651.  Call  (402)  559-5919 
or  use  our  toll  free  MD  Advantage  number  and  ask  for  Continuing 
Education  1 (800)  652- 1 095  nationwide.  Faxnumber(402) 559-591 5. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

FRIDAY-SATURDAY,  JUNE  18-20,  1993  - Ne- 
braska Chapter  of  American  Academy  of 
Pediatrics  Course,  Lake  Okoboji,  Iowa.  Tar- 
get Audience:  Pediatricians,  Family  Physi- 
cians. 

AUGUST  27-29, 1 993  — Practical  Pulmonary  in 
Primary  Care:  Update  1 993,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience: 
Primary  Care  Physicans. 

SATURDAY,  SEPTEMBER  11,  1993  - Internal 
Medicine  Update,  UNL  Student  Union,  Lin- 
coln, Nebraska.  Target  Audience:  Primary 
Care  Physicians,  Fee:  $35. 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 
1993  — Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska. Target  Audience: 
Emergency  Medicine  Physicians  and  others 
who  provide  care  in  the  ER,  Fee:  $700. 


WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23, 1 993  — Interdisciplinary  International  Sym- 
posium on  Gastrointestinal  Dysfunction  in 
Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists,  Physiologists  and 
Psychologists.  Fee:  $150. 

MONDAY-SATURDAY,  OCTOBER  4-9,  1993 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

FRIDAY  AFTERNOON,  OCTOBER  8,  1993  - 
UNMC  College  of  Medicine  Alumni  Day, 
UNMC  Campus,  Omaha,  Nebraska.  Target 
Audience:  Alumni. 

FRIDAY  EVENING  - MONDAY,  OCTOBER  29- 
NOVEMBER  1,  1993  — An  Advanced  Cur- 
riculum on  Women's  Health,  Marriott  Mar- 
quis, New  York  City,  New  York.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gyneocologists,  Emergency 
Physicians. 

THURSDAY-SATURDAY,  DECEMBER  2-4, 1 993 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Gyn  Society  Annual  Scientific 
Session)  Bally's,  Las  Vegas,  Nevada.  Target 
Audience:  PrimaryCare  Physicians,  Fee:  $275. 


ABC  OF  PEDIATRICS: 

A Saturday  Morning  Monthly  Program 

8:30  a.m.  - 12:00  noon,  Cooper  Auditorium 
College  of  Nursing,  UNMC  (No  registration  fee) 

APRIL  3,  1993  — Pediatric  Emergencies. 

MAY  1 5,  1 993  — Common  Pediatric  Gl  Disorders 

JUNE  4,  1993  — Renal  Disease  in  Children 
(Friday  1 :00  - 5:00  p.m.) 
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ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT-  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider and  Reverification. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  in  forma  tion:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651 . Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Numer  and 
ask  for  Continuing  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 

CREIGHTON  UNIVERSITY 

JUNE  25-26, 1 993  — Laparoscopy-Assisted  Vagi- 
nal Hysterectomy  Course- Boys  Town  Board 
Room/Creighton  Campus,  Omaha,  NE. 

JULY  16-17,  1993  — Therapeutic  Laparoscopy 
for  General  Surgeons  - 1993  Basic  Course  - 
Creighton  University  School  of  Medicine, 
Omaha,  NE. 

JULY  29,  1 993  — International  Humanae  Vitae 
Conference  - 25th  Anniversary  Celebration  - 
Holiday  Inn  Central,  Omaha,  NE. 

DECEMBER  1 7-18  1993  — Therapeutic 
Laparoscopy  for  General  Surgeons  - 1993 
Advanced  Course  - Creighton  University 
School  of  Medicine,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 
O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 
Division,  2500  California  Street,  Omaha,  NE  68178. 


MAYO  FOUNDATION 

OCTOBER  2-5,  1993  - IV  International  Work- 
shop on  Multiple  Myeloma,  Program  Site: 
Rochester,  MN. 

OCTOBER  8-9, 1 993  — Gastroenterology  Motil- 
ity Update.  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  21-22,  1993 -Pediatric  Days  1993. 
Mayo  Foundatiion,  Rochester,  MN. 

Contact:  Postgraduate  Courses,  Section  of  International 
Medical  Education,  Mayo  Foundation,  Rochester,  MN 
55905,  Phone:  Toll  Free  800-323-2688. 


THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER, 

Washington  D.C. 

JUNE  21-25, 1 993  — 1 5th  National  Lesbian  and 
Gay  Health  Conference  and  11th  Annua! 
AIDS/HIV  Forum.  Location:  Hyatt  Regency, 
Houston,  TX,  22  credit  hours,  AMA  Category  1 . 

SEPTEMBER  1 1-1 4,  1 993  - The  Decade  of  the 
Brain:  An  International  Conference.  Loca- 
tion: The  Omni-Shoreham,  Washington,  DC, 
28  credit  hours,  AMA  Category  1. 

The  contact  person  is  John  F.  Vargo,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K 
Street,  NW,  Washington  DC 20037, 202-994-4285  (phone), 
202-994-1791  (fax). 

OCTOBER  1-3,  1 993  — International  Liver  Sym- 
posium. Location  Marriott  Crystal  Gateway 
Hotel, -Arlington,  VA. 

OCTOBER  9-13,  1993  — Gastroenterology 
Board  Review  Course.  Location:  Marriott 
Crystal  Gateway  Hotel,  Arlington,  VA,  42 
credit  hours,  AMA  Category  1 , $650.00  phy- 
sicians, $500.00  residents  and  fellows. 

The  contact  person  is  Daniel  E.  Reichard,  George 
Washington  University  Medical  Center,  Office  of  CME, 
2300  K Street,  NW,  Washington  DC  20037,  202-994-4285 
(phone),  202-994-1791  (fax). 

OCTOBER  24-27,  1993-  1 5th  Annual  Society 
For  Medical  Decision  Making  Meeting.  Loca- 
tion: Sheraton  Imperial  Hotel,  Raleigh/ 
Durham,  NC. 

The  contact  person  is  Maria  Corrick,  SMDM,  George 
Washington  University  Medical  Center,  Office  of  CME, 
2300  K Street,  NW,  Washington  DC  20037,  202-994-4285 
(phone),  202-994-1 791  (fax). 

DECEMBER  27-31,  1993  — Drug  Therapy  for 
the  90's:  An  Update  in  Mechanisms  of  Action 
in  Clinical  Utilization.  Location:  Snowbird, 
Utah,  18  credit  hours.  AMA  Category  1. 

The  contact  person  is  Daniel  E.  Reichard,  George 
Washington  University  Medical  Center,  Office  of  CME, 
2300  K Street,  NW,  Washington  DC  20037,  202-994-4285 
(phone),  202-994-1791  (fax). 
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OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 
WASHINGTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

THURSDAY,  JUNE  1 7,  1 993  - State  of  the  Art 
Clinical  Symposium  on  Allergic  Diseases, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Phillip  E. 
Korenblat,  M.D. 

FRIDAY-SATURDAY,  September  1 0-1 2, 1 993  - 
Frontiers  In  Endosurgery:  Advances  in 
Endourological  Techniques  and  Technology, 
Location:  Washington  University  Medical 
Center,  St.  Louis,  Missouri,  1 8.5  credit  hours 
AMA  Category  1,  Program  Chairmen:  Ralph 
V.  dayman,  M.D.  and  Elspeth  McDougall, 
M.D. 

FRIDAY-SATURDAY,  SEPTEMBER  1 7-1 8,  1 993 
— Physician  Executive  Leadership,  Location: 
Washington  University  Medical  Center,  St. 
Louis,  Missouri,  Program  Chairmen:  Walter 
F.  Ballinger,  M.D.  and  James  Hepner,  M.D. 

SATURDAY,  SEPTEMBER  18,  1993  - Suicide, 
Location:  St.  Louis,  Missouri. 

OCTOBER  6-1 4,  1 993  — Allergy  Abroad:  Hol- 
land and  Brussels,  Program  Chairman:  Phillip 
E.  Korenblat,  M.D. 

THURSDAY-SUNDAY,  NOVEMBER  11-14, 
1993  — Anesthesiology  & The  Geriatric  Pa- 
tient, Location:  St.  Louis,  Missouri. 

WEDNESDAY-FRIDAY,  NOVEMBER  17-19, 
1993  — Contemporary  Cardiothoracic  Sur- 
gery, Location:  The  Ritz-Carlton  Hotel,  St. 
Louis,  Missouri,  Program  Chairmen:  Joel  D. 
Cooper,  M.D.  and  Alec  Patterson,  M.D. 


SATURDAY,  NOVEMBER  20,  1993  - Hyper- 
cholesterolemia, Location:  Marriott's  Pavil- 
ion Hotel. 

FRIDAY,  DECEMBER  3,  1993  - Women's 
Healthcare  Issues,  Location:  The  Ritz-Carlton 
Hotel,  St.  Louis,  Missouri,  Program  Chair- 
man: Louis  Avioli,  M.D. 

SATURDAY,  DECEMBER  4,  1 993 -Gl  Update, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Giusseppe 
Aliperti,  M.D. 

THURSDAY-FRIDAY,APRIL21-22, 1994-Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRI  DAY-SUN  DAY,  JUNE  24-26,  1994  - Fron- 
tiers In  Endourology,  Location:  Washington 
University  Medical  Center,  St.  Louis,  Mis- 
souri, Program  Chairman:  Ralph  V.  dayman, 
M.D. 

For  further  information  on  any  of  the  above  seminars 
contact:  Continuing  Medical  Education,  Washington 
University  School  of  Medicine,  Campus  Box  8063,  66 0 
South  Euclid  Avenue,  St  Louis,  Missouri,  631 10-1093, 
(800)  325-9862  Interstate,  (314)  362-6893  In  Missouri, 
FAX  (314)  362-1087. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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1993  Nebraska  Medical  Association  50- Year  Practitioners 


THEODORE  H.  KOEFOOT,  M.D. 

- Hastings  ■ 

Theodore  H.  Koefoot  was  born  July 
23, 1918  in  Broken  Bow,  Nebraska. 
He  obtained  his  medical  education 
at  the  University  of  Nebraska  Col- 
lege of  Medicine  and  took  a rotating 
internship  at  the  Presbyterian  Hos- 
pital in  Denver,  Colorado.  Following 
two  and  one-half  years  of  service  in 
the  U.S.  Army,  Doctor  Koefoot  spe- 
cialized in  family  practice  in  Broken 
Bow  and  Omaha  for  37  years.  He 
then  moved  to  Hastings,  completing 
his  career  as  Medical  Director  of  the 
Hastings  Regional  Center.  Doctor 
Koefoot  was  awarded  Life  Member- 
ship in  1988. 


BOWEN  E.  TAYLOR,  M.C 
• Lincoln  - 

Bowen  E.  Taylor  was  born  F 
ruary  18,  1919  at  Scottsbl  I 
Nebraska.  He  obtained  his  m« 
cal  education  at  the  University 
Nebraska  College  of  Medici 
Following  two  years  service 
the  U.S.  Army,  Doctor  Tay 
practiced  in  West  Point  until  t i 
ing  a residency  in  internal  me 
cine  at  the  Mayo  Clinic  in  Roi  > 
ester,  Minnesota.  Doctor  Tay 
began  practicing  in  Lincoln  : 
1 951 . He  was  awarded  Life  Me 
bership  in  1988. 


CHARLES  E.  HRANAC,  M.D. 

- Omaha  - 

Charles  E.  Hranac  was  born  April  8,  1918  in  Geneva,  Nebraska.  He  obtained  his  medical 
education  at  the  University  of  Nebraska  College  of  Medicine  and  interned  at  the  Presbyterian 
Hospital  in  Denver,  Colorado.  Following  two  years  service  in  the  U.S.  Navy,  Doctor  Hranac 
completed  his  residency  at  the  Children's  Hospital  in  Denver.  He  specialized  in  family  practice 
in  Cozad  for  33  years  and  completed  his  career  with  seven  years  of  practice  in  Omaha  prior 
to  his  retirement  in  1986.  Doctor  Hranac  was  awarded  Life  Membership  in  1967. 


ELMER  E.  GLEN,  M.D. 

• Hastings  • 

Elmer  E.  Glenn  was  born  March  1, 
1917,  in  Grand  Island,  Nebraska.  He 
obtained  his  medical  education  at 
the  University  of  Nebraska  College 
of  Medicine  and  took  a rotating  in- 
ternship at  the  Illinois  Research  Hos- 
pital. Following  two  years  service  in 
the  U.S.  Army,  Doctor  Glenn  com- 
pleted a surgery  residency  in  Hines, 
Illinois.  He  practiced  in  Illinois  for 
several  years  before  moving  to  Ne- 
braska in  1955.  Doctor  Glenn  was 
awarded  Life  Membership  in  1967. 


IVAN  M.  FRENCH,  M.D. 

- Wahoo  - 

Ivan  M.  French  was  born  o I 
January  23, 1920  in  O'Neill,  Ns  ! 
braska.  He  obtained  his  medics 
education  at  the  University  c j 
Nebraska  College  of  Medicin< 
and  interned  at  Immanuel  Hos 
pital  in  Omaha.  Following  threi 
years  service  in  the  U.S.  Army 
Doctor  French  completed  an  in 
ternal  medicine  residency  at  the 
University  Hospital  in  Omaha.  H< 
specialized  in  family  practice  ir 
Wahoo  from  1947  until  retire- 
ment in  1992. 


CLYDE  L.  KLEAGER,  M.D. 

- Scottsbluff  - 

Clyde  L.  Kleager  was  born  on  March  3,  1918.  He  obtained  his  medical  education  at  the 
University  of  Nebraska  College  of  Medicine  and  took  rotating  internships  at  Bishop  Clarkson 
Hospital  and  Nebraska  Methodist  Hospital.  He  completed  his  residency  in  general  surgery  at 
the  University  Hospital  in  Omaha.  Following  completion  of  his  service  in  the  U.S.  Navy  in 
1951,  Doctor  Kleager  entered  the  practice  of  general  surgery  in  Hastings.  He  was  awarded 
Life  Membership  in  1985. 
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JOHN  D.  HARTIGAN,  M.D. 

• Omaha  • 

hn  D.  Hartigan  was  born  August 
, 1919  in  St.  Joseph,  Missouri.  He 
>tained  his  medical  education  at 
•eighton  University  School  of  Medi- 
ne  and  interned  at  the  St.  Joseph 
ospital  in  Kansas  City,  Missouri, 
e took  his  residency  at  the  Mayo 
linicfrom  1944  through  1947.  Doc- 
>r  Hartigan  returned  to  Omaha  in 
947  and  entered  into  his  practice  of 
itemal  medicine. 


LOUIS  J.  GOGELA,  M.D. 

- Lincoln  - 

Louis  J.  Gogela  was  born  June 
17,  1917  in  Omaha,  Nebraska. 
He  obtained  his  medical  educa- 
tion at  the  University  of  Nebraska 
College  of  Medicine  and  took  his 
internship  and  residency  in  gen- 
eral surgery  at  the  Highland- 
Alameda  Hospital  in  Oakland, 
California.  He  took  a fellowship 
in  neurosurgery  at  the  Mayo 
Foundation  from  1945  through 
1949.  Doctor  Gogela  served  in 
the  U.S.  Army  and  began  his 
practice  in  Lincoln  in  1950.  He 
represented  the  NMA  as  an  Al- 
ternate Delegate  and  Delegate 
to  the  American  Medical  Asso- 
ciation from  1 975  through  1 991 . 


CARL  L.  FRANK,  M.D. 

- Scottsbluff  - 

Carl  L.  Frank  was  born  in  Ashland,  Nebraska  on  March  23,  1918.  He  obtained  his  medical 
education  at  the  University  of  Nebraska  College  of  Medicine  and  interned  at  the  University 
Hospital.  Following  two  years  service  in  the  U.S.  Navy,  Doctor  Frank  entered  general  practice 
in  Lincoln.  In  1946,  he  moved  to  Scottsbluff  where  he  practiced  until  his  retirement  in  1986. 
Doctor  Frank  was  awarded  Life  Membership  in  1986. 


JOHN  H.  BRUSH,  M.D. 

- Omaha  - 

John  H.  Brush  was  born  October  7, 
1917  in  Norfolk,  Nebraska.  He  ob- 
tained his  medical  education  at  the 
University  of  Nebraska  College  of 
Medicine  and  took  his  internship  at 
the  Long  Island  College  Hospital  in 
Brooklyn,  New  York.  Following  two 
years  service  in  the  U.S.  Army,  Doc- 
tor Brush  completed  a residency  in 
surgery  at  Nebraska  Methodist  Hos- 
pital and  the  University  of  Nebraska 
Hospital.  He  entered  practice  in 
Omaha  in  1948.  Docotr  Brush  was 
awarded  Life  membership  in  1989. 


HARRY  W.  MCFADDEN,  MD. 

- Omaha  - 

Harry  W.  McFadden  was  born 
December  9,  1919  in  Green- 
wood, Nebraska.  He  obtained  his 
medical  education  at  the  Univer- 
sity of  Nebraska  College  of  Medi- 
cine and  took  his  internship  and 
residency  at  the  University  Hos- 
pital in  Omaha.  Following  two 
years  service  in  the  U.S.  Army, 
Doctor  McFadden  returned  to  the 
University  of  Nebraska  College 
of  Medicine  to  practice  pathol- 
ogy and  medical  microbiology. 
Doctor  McFadden  served  as 
Speaker  of  the  NMA  House  of 
Delegates  from  1972  through 
1966  and  stepped  forward  to 
assist  the  House  in  1987  and 
1 988  as  Vice  Speaker. 


LOUIS  W.  GILBERT,  M.D. 

- Cedar  Bluffs  - 

Louis  W.  Gilbert  was  born  on  March  1 6, 1 91 9 in  Beatrice,  Nebraska.  He  obtained  his  medical 
education  at  the  University  of  Nebraska  College  of  Medicine  and  interned  at  the  University  of 
Iowa  Hospital.  Following  service  in  the  U.S.  Army,  Doctor  Gilbert  entered  general  practice  in 
Hot  Springs,  South  Dakota.  From  1949  through  1952,  he  took  a fellowship  in  urology  at  the 
Mayo  Clinic.  Doctor  Gilbert  then  practiced  urology  in  Lincoln  from  1952  until  1980  and  in 
Fremont  since  1980.  He  was  awarded  Life  Membership  in  1987. 
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JAMES  F.  KELLY,  JR.,  M.D. 

- Omaha  ■ 

James  F.  Kelly,  Jr.  was  born  July  25, 
1919  in  Omaha,  Nebraska.  He  ob- 
tained his  medical  education  at  the 
Creighton  University  School  of  Medi- 
cine and  took  his  internship  and  resi- 
dency at  the  St.  Joseph  Hospital  in 
Omaha.  Following  two  years  service 
in  the  U.S.  Army,  Doctor  Kelly  re- 
turned to  Omaha  to  practice  radiol- 
ogy. He  was  awarded  Life  Member- 
ship in  1985. 


ROBERT  J.  FITZGIBBONS,  M 
- Omaha  - 

Robert  J.  Fitzgibbons  was  b 
April  20, 1919  in  Manson,  lot  J 
He  obtained  his  medical  edu  M* 
tion  at  the  Creighton  Univen 
School  of  Medicine.  He  interer 
at  St.  Joseph's  Hospital  and  cc 
pleted  his  residency  and  fellc 
ship  in  general  surgery  at 
Mayo  Clinic  from  1944  to  19' 
Following  two  years  service 
the  Navy,  Doctor  Fitzgibbc 
entered  private  practice  in  gt 
eral  surgery  in  Omaha.  He 
currently  Professor  of  Surgi  ' 
at  the  Creighton  Univers 
School  of  Medicine. 


GEORGE  J.  LYTTON,  M.D. 

- Lincoln  - 

George  J.  Lytton  was  born  June  6, 
1915,  in  Wheatland,  Indiana.  He 
obtained  his  medical  education  at 
the  University  of  Nebraska  College 
of  Medicine  and  interned  at  the  Wil- 
liam J.  Seymour  Hospital  in  Eloise, 
Michigan.  Following  two  years  ser- 
vice in  the  U.S.  Army,  Doctor  Lytton 
took  a residency  in  psychiatry  at  the 
Norfolk  State  Hospital  in  Norfolk, 
Nebraska.  Doctor  Lytton  began  his 
practice  of  psychiatry  in  Norfolk  in 
1950  and  has  spent  the  majority  of 
his  career  practicing  in  Hastings  and 
Lincoln. 


ERVIN  N.  HEISER,  M.D. 

- Lincoln  • 

Ervir.  N.  Heiser  was  born  on  March  24, 1919  in  Lincoln,  Nebraska.  He  obtained  his  medical 
education  at  the  University  of  Nebraska  College  of  Medicine  and  took  his  internship  at  the 
Presbyterian  Hospital  in  Denver,  Colorado.  Following  military  service,  Doctor  Heiser  took  a 
surgical  residency  at  the  Veteran's  Hospital  in  Lincoln,  Nebraska.  He  practiced  general 
surgery  In  Columbus  for  38  years.  Doctor  Heiser  was  awarded  Life  Membership  in  1991. 


ROBERTS.  GRANT,  M.D. 

- Lincoln  - 

Robert  S.  Grant  was  born 
August  3,  1919  in  Milwauke 
Wisconsin.  He  obtained  his  mei 
cal  education  at  Marquette  Ui 
versity  School  of  Medicine  ai 
took  his  internship  at  the  M 
waukee  Children's  Hospital  ai 
the  Cook  County  Hospital 
Chicago.  Following  two  yea 
service  in  the  U.S.  Army,  Dod 
Grant  completed  his  fellowsh 
in  pediatrics  at  the  Louisvil 
General  Hospital  in  Louisvill 
Kentucky.  He  began  practicir 
pediatrics  in  Lincoln  in  195 
Doctor  Grant  attended  the  Ur  I 
versity  of  California  at  Berkk 
from  1969  through  1971  ar 
obtained  his  Masters  of  Publ  ' 
Health  degree.  He  was  awards 
Life  Membership  in  1986. 
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MURIEL  N.  FRANK,  M.D. 

- Omaha  - 

uriel  N.  Frank  was  born  November 
},  1919  in  Omaha,  Nebraska.  She 
Mained  her  medical  education  at 
e University  of  Nebraska  College 
Medicine  and  interned  at  the  St. 
ouis  City  Hospital.  Doctor  Frank 
>ok  her  residency  in  anesthesiol- 
gy  at  the  Bellevue  Hospital  in  New 
ork  City  from  1944  through  1946. 
he  returned  to  Omaha  in  1 947  and 
racticed  anesthesiology  at  Ne- 
raska  Methodist  Hospital.  Doctor 
rank  was  awarded  Life  Member- 
hip  in  1992. 


CLINTON  E.  STURDEVANT,  M.D. 

- North  Platte  - 

Clinton  E.  Sturdevant  was  born 
December  26, 1917  at  Osceola, 
Nebraska.  He  obtained  his  medi- 
cal education  at  Emory  Univer- 
sity School  of  Medicine  and  took 
his  internship  and  residency  in 
surgery  at  St.  Joseph  Hospital  in 
Atlanta,  Georgia.  Following  ser- 
vice in  the  U.S.  Army,  Doctor 
Sturdevant  completed  an  8-year 
preceptorship  at  the  Ballenger- 
McDonald  Urological  Clinic  in  At- 
lanta, Georgia.  He  began  his 
practice  of  urology  in  North  Platte 
in  1964.  Doctor  Sturdevant  was 
awarded  Life  Membership  in 
1992. 


RICHARD  D.  SMITH,  M.D. 

- Ashland  • 

Richard  D.  Smith  was  born  December  28, 1 91 8 in  Omaha,  Nebraska.  He  obtained  his  medical 
education  at  the  University  of  Nebraska  College  of  Medicine  and  took  his  internship  at 
Immanuel  Hospital  in  Omaha.  Following  two  years  service  in  the  U.S.  Army,  he  began  his 
training  in  orthopedics,  finishing  with  a fellowship  at  the  Hospital  for  Special  Surgery  in  New 
York.  Doctor  Smith  practiced  in  Omaha  until  his  retirement  in  1986.  He  was  awarded  Life 
Membership  in  1986. 


Also  recognized  for  50  years  of  medical  practice  but  unable  to  attend  the  Annual  Session  were: 


MARION  P.  BROLSOMA,  M.D. 

- Lincoln  - 

STUART  D.  CAMPBELL,  M.D. 

- Scottsbluff  - 

FRANCIS  D.  DONAHUE,  M.D. 

- Omaha  - 

JAMES  D.  HAYHURST,  M.D. 

- Scottsbluff  - 


HASKELL  MORRIS,  M.D. 

- Omaha  - 

ELMER  L.  PENNER,  M.D. 

- Beatrice  - 

JOHN  A.  RASSMUSSON,  M.D. 

- Omaha  - 

STUART  P.  WILEY,  M.D. 

- Green  Valley,  Arizona 
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PHOTO  GALLERY 


Nebraska  Medical 
Association 

1993  Annual  Session 


Dr.  Charles  Damico  presiding  at  the  Board  of  Councilors' 
meeting. 


Dr.  Richard  Meissner,  Speaker,  calls  the  opening  session 
of  the  House  to  order. 


Dr.  Darroll  Loschen  presents  Dr.  John  Coe  a plaque 
recognizing  his  service  as  an  Alternate  and  Delegate  to  the 
American  Medical  Association  House  of  Delegates. 


Dr.  Perry  Williams  presenting  the  necrology. 


Dr.  Darroll  Loschen,  1992-93  NMA  President,  addressing 
the  House  of  Delegates. 


Dr.  Darroll  Loschen  presents  Dr.  Louis  Cogela  a plaque 
recognizing  his  service  as  an  Alternate  and  Delegate  to  the 
American  Medical  Association  House  of  Delegates. 


Dr.  Mark  Horton,  Director,  Nebraska  Department  of 
Health,  addressing  the  House  of  Delegates. 
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The 

Cornhusker 


Ms.  Mary  Dean  Harvey,  Director,  Department  of  Social 
Services,  addressing  the  House  of  Delegates. 


Reference  Committee  C in  session. 


' Th 
Co 


The 

Cornhusker 


Dr.  Chris  Caudill,  NMA  Secretary-Treasurer,  addressing 
the  House  of  Delegates. 


Reference  Committee  A in  session. 


Reference  Committee  D in  session. 


Reference  Committee  E in  session. 


Reference  Committee  B in  session.  Reference  Committee  F in  session. 
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Dr.  David  Bacon,  Chairholder,  NMA  Scientific  Sessions 
Committee,  moderates  a session  on  health  care  rationing. 


Dr.  Lonnie  Bristow,  Vice  Chair,  AMA  Board  of  Trustees, 
discusses  health  care  reform. 


Dr.  William  Griffin  (left)  and  Dr.  & Mrs.  Daniel  Bohi  at  the 
Inaugural  Dinner  head  table. 


The  Inaugural  Dinner 


1993  Presidents'  Reception. 


The  Inaugural  Dinner 


Dr.  & Mrs.  Robert  Shapiro  (left)  and  Dr.  and  Mrs.  Darroll 
Loschen  at  the  Inaugural  Dinner  head  table. 


Dr.  William  Griffin  serving  as  master  of  ceremonies  for 
the  1993  Inaugural  Dinner. 
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Barbara  Bohi,  1 993-94  NMAA  President,  presenting  inau- 
gural remarks. 


Dr.  Darroll  Loschen  presents  the  President's  Medallion  to 
Dr.  Robert  Shapiro,  1993-94  NMA  President 


Dr.  Darroll  Loschen  presents  Dr.  Robert  Shapiro  with  the 
"It's  Only  a Pumpkin"  plaque. 


Dr.  Darroll  Loschen,  1992-93  NMA  President,  addresses 
Inaugural  Dinner  attendees. 


Dr.  Robert  Shapiro  accepting  the  President's  Gavel  from 
Dr.  Darroll  Loschen. 


Dr.  Darroll  Loschen  pins  the  President's  Badge  on  Dr. 
Shapiro. 


Dr.  Robert  Shapiro  presents  a plaque  for  outstanding 
service  as  President  to  Dr.  Darroll  Loschen. 


Dr.  Robert  Shapiro  pins  the  Past-President's  badge  on  Dr. 
Darroll  Loschen. 
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Dr.  Robert  F.  Shapiro,  1993-94  NMA  President,  present- 
ing his  inaugural  address. 


Ruth  Campbell  accepts  the  Tanner  Memorial  Scholarship 
from  Dr.  Robert  Shapiro. 


Mrs.  Donna  Stone  presents  an  AMA-ERF  check  to  Dr. 
Patrick  Brookhouser,  Creighton  University  School  of  Medicine. 


Mrs.  Donna  Stone  presents  an  AMA-ERF  check  to  Dr. 
Frederick  Paustian,  University  of  Nebraska  College  of  Medicine. 


1 1 

’ W \ ' ▼ ‘ -yr 

If  A mA 

Suzanne  Davey  accepts  the  NMF/LCMAF  Research  Schol- 
arship from  Mrs.  Donna  Stone. 


Dr.  Sushil  Lacy  presenting  an  NMF  Student  Research 
Scholarship  to  Mr.  Michael  Hebrard,  Creighton  University 
School  of  Medicine. 


Dr.  Sushil  Lacy  presenting  an  NMF  Student  Research 
Scholarship  to  Mr.  Colin  Weekes,  University  of  Nebraska 
College  of  Medicine. 


Dr.  Frederick  Paustian  presents  the  report  of  Reference 
Committee  A. 
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Dr.  Edward  Holyoke,  Jr.  presents  the  report  of  Reference 
Committee  F. 


Dr.  James  Fosnaugh  presents  the  report  of  Reference 
Committee  B. 


Dr.  Cordon  Adams  presents  the  report  of  Reference 
Committee  C. 


Dr.  C.  T.  Frerichs  presents  the  report  of  the  Nominating 
Committee. 


Dr.  David  Bacon  presents  the  report  of  Reference  Com- 
mittee D. 


Dr.  Robert  Shapiro  presenting  Dr.  Frederick  Paustian  with 
the  President-Elect  badge. 


r;  ~ ~t 


Dr.  John  Reed  presents  the  report  of  Reference  Commit- 
tee E. 


Dr.  Frederick  Paustian,  1993-94  NMA  President-Elect, 
addressing  the  House  of  Delegates. 
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American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


For  Your  Benefit 


AMA  poised  to  respond  to  reform  plan 

The  AMA  is  prepared  to  respond  and 
communicate  to  the  public,  Congress 
and  physicians  once  Clinton  unveils  his 
health  system  reform  package. 

AMA  leaders  will  give  Association 
members  and  patients  immediate 
feedback  and  analysis  of  the  proposal. 
The  feedback  will  help  them  determine 
if  the  plan  meets  medicine’s  needs. 

AMA  strategy  includes  nationwide 
communications  to  physicians  through 
an  all-physician  mailing  that  will  reach 
the  718,000  physicians  and  medical 
students  soon  after  the  unveiling. 


Also,  a broad-based  communications 
program  will  be  executed  to  give  the 
media  and  public  AMA  reaction  and 
views  on  elements  of  the  proposal.  A 
grassroots  strategy  is  planned  for 
physicians  and  physician  leaders  to 
communicate  with  Congress. 

American  Medical  Television  (on 
CNBC)  will  outline  the  plan’s  impact 
on  physicians  and  give  physician 
response. 

AMA  publications  will  also  compare  its 
elements  to  those  in  the  Association’s 
own  plan,  Health  Access  America. 


AMA  triumphs,  HCFA  consultation  policy  reversed 


Substantial  AMA  efforts  helped  reverse 
HCFA  policies  prohibiting  primary 
care  physicians  from  billing  for  pre-  and 
postoperative  consultations. 

Effective  June  28,  the  new  policy 
eliminates  distinctions  between  primary 
care  physicians  and  specialists.  It 
instructs  carriers  to  use  the  current 
CPT  definition  of  consultation  in 
determining  payments. 


A letter  from  AMA  EVP  James  S. 
Todd,  MD,  to  HCFA  said,  “This  policy 
is  wrong  and  must  be  corrected.” 

“Current  clinical  practice  includes 
numerous  circumstances  in  which  the 
surgeon’s  request  to  the  patient’s 
primary  care  physician  for  a pre- 
operative medical  clearance  or  history 
and  physical  constitutes  a request  for  a 
consultation,”  Dr.  Todd  wrote. 


Prepared  by  the  Department  of  Communications  Services.  For  information,  call  800  AMA-3211,  ext.  4416. 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Lincoln,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Couax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Tfiayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridce, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Fumas,  Gosper,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
e^^ster 

ELEVENTH  DISTRICT : Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel .. 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest  

Otoe 

Flatte-Loup- Valley 

Saline  

Sarpy 

Saunders 

Scotts  Bluff 

Seward  

South  Central  

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Elvin  G.  Brown,  Hastings  

Roger  P.  Massie,  Plain  view 

Wendell  L.  Fairbanks  Alliance 

Kay  A.  Keifer,  Kearney  

Gerald  W.  Luckey,  David  City  . 

R.  R.  Andersen,  Nehawka  

Calvin  Cutright,  Sidney 

E.  L.  Sucha,  West  Point 

Loren  Jacobsen,  Broken  Bow  ... 


Mark  C.  Johannsen,  Fremont 

Willis  L.  Wiseman,  Wayne 

Murray  Markley,  Loup  City 

Blake  Butler,  Beatrice 

Richard  E.  Goble,  Grand  Island  .... 

J.  C.  Wilcox,  Aurora 

Melvin  Campbell,  Ainsworth  

Kaye  B.  Carstens,  Fairbury 

Berl  W.  Spencer,  Ogallala 

D.  M.  Laflan,  Creighton  

W.  T.  Griffin,  Lincoln 

Gary  L.  Conell,  North  Platte 

Steffan  R.  Lacey,  Norfolk 

Patrick  E.  Brookhouser,  Omaha  ... 

Richard  Votta,  Norfolk 

Margaret  K.  Stockwell,  Gordon  .... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete  

Jan  Golnick,  Papillion 

John  Hansen,  Wahoo 

Vincent  G.  Bjorling,  Scottsbluff 

Paul  E.  Plessman,  Seward  

Jeff  Hollis,  Geneva 

Richard  E.  Jackson,  Pawnee  City  .. 

Richard  F.  Klug,  McCook 

Ronald  P.  Morse,  Tekamah 

Darroll  Loschen,  York 


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 


Jeffrey  P.  Lee,  V.  Pres.,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  Dorwart,  Sidney 
Scott  D.  Green,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Leland  F.  Lamberty , North  Platte 
IVadip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
FVadip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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Since  1925 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the  following 
address:  Benjamin  R.  Gelber,  M.D.,  2221  So.  17,  Suite  310,  Lincoln,  NE 
68502.  The  manuscript  should  be  typewritten,  double-spaced,  on  8V4  x 11 
in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in  the  right 
upper  comer  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8V4  x 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double- space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  mu9t  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 


Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Donley  medical 

SUPPLY  COMPANY 

P.O  Box  83108  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

P.O.  Box  278  - 302  Philip  Avenue 
NORFOLK,  NEBRASKA  68702-0278 
(402)  371-0620 

Letterheads  • Statements 
Envelopes  • Office  Forms 
QUALITY  PRINTING  AT  THE  RIGHT  PRICE 
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MEDICAL  DIRECTOR 
UNIVERSITY  HEALTH  CLINIC 
THE  UNIVERSITY  OF  SOUTH  DAKOTA 


The  University  of  South  Dakota  Health  Clinic  is  seeking 
applications  for  the  position  of  Medical  Director.  This 
position  is  an  academic  year  appointment  with  summer 
employment  possibility. 

The  position  is  responsible  for  direct  patient  care,  medi- 
cal consultation,  emergency  treatment,  quality  assur- 
ance, risk  management,  along  with  educating  students 
in  personal  health,  medical  related  concerns  and 
wellness.  The  position  will  provide  medical  leadership 
and  direct  supervision  of  medical  personnel  including 
Physician  Assistant  and  Nurse  Practitioner.  NO  ON 
CALL  RESPONSIBILITIES. 

Support  services  include  Laboratory,  Radiology,  Nutri- 
tional and  Drug  & Alcohol  Counseling  Health  Education 
and  Administration. 

Must  be  licensed  in  or  eligible  for  South  Dakota  medical 
license. 


The  University  Health  Clinic  program  is  fully  accredited 
by  AAAHC,  focusing  on  primary  ambulatory  health  care 
for  a student  population  of  approximately  7500,  located 
in  Vermillion. 

Salary  is  competitive  with  excellent  fringe  benefits  in- 
cluding professional  liability. 

Prefer  Family  Practitioner,  Internist  or  Pediatrician  with 
demonstrated  interest/training  in  adolescent  and  pre- 
ventative medicine. 

Send  letter  of  application,  Curriculum  Vita  and  names, 
addresses  and  telephone  numbers  of  at  least  three 
references  to  Janet  Mullen,  Dean  of  Students,  Room 
108  Slagle  Hall,  414  East  Clark,  Vermillion,  South  Da- 
kota 57069-2390. 

Screening  of  applicants  will  begin  July  1,  1993  and 
continue  until  a candidate  is  hired. 

Position  is  subject  to  Board  of  Regents  approval. 


AM  A NEWS  NOTES 


REFORM  PLAN  TO  CURB 
MALPRACTICE  SUITS 

Malpractice  reform  will  be  included  in  the 
President's  system  reform  plan,  The  New  York 
Times  reported. 

The  AMA  pushed  extensively  for  malpractice 
reform.  Ira  Magaziner,  the  manager  of  the  health 
system  reform  taskforce,  met  with  AMA  leaders 
to  discuss  malpractice  reform  on  numerous 
occasions. 

"We  need  to  get  the  lawyers  out  of  the 
doctor-patient  relationship,"  Magaziner  said. 

Last  month,  the  AMA  told  Magaziner  and  a 
task  force  working  group  that  malpractice  re- 
form is  necessary  in  system  reform.  The  Associa- 
tion estimates  that  physicians  pay  up  to  $5.6 
billion  a year  in  premiums  for  malpractice  insur- 
ance. 

* ★ * 


w 


hen  I completed  my 
residency  It  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (512)369-3245 
Or  Write 
To:  RSH-3 
Bldg  2900 
Bergstrom  AFB 
Austin.  TX  78743-6002 

JtIR  FORCE  RESERVE 


A GREAT  WAY  TO  SERVE 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  13th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care 
Locum  Tenens  positions.  Full-time,  and  regular  part- 
time.  Numerous  Iowa  locales.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul 
malpractice  with  unlimited  tail,  excellent  benefit 
package/bonuses  to  full-time  physicians.  Contact 
Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  I A 50021, 
phone  1-800-729-7813  or  515-964-2772. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE - Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  the  Illinois, 
Kansas,  Nebraska,  Ohio,  Texas  and  Wisconsin, 
some  near  the  Minnesota  border;  INTERNAL  MEDI- 
CINE positions  in  Wisconsin;  OB/GYN  positions  in 
southeastern  Wisconsin.  We  would  be  happy  to 
provide  you  with  further  information.  Please  call 
toll-free,  1-800-243-4353  or  send  your  CV  to 
Strelcheck  & Associates,  Inc.,  1 0624  N.  Port  Wash- 
ington Rd.,  Mequon,  Wl  53092. 

DERMATOLOGY,  GASTROENTEROLOGY, 
NEUROSURGERY,  OCCUPATIONAL  MEDICINE, 
ONCOLOGY,  ORTHOPEDICS,  ORTHOPEDICS- 
HAND,  UROLOGY:  Strelcheck  & Associates,  Inc., 
an  extension  of  our  clients  recruiting  departments, 
has  positions  available  in  Wisconsin  and  Michigan. 
We  would  be  happy  to  provide  you  with  further 
information.  Please  call  1-800-243-4353  or  send 
your  CV  to  Strelcheck  & Associates,  Inc.,  10624  N. 
Port  Washington  Rd.,  Mequon,  Wl  53092. 

OPPORTUNITY:  Family  practice  opportunity  in 
Western  Nebraska  for  Board  Certified  or  Board 
Eligible  Family  Physician.  Competitive  salary  100- 
120K  plus  incentive  bonuses  and  other  benefits. 
Excellent  hunting  and  fishing  area.  Close  to  the 
Black  Hills.  Hours  away  from  major  ski  resorts  and 
metro  area.  Good  schools,  great  place  to  raise  a 
family.  For  more  information,  contact  Ruth  Edgar, 
O.M.  at  (308)  762-3741  or  send  CV  to  Alliance 
Medical  Center,  P.C.,  2307  Box  Butte  Avenue, 
Alliance,  NE  6630'i. 


EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  the  North  Memorial  Medical  Center  primary 
care  network.  Opportunities  in  family  practice, 
internal  medicine  and  OB/GYN  that  allow  security 
and  stability  without  sacrificing  autonomy.  Single 
and  multi-specialty  groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportunities  with 
North/University  of  Minnesota  residency  program. 
Competitive  compensation  structures  and  flexible 
schedules  with  independent  or  hospital-owned 
group  practices.  Immediate  access  to  Minneapolis/ 
St./  Paul  attractions.  Central  to  Minnesota's  abun- 
dant lakes  country.  If  you're  BC/BE,  send  your  CV  or 
call  in  confidence:  Mark  Billmayer,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave.,  North, 
Robbinsdale,  MN  55422,  nationwide  and  in  Canada 
1-800-275-4790. 

FAMILY  PRACTICE  OPPORTUNITY:  Mid-Ne- 
braska physician  is  seeking  an  associate  or  an 
opportunity  to  sell  the  practice.  Will  stay  to  intro- 
duce patients.  Contact  Box  #38,  c/o  Nebraska 
Medical  Journal,  233  S.  13th  Street,  #1512,  Lin- 
coln, NE  68508-2091. 

NEBRASKA  PHYSICIANS  & SURGEONS: 
Needed  for  medical  legal  consulting  work  in  Ari- 
zona and  other  states.  Excellent  compensation. 
Extremely  interesting  work.  All  replies  confidential. 
Medicomm  Consultants,  Inc.,  (719)  473-9432. 

PACIFIC  NORTHWEST  AND  ROCKY  MOUN- 
TAIN LOCATIONS:  Opportunities  in  primary  care, 
and  other  specialties.  Urgent  need  for  spring  and 
summer.  Benefits  include  malpractice,  lodging  and 
transportation.  Assignments  vary  in  duration.  Tem- 
porary and/or  permanent  placement  available.  Call 
or  write  Ed  Novelli  at  Interim  Physicians,  4115  E. 
Jewell,  #1 01 8,  Denver,  CO  80222;  1-800-669-071 8. 
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MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 

Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


"Ron's  Rule  — I give 
myself  one  week  to 
meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn’t 
tailed  me  yet.” 

Ron  Richmond,  MD, 
joined  the 

CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency,  tie 
wanted  to  travel.  He 
lov  es  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
ot  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  Soft- 
spoken  lor  a New  Yorker.  Ron  Richmond  knows. . . 

It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


ADVERTISER'S  INDEXi 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 


B 

Bergan  Mercy  Medical  Center 

Blue  Cross/Blue  Shield  of  Nebraska 
Bristol-Meyers  Squibb  Co 

C 

Cambridge  Advisors,  Inc 

Clarkson  Hospital 

Comphealth 

D 

Donley  Medical  Supply 

L 


Eli  Lilly  & Company 

M 

Medical  Protective  Co 

Methodist  Hospital 

Methodist  Richard  Young 

N 

Nebraska  Beef  Council 

Norfolk  Printing  Co.,  Inc 

S 

St.  Paul  Fire  & Marine  Insurance  Co. 


U 


U.S.  Air  Force  Reserve 

U.S.  Army 

University  of  Nebraska  Medical  Center ... 
University  of  South  Dakota  Health  Clinic 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 

LINCOLN, 

cont. 

Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


OBSTETRICS  • GYNECOLOGY 
John  P.  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-93 


GRAND  ISLAND 

□ 

■ ■■■ 

CLINIC  INC 

■ ■ ■ 

308-382-1 1 00 

□ ■■■■ 

2444  W.  FAIDLEY  AVE. 

□ 

CONSULTATIVE 
NEPHROLOGY  & 

ORGAN  TRANSPLANTATION 


Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


4-94 


LINCOLN 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 


^ eye 
= I surgical 
— associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 


Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Recta]  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• LaoaroscoDlc  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St„  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-94 


GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68505 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-551 1 

1-(800)  347-5880  9-93 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


LINCOLN  OB-GYN,  P.C. 

William P. Heidrick. M D ,F  AC  OG 

Joseph  G.  Rogers,  M D., F.A.C.O.G. 

Dennis  L.  Hodge.  M.D,,  F.A.C.O.G. 

Gregory  W.  Heidrick. M.D.,  F.A.C.O.G. 

Yvonne  K.  Davenport,  MD..FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

|—  24  HOURS  • 7 DAYS  A WEEK  — i 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

1 NEW  PATIENTS  WELCOME  *  * 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 

rm 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  o(  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Linc:  1 -800-533-5462 
4740  A Street  • Suite  1 00  • Lincoln,  NE  6851 0 1 1 -93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553  or  1-800-MED-LINC 

11-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  ORTHOPAEDICS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDREN’S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


I NEBRASKA 
I ORTHOPAEDIC 
L_,  ASSOCIATES 

I p; 


* GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

* ARTHROSCOPY • HANDSURGERY 
•JOINT  DISEASES  TRAUMA 

* DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN’S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 


Easy  Access  Parking 

488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-93 
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Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 

Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.0. 
MICHAELJ.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.  GAM  MEL,  M.D. 

ORINR.  HAYES,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.  OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO.  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  0.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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LARRY  D,  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-93 


George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEPDISORDERMEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1 91 9 S.  40 459-0004 

Answering  Service 474-3434 

8-93 


RAIRIE  SURGICAL 


ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)  486-3400  • FAX:  486-3344 


UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 
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Subspecialty  Certification 
Cardiovascular  Diseases 


Consultative 

Cardiology 


Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 


4535  Normal  Blvd.,  Suite  272 
Lincoln,  Nebraska  68506 


Tel.  (402)  489-4242 
Fax  (402)  489-3338 


9-93 


OMAHA 


T Trology' 

Adult  & Pediatric 

enter  r, 

Urology 

Hal  K.  Mardis,  M.D..  F.AC.S. 

R.  Michael  Kroeger,  M.D.,  F.AC.S. 

Harvey  A Konigsberg,  M.D.,  F.AC.S.  Peter  M.  Gordon,  M.D.,  F.AC.S. 

H.  Jeoffrey  Deeths.  M.D.,  F.AC.S. 

Certified  American  Board  of  Urology 

• 111S.  90th  Street 

• Satellite  Clinic 

Omaha,  NE  68114 

Papillion,  NE 

(402)  397-9800 
800-8824770 

3-94 

Stanley  M.  Truhlsen.  M.D..  F.A.C.S. 

C.  Rex  latta  M.D..  F.A.C.S. 

John  T.  Ramtell.  M.D..  F.A.C.S. 

Raymond  M.  Cro«*man.  III.  M.D..  F.A.C.S. 
Camilla  R.  Parson.  M.D. 

JohnD.  Peterx.  M.D. 


AFFILIATED 
EYE  PHYSICIANS 
& SURGEONS,  P.C. 


Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 
Laser  Surgery-Retinal  & Vitreous  Surgery 
Cornea  & Anterior  Segment  Surgery 
TWO  LOCATIONS 

210  Regency  Parkway,  Suite  10  4242  Famam  Street.  Suite  247 

Omaha,  NE  68114  Omaha,  NE  68131 

(402)  391-3131  (402)  552-2300 

FAX  (402)  391-3147  FAX  (402)  552-2301 

5-94 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 

4353  Dodge 

Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Omaha,  NE  68131 

Peter  J.  Whitted,  M.D. 

(402)  552-2020 

John  D.  Griffiths,  M.D. 

8111  Dodge  Street 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 

Omaha,  NE  681 14 

KatJiryn  E.  Hodges,  M.D. 

(402)  390-8100 

11-93 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

PATRICK  W.  BOWMAN,  M.D, 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL.  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

ERIC  D.  PHILLIPS,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Fool  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CAULS  ANSWERED  24  HOURS 

399-8550 

Appointments  399-8484 

Billing 399-9301 

3-94 

© 


The 

HEART 

Center 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 


PHILLIP  E.  BURKET,  M.D. 

Board  Certified  Cardiologist 

3016  West  Faidley  P 0.  Box  5345  Grand  Island,  NE  68802 
Office:  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

3-94 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


^ Midwest  Allergy 
& 

^Asthma  Clinic  Inc. 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


OMAHA  • 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 

COLUMBUS  - 2363  18th  AV. 

402-563-3379 

NORFOLK -1300  NEBRASKA  AV. 

402-379-3250 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-94 
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ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha,  Nebraska  68122 

(402)391-1922  (402)572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-93 


■i  V^^rnc 
PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


4840  "F-  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2-94 


7441  "0‘  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


OREGON  TRAIL  EYE  CLINIC 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone:  (308)  635-3911 

Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)  635-391 1 


PAPILLION 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste.  102  • Papillion,  NE  681 28-4782 
© (402) 339-8974 


NIOSH  CERTIFIED  B-READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 
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STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68122 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 

American  Red  Cross,  Lancaster  County  Chapter 
1701  E.  Street,  P.O.  Box  83267,  Lincoln,  NE  68501 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Sution,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
303  N.  52nd  St.,  #225,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

7521  Main,  Suite  103,  Ralston,  NE  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omana,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
538  Elkwood  Mall/The  Center 
42nd  & Center,  Omaha,  NE  68105-2982 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

9233  Bedford  Avenue,  Omaha,  NE  68134 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
Community  Health  Plaza,  7101  Newport  Ave.  #301, 

Omaha,  NE  68152-31 80 

National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #307,  Omaha,  NE  68122 
Nebraska  Academy  of  Ophthalmology 
Vincent  J.  Sutton,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Stanley  L.  Davis,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Pathologists 
William  Hunter,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
John  D.  Kugler,  M.D. 

UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
W.  Fletcher  Reel,  Chapt.  Admin. 

Twin  Towers,  North,  7th  Floor,  3001  Douglas,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 
Mark  B.  Horton,  M.D.,  Director 

P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island.  NE  68802 
Nebraska  Health  Care  Association 
Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Cibbens,  M.D. 

2221  S.  17lh  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Joseph  M.  Stavas,  M.D,  President 
1919  S.  40th  St.,  #312,  Lincoln,  NE  68506 
Nebraska  Regional  Council 

American  Academy  of  Child  and  Adolescent  Psychiatry 
Adolescent  Psychiatry 
L.  Jay  McIntyre,  M.D.,  President 
2205  S.  10th  St„  Omaha,  NE  68108 
Nebraska  Rheumatism  Association 
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New  Product  Spotlight: 


The  phone  that  will  cure  the 
r: : ::i  your  ears. 


The  Motorola  MicroTAC  Ultra  Lite™  The  world's  lightest  cellular  phone  now  features  optional 
VibraCall™  so  you  can  take  calls  anywhere  without  a loud  ring  to  disturb  you— or  anyone  else. 


• Weighs  just  5.9  ounces,  and  fits  into  pocket,  purse  or  briefcase  to  go  anywhere 

• Vibrates  in  your  pocket  to  signal  incoming  calls  without  a disturbing  ring 

• 832-channel  availability  means  fewer  service  busy  tones 

• Motorola  product  quality  and  reliability 


\ now  on  Purc*iase  Motorola  MicroTAC  Ultra  Lite 
«JClVw  Jv  telephone  with  your  Nebraska  Medical  Association 
membership.  The  Association  will  also  receive  non-dues  income  from  your  purchase. 
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WttftCHOL ' (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

I Hypersensitivity  to  any  component  of  tins  medication 

Active  liver  disease  or  unexplained,  persistent  t*  values  n liver  (unction  tests  (see  WARNING) 

Preytw\y  arxi  lactation  Attierosclerosis  is  a chrome  process  and  discontinuation  of  lipid  lowering  drugs 
Junng  pregnancy  should  have  little  impact  on  the  outcome  ot  long  term  therapy  ot  primary  hyper 
iiolesterofc'fnia  Cholesterol  «*id  ottwr  products  ol  cholesterol  biosynthesis  are  essental  (xjmponents  lor  f«?t«il 
tevetopment  (ncludng  synthesis  ol  steroids  and  cell  membranes)  Sirxx*  HMG  CoA  reductase  inhibitors 
Jecrease  cholesterol  synttiesis  and  possibly  the  synthesis  ol  other  biologically  active  substances  derived  from 
tctesterol  tliey  may  cause  fetal  harm  when  admnstered  to  pregnant  women  Therefore,  HMG  CoA  reduc; 
<Be  nhibitors  are  contrafidicated  dumg  pregnarx.'y  and  n nursng  mothers  Pravastatin  should  be  admm- 
stered  to  women  of  childbearing  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
lave  been  informed  of  the  potential  hazards.  If  file  patent  becomes  pregnant  while  Likrg  this  class  of 
r 'frug,  therapy  should  be  discontnued  and  the  patent  apprised  of  the  potential  liazard  to  the  fetus 
WARNINGS 

Liver  Enzymes:  l IMG  CoA  reductase  nhibitors.  like  some  ottier  lipid  lowering  therapies.  fiave  been  assoa 
ited  with  biochemical  abnormalities  ol  liver  function  Increases  of  serum  transaminase  (ALT,  AST)  values  to 
rore  than  3 times  tlie  upper  limit  ol  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have 
oeen  reported  n 13%  of  patents  treated  with  pravastatn  n the  U S cxer  an  average  penod  of  18  months 
These  abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment 
duration  In  those  patents  n whom  these  abnormalities  were  bei*MxJ  to  be  related  to  pravastatin  and  who 
were  discontnued  from  therapy,  the  transamnase  levefe  usually  fell  skxvty  to  pretreatment  levels  These 
' bcchemical  fndngs  are  usually  asymptomatic  although  worldwide  experence  indicates  tliat  anorexia,  weak 
ness,  and/or  abdomnal  par  may  also  be  present  n rare  patients 
As  with  other  bpid  lowemg  agents  liver  function  tests  should  be  performed  dun lg  ttierapy  with  pravastatin 
Serum  annotransterases.  ndudng  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six 
weeks  lor  the  first  three  months,  every  eight  weeks  dumg  the  remander  of  the  trst  year,  and  periodically 
thereafter  (e  g.,  at  about  six  month  intervals)  Special  attenten  sfxxild  be  given  to  patients  who  develop 
increased  transamnase  levels  Liver  function  tests  should  be  repeated  lo  confirm  an  elevation  and  subse 
quentty  monitored  at  more  frequent  ntervaks  If  ncreases  n AST  and  ALT  equal  or  exceed  three  times  the  upper 
brnit  of  normal  and  persist,  then  therapy  should  be  discontnued  Ftersistence  of  significant  amnotransferase 
elevations  followng  discontnuation  ot  therapy  may  warrant  consideration  ol  liver  biopsy 
Active  liver  disease  or  unexpianed  transamnase  elevations  are  contrandications  to  the  use  of  pravastatn 
Isee  CONTRAIfsOCATIONS)  Cautcn  should  be  exercised  when  pravastatin  is  admrxstered  to  patients  with  a 
history  of  liver  disease  or  heavy  alcohol  ngestion  (see  CLINICAL  PHARMACOLOGY  Pharmacoknet 
cs/ Metabolism)  Such  patents  should  be  dosefy  monitored,  started  at  the  kjwer  end  ol  the  recommended 
dosng  range,  and  titrated  to  the  desxed  therapeutic  ettect 

Skeletal  Muscle:  Rhabdomyotysis  with  renal  dysfunction  secondary  to  myogk>b«nuna  has  been 
reported  with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported 
n pravastatn  treated  patents  (see  ADVERSE  REACTIONS)  Myopathy,  defined  as  muscle  achng  or  muscle 
weakness  n exjunction  with  ncreases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  limes  the 
ipper  brnit  ol  normal  was  reported  to  be  possfoty  due  to  pravastatn  n only  one  patent  n clmcal  tnals  (<0  1%) 
Myopathy  should  be  considered  n any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or 
marked  elevation  ol  CPK.  Patents  should  be  advised  to  report  promptly  unexpianed  muscle  pan.  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever  Pravastatn  therapy  should  be  discontinued 
if  markedly  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy 
should  also  be  temporanty  withheld  in  any  patent  experiencing  an  acute  or  serious  condition 
predisposing  to  the  development  of  renal  failure  secondary  to  rhabdomyotysis,  e.g.,  sepsis;  hypo- 
tension; major  surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncon- 
troAed  epilepsy. 

The  risk  of  myopathy  dumg  treatment  with  lovastaln  is  rcreased  il  therapy  with  either  cydosponrie. 
gemfibrozil,  erythromycin,  or  naan  is  admmstered  concurrently  There  s no  experience  with  the  use  of 
pravastatn  together  with  cyclospome  M\opathy  has  not  been  observed  n dncal  tnals  nvolvrig  small 
numbers  of  patents  who  were  treated  with  pravastatn  together  with  naan  One  tnal  of  limited  size  nvoMng 
combned  therapy  with  pravastatn  and  gemfibrozil  shewed  a trend  toward  more  frequent  CPK  elevations  and 
patent  withdrawals  due  to  musculoskeletal  symptoms  n the  group  receiving  combned  treatment  as  com 
pared  with  the  croups  recervng  placebo,  gemfibrozil,  or  pravastatn  monotherapy  Myopathy  was  not  reported 
n this  Inal  (see  PRECAUTIONS  Drug  Interactions)  One  patent  developed  myopathy  when  dofibrate  was 
added  to  a previously  well  tolerated  regimen  of  pravastatn.  the  myopathy  resolved  when  dofibrate  therapy  was 
stopped  and  pravastatn  treatment  contnued  The  use  of  fibrates  alone  may  occasionally  be  associ- 
ated with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
PRECAUTIONS 

General:  Pravastatn  may  elevate  creatine  phosphoknase  and  transamnase  levels  (see  ADVERSE  REAC 
HONS)  This  should  be  considered  n the  differential  diagnosis  ol  chest  pan  n a patient  on  therapy  with 

pravastatn 

Homozygous  Familial  Hypercholesterolemia  Pravastatn  has  not  been  evaluated  n patients  with  rare  homo- 
zygous familial  hypercholesterolemia  In  this  group  ol  patients,  it  has  been  reported  that  HMG-CoA  reductase 
nhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 
Renal  Insufficiency  A single  20  mg  oral  dose  ol  pravastatn  was  admnrstered  to  24  patients  with  varyng 
degrees  ol  renal  impairment  (as  determned  by  creatmne  clearance).  No  effect  was  observed  on  the  pharma 
coknetcs  ol  pravastatn  or  its  3a-hydroxy  isomenc  metabolite  (SQ  31 .906)  A small  increase  was  seen  n mean 
AUC  values  and  half-life  (h/2)  for  the  nactrve  enzymatic  mg  hydroxylaton  metabolite  (SQ  31.945)  Given  this 
smal  sample  size,  the  dosage  admmstered,  and  the  degree  ol  ndMdual  variability,  patients  with  renal  impair 
ment  who  are  receiving  pravastatn  should  be  closely  monitored 

Information  for  Patients:  Patents  should  be  advised  to  report  promptly  unexpianed  muscle  pain,  tender 
ness  or  weakness,  particularly  it  accompaned  by  malaise  or  fever 

Drug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil  Niacn  (Nicotnc  Acid } Erythromycin  See 

WARNINGS  Skeletal  Muscle 

Anttpyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of 
pravastatn  Snce  pravastatn  does  not  appear  to  nduce  hepatic  drug -metabolizing  enzymes,  it  is  not  ex 
pected  that  any  significant  nteraction  of  pravastatn  with  other  drugs  (e  g.,  phenyton,  qumdme)  metabolized 
by  the  cytochrome  P450  system  will  occur. 

Chafes tyramne/ Colestipol  Concomitant  administration  resulted  n an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatn.  However,  when  pravastatn  was  admmstered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  n 
txoavailability  or  therapeutic  effect  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy.) 

V\brfam  In  a study  nvolvng  10  healthy  male  subjects  given  pravastatin  and  warfam  concomitantly  for 
6 days,  boavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered 
Pravastatn  did  not  alter  the  plasma  proten -binding  of  warfam.  Concomitant  dosng  did  ncrease  the  AUC  and 
Cmax  of  warfam  but  did  not  produce  any  changes  in  its  anticoagulant  action  (i.e..  no  increase  was  seen  in 
mean  prothrombn  time  after  6 days  of  concomitant  therapy)  Howe^r.  bleedng  and  extreme  prolongation  ol 
prothrombin  time  has  been  reported  with  another  drug  n this  class.  Ffetents  receivng  warfarin-type  anti- 
coagulants should  have  ther  prothrombn  times  closely  monitored  when  pravastatn  is  initiated  or  the  dosage 
of  pravastatn  is  changed. 

OmetKtne:  The  ALiC^^r ,or  pravastatn  when  given  with  ametidine  was  not  significantly  different  from  the 
AUC  for  pravastatn  when  given  alone  A significant  difference  was  observed  between  the  AUC's  for  pravastatn 
when  given  with  ametidine  compared  to  when  administered  with  antacd 
Digoxin:  In  a crossover  tnal  nvolving  18  healthy  male  subjects  given  pravastatn  and  digoxin  concurrently  for 
9 days,  the  boavailability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatin  tended  to  increase, 
but  the  overall  boavailability  of  pravastatin  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 
Gemfibrozil:  In  a crossover  study  n 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  unnary  excretion  and  protein  bndng  of  pravastatin  In 
addition,  there  was  a significant  increase  n AUC.  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31.906 
Combnation  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended. 

In  nteraction  studies  with  aspirin,  antacids  (1  hour  prior  to  PRAVACHOL),  ametidne.  meotne  acid,  or 
probucoi.  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin 
sodium)  was  administered 

Other  Drugs:  Dumg  clmcal  trials,  no  noticeable  drug  nteractons  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers,  or  nitroglycem. 

Endocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  arculat- 
ng  cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production. 
Results  of  clinical  trials  with  pravastatn  n males  and  post-menopausal  females  were  nconsistent  with  regard 
to  possible  effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone 
response  to  human  chorionic  gonadotropn  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment 
with  40  mg  of  pravastatn.  However,  the  percentage  of  patients  showng  a >50%  nse  n plasma  testosterone 
after  human  chonomc  gonadotropin  stimulation  did  not  change  significantly  after  therapy  n these  patients.  The 
effects  of  HMG-CoA  reductase  nhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate 
numbers  of  patents.  The  effects,  if  any.  of  pravastatin  on  the  pituit ary-gonadal  axis  n pre  menopausal  females 
are  inkna/vn.  Patents  treated  with  pravastatn  who  display  clmcal  evidence  of  endocme  dysfunction  should 
be  evaluated  appropriately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  nhibitor  or  other  agent 
used  to  lower  cholesterol  levels  e administered  to  patients  also  receivng  other  drugs  (e  g.,  ketoconazole. 
spfonolactone.  ametidine)  that  may  dimmish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  n filtration  of  perivascular  spaces,  were  seen  m dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  n humans  takng 
40  mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  h this  class. 

A chemically  similar  drug  h this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
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nogemculate  fibers)  in  clmcally  normal  dogs  in  a dose  dependent  fashion  starting  at  60  mg/kg/day.  a dose 
that  produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the 
highest  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced 
vestibulocochlear  Vtollenan  like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for 
14  weeks  at  180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the 
60  mg/kg  dose 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses 
of  10, 30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  fiepatocellular  carcinomas  in  males 
at  the  higtiest  dose  (p-  0.01).  Altfxxigh  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  the*  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given 
40  mg  pravastatn  as  measured  by  AUC 

The  oral  administration  ol  10.  30.  or  100  mg/kg  (produang  plasma  drug  levels  approximately  0.5  to 
5.0  times  human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant 
ncrease  n the  incidence  of  malignant  lymphomas  n treated  females  wlien  all  treatment  groups  were  pooled 
and  compared  to  controls  (p<0  05)  The  ncidence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25,  100.  and  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3.  15,  and  33  times  higher  than  the 
mean  human  serum  drug  concentration  (as  total  nhibitory  activity)  after  a 40  mg  oral  dose.  Liver  carcinomas 
were  significantly  ncreased  n high  dose  females  and  mid  and  high-dose  males,  with  a maximum  ncidence  of 
90  percent  in  males.  The  ncidence  of  adenomas  of  the  liver  was  significantly  increased  n mid-  and  high -dose 
females.  Drug  treatment  also  significantly  increased  the  nadence  of  lung  adenomas  in  mid-  and  high-dose 
males  and  females  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly 
higher  n high -dose  mice  than  in  controls 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat -liver  metabolic  actuation,  in  the 
following  studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  tyfjhimurium  or  Eschenchia  edi, 
a forward  mutaton  assay  n L5178Y  TK  +/  mouse  lymphoma  cells;  a chromosomal  aberration  test  in 
hamster  cells,  and  a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no 
evidence  of  mutagenoty  in  either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  n rats,  with  daily  doses  up  to  500  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on 
fertility  or  general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor, 
there  was  decreased  fertility  n male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
was  not  observed  n a subsequent  fertility  study  wtien  this  same  dose  was  administered  for  1 1 weeks  (the 
entire  cycle  of  spermatogenesis,  ricluding  epididymal  maturation).  In  rats  treated  with  this  same  reductase 
nhibitor  at  180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium) 
was  observed  Althoutfi  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicu- 
lar atrophy,  decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The 
dncal  significance  of  these  findings  is  unclear 
Pregnancy:  Pregnancy  Category  X:  See  CON  TRAINOCAT  IONS 

Safety  n pregnant  women  has  not  been  established  Pravastatn  was  not  teratogenic  n rats  at  doses  up  to 
1000  mg/kg  daily  or  n rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or 
240x  (rat)  the  human  exposure  based  on  surface  area  (mg/meter? ) However,  in  studies  with  another  HMG- 
CoA  reductase  nhibitor,  skeletal  malformations  were  observed  n rats  and  mice.  PRAVACHOL  (pravastatn 
sodium)  should  be  admmstered  to  women  of  child-beanng  potential  only  when  such  patients  are  highly 
unlikely  to  conceive  and  have  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while 
takng  PRAVACHOL  (pravastatn  sodium),  it  should  be  discontnued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  potential 
lor  senous  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINOGATIONS) 

Pedwtnc  Use:  Safety  and  effectiveness  n ndMduab  less  than  18  years  old  have  not  been  established.  Hence, 
treatment  n patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAJJTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatn  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient.  In  4 -month  long 
placebo-controlled  tnals,  1.7%  of  pravastatn-treated  patients  and  1.2%  of  placebo-treated  patients  were 
discontinued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference 
was  not  statistically  significant  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were 
asymptomatic  serum  transaminase  ncreases  and  mild,  non-specific  gastrointestinal  complaints.  During  clini- 
cal tnals  the  overall  incidence  of  advorse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in 
younger  patients 

Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2%  of 
pravastatn-treated  patients  n the  placebo-controlled  tnals  are  identified  in  the  table  below;  also  shown  are  the 
percentages  of  patents  n whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug 


All  Events  % Events  Attributed  to  Study  Drug  % 

• Pravastatin 

Placebo  Pravastatin 

Placebo 

Body  System/Event 

(N  = 900) 

(N  = 41 1)  (N  = 900) 

(N  = 41 1) 

Cardiovascular 
Cardiac  Chest  Par 
Dermatologic 

JO 

3.4  0.1 

0.0 

Rash 

Gastrointestnal 

4.0’ 

1.1  . 1.3 

0.9 

Nausea/Vomitng 

7.3 

71  , 2.9 

3.4 

Diarrhea 

6.2 

5.6  2.0 

1.9 

Abdomnal  Par 

5.4 

6.9  2.0 

3.9 

Constipation 

Flatulence 

Heartburn 

■ 4.Q  „ 

7i**-.  24 

* 2.7 

2.0 

5.1 

3.4 

0.7 

General 

Fatigue 

3.8 

3.4  1.9 

1.0 

Chest  Fbjn 

3.7 

1.9  0.3 

0.2 

Influenza 

Musculoskeletal 

|LY  cademy 

0.7  0.0 

do  “ 1 4 

0.0 

Localized  F&in 

10.0 

1.5 

Myalgia 

2.7  . 

1.0  0.6 

0.0 

Nervous  System 

»U  1.  . . , - 

Headache 

6.2 

3.9  , 1 T 

0.2 

Dizzness 

3.3 

3.2  1 .0 

0.5 

Renal/Genitounnary 
Urinary  Abnormality 
Respiratory 
Common  Cold 

2.4 

7.0  v * 

: Mi 

1.2 

0.0 

Rhnitis 

4.0 

4.1  0.1 

0.0 

Cough 

2.6 

1.7  0.1 

0.0 

‘Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  n this  class 
Skeletal  myopathy,  rhabdomyotysis  I i 

Neurological:  dysfunction  of  certan  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular  mexe- 
ment,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  penpheral  neuropathy,  peripheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has 
included  one  or  more  of  the  following  features:  anaphylaxis,  angioedema.  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA, 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multrforme.  including  Stevens -Johnson  syndrome 
Gastrontestnal:  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change 
in  liver,  ana.  rarely,  anhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal 
despite  continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-CoA  reductase  inhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramine,  colestipol, 
nicotinic  acid,  probucoi  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucoi  or 
gemfibrozil  to  therapy  with  lovastatin  or  pravastatn  is  not  associated  with  greater  reduction  in  LDL-cholesterol 
than  that  achieved  with  lervastatn  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combnatiori  or  in 
addition  to  those  previously  reported  for  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyotysis 
(with  or  without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
n combinaton  with  immunosuppressive  drugs,  gemfibrozil,  erythromycn.  or  lipid-lowemg  doses  of  nicotinic 
acid.  Concomitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recom- 
mended. (See  WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required. 
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Issued:  March  1993 


Bristol-Myers  Squibb  Company 


• Improves  key  lipids  — significant  reduction  in  LDL-C1 

• Excellent  safety  profile 

• Easy  for  patients  — once-daily  dosing,  well  tolerated 

• Usual  dose:  20  mg  once  daily  at  bedtime,  with  or  without  food 


PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  lla  and  lib)  when  the  response  to  diet  alone  has  not  been  adequate 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy  and  lactation  are  contraindications  to  the 

use  of  pravastatin  sodium 

Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS  in  the  brief 
summary  of  prescribing  information  on  the  adjacent  page. 

Bristol-Myers  Squibb  Company 
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Progressive  Care  for  a New  Century 


Methodist  Hospital  has  been  at  the  forefront  of  cancer  treatment 
for  more  than  six  decades.  The  new  Methodist  Cancer  Center 
continues  this  tradition  of  excellence.  The  Cancer  Center  features: 


• Excellence  in  cancer  treatment.  Health  care  providers 
in  the  Cancer  Center  are  dedicated  to  understanding 
the  cancer  patients  physical  and  emotional  needs. 

• Opportunity  for  interdisciplinary  care.  All  cancer 
treatment  team  members  are  on  site  to  directly 
manage  patient  care.  Patient  care  benefits  from  the 
physician  synergy  in  case  studies  and  consultations. 

• Greater  access  to  cancer  care  team  members. 

Primary  care  physicians  and  their  patients  and  family 
members  have  greater  access  to  vital  members  of  the 
cancer  treatment  team. 

• Centralization  of  treatment  and  support  services. 

All  services  — diagnosis,  treatment  and  recovery 
services;  patient  and  family  education  and  counseling; 


home  health  care;  rehabilitation;  pharmaceutical 
services;  social  services;  accounts  management;  and 
follow-up  monitoring  of  therapy  and  recovery  — 
are  available  from  one  location. 

• Wealth  of  data  and  information  for  physicians. 

The  Howard  B.  Hunt  Tumor  Registry  offers 
physicians  data  to  aid  in  patient  care.  The  registry' 
records  data  on  all  patients  who  receive  cancer 
treatment  at  Methodist  Hospital  and  follows  them 
through  their  lifetime. 

By  encouraging  excellence  in  cancer  treatment 
and  streamlining  the  treatment  process  for  patients, 
Methodist  Hospital  hopes  to  ease  minds  as  well  as 
promote  healing. 


METHODIST 

CANCER  CENTER 


8303  DODGE  ST.,  OMAHA,  NE  68114  • 402-390-5800 


Breast  of 
chicken 


Best  of 
pork 


Today’s  Pork: 
Compare  it  to  chicken 
for  a healthy  surprise 


You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat.  saturated  fat.  cholesterol, 
and  calories.1 2 ’ 


Calories 

Total 

Fat 

Saturated 

Fatty  Acids  Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1.4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6.1  g 

2 2° 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

•Table  refers  to  3-oz.  cooked  servings. 


Nebraska  Pork  Producers  Association 
Attn:  Jane  Kreutz-Reeson 
1222  L Street 
Aurora,  NE  68818 


New  study: 

Pork  is  now  31%  leaner 

Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques. According  to  new  1991  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983.' 


Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1.  US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1991. 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products.  1979. 
Agricultural  handbook  8-5. 

TODAY’S  PORK 

The  Other  White  Meat' 

© 1992  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Board 


STEREOTACTIC 

ND0CUR1ETHERAP 

at  Clarkson  Hospital 


STEREOTACTIC  ENDOCURIETHERAPY 

Endocurietherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950, 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy.  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues.  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues.  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


% CLARKSON 
HOSPITAL 


Nebraska’s^^/T  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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should  be  accompained  by  the  notation:  For  publicatioa  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed.  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk.  Nebraska  68702-0278. 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


LOCAL  & CALL  COLLECT 
913-491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


AMA  NEWS  NOTES 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

61  ST  ANNUAL 

POSTGRADUATE  ASSEMBLY 

October  6,  7,  & 8,  1993 
Wednesday,  Thursday,  Friday 

RED  LION  HOTEL 
Omaha,  Nebraska 


For  Information  contact: 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7910  Davenport  Street 
Omaha,  Nebraska  68114 

(402)  397-1443 


‘Excellent  Demographics* 

Now  Leasing 

Medical  & Executive  Office  Space 
* 20,000  square  feet 

* Office  Space  from  1000  sq.  ft. 

* Space  Planning  Available 

* Landlord  Pays  $15.00  per  sq.  ft.  to  finish 

* Indoor  Parking  Available 

* Off  Street  Parking  for  90  Vehicles 

AVAILABLE  FALL  1993 

Reserve  Your  New  Office  Space  Now! 

South  Ridge  Center 

27th  & Old  Cheney  Road 
Lincoln,  Nebraska 

For  Leasing  Information: 

423-3111 


MANAGED  CARE  PROGRAM  EDUCATES 
PHYSICIANS  ON  OPTIONS,  RESOURCES 

The  AMA  announced  its  new  integrated  edu- 
cational program  "Medicine  in  Transition:  Man- 
aging Change  in  a New  Environment." 

Its  primary  goal  is  to  inform  AMA  members 
about  the  options  and  resources  available  to 
develop  successful  managed  care  strategies. 

"This  in-depth  program  educates  physicians 
about  system  reform,  their  practice  options  and 
how  they  can  best  function  in  the  managed  care 
arena,"  said  AMA  EVP  James  S.  Todd,  MD. 

It  broadens  physicians'  understanding  of  how 
managed  careworks  and  helps  them  determine 
how  they  can  best  fit  into  a managed  care 
structure,  including  both  fee  for  service  and 
capitated  systems. 

"This  program  is  not  intended  to  be  a tacit 
endorsement  of  managed  care  as  the  only  or 
most  appropriate  means  of  providing  care,"  said 
Dr.  Todd.  "It  simply  acknowledges  managed 
care  as  a growing  reality  in  the  health  care 
marketplace  and  attempts  to  give  physicians 
the  resources  to  play  a leadership  role." 

President  Clinton's  reform  plan  will  empha- 
size managed  care,  Dr.  Todd  said.  "The  number 
of  Americans  enrolled  in  managed  care  plans 
will  grow,  and  U.S.  physicians  should  be  pre- 
pared," he  added. 

The  program  includes  a broad-based  educa- 
tional package  of  managed  care  publications, 
video  and  audio  tapes,  and  seminars  to  be 
offered  across  the  United  States. 

Members  also  have  access  to  a network  of 
managed  care  advisers  selected  by  the  AMA  on 
the  basis  of  their  expertise  and  understanding  of 
the  physician  perspective. 

The  network  provides  legal  and  business 
managed  care  expertise;  other  legal  expertise, 
such  as  antitrust  and  fraud  and  abuse.  Physician 
"peer-to-peer"  consultations  are  also  offered  by 
AMA  members  who  have  adapted  to  and  ex- 
celled in  managed  care  environments. 

Physician  workshops  in  managed  care  will  be 
available  July  1.  The  workshops  provide  infor- 
mation on  assessing  medical  practices  and  local 
practice  environments. 

American  Medical  Television  also  is  offering 
special  programming.  For  information,  call  (800) 
262-321  1.  Request  to  speak  to  Dept.  HP. 
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Select  the  comprehensive 
insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 

• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 

Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 


Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
company  that’s  been  insuring 
doctors  in  Nebraska  for  more 
than  50  years. 


Yours  Deserves The  Backing 
Of  AMulti-Billion  Dollar  Company 


Or  call  Robert  Slaughter  in  The  St.  Paul’s  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 


After  all,  your  reputation  depends  on  it. 


^Stlbul 


St.  Paul  Fire  and  Marine  Insurance  Company 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/ House  Payment  S 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec  # 

Bus,  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  fa  repaying  this  obligation  S 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  • 

CO-APPLICANT 

Name 

Address 

Birth  Date  / 1 

City 

State 

Zip 

Rent/ House  Payment  $ 

Employer/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  yeais 

Home  Phone  ( ) 

Other  Income 

Income  from  alvnony,  child  support,  a separate  maintenance  payments  need  not  be  revealed 
It  you  do  not  choose  to  have  it  considered  as  a basis  fa  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtan  my  credit  reports  answer  nqwnes  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co-Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee.  Overiimit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 
maximum  2 Overiimit  fee  - $1000  and  3 Relumed  check 
tee -$1500 

Annual  Percentage  Rate  for  Purchases 

Today's  rate  would  be  15.9%  APR. 

Variable  Rale  Information 

The  variable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  T uesday  of 
March,  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  0.4%  with  a minimum  rate  of  159%  APR 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  Information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  printed  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credil  Card  Center,  P O Box  7,  Omaha.  NE  68101  -0007  FiraTier®  Bank.  N A,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 

I-**.*  I'Q.t  |-<U 

« « « 

Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


nu'“ 


THE  MARK  • Suite  102  • 9290  West  Dodge  Road 
Omaha.  Nebraska  68114  • 402-397-5600 


AMA  NEWS  NOTES 

QUICK  QUOTE 

"As  a family  doctor,  I have  seen  first-hand  the 
results  of  violence  inflicted  on  children  by  chil- 
dren. We  all  know  they  learn  behavior  by 
example,  and  if  we  continue  to  expose  our 
children  to  violence  on  TV,  things  will  continue 
to  get  worse,"  said  AMA  Board  Trustee  Palma 
Formica,  MD,  concerning  Sen.  Kent  Conrad's 
(D,  N.D.)  efforts  to  reduce  television  violence. 
★ ★ ★ 

ON  THE  SHELVES 

AMA's  CPT  1994  will  be  available  in  a spiral- 
bound  version.  Designed  to  lay  flat  so  the 
reader  does  not  lose  his  or  her  place,  CPT  1 994 
contains  critical  updates  on  current  procedural 
terminology  codes. 

Publication  is  November  1 993.  Order  before 
Aug.  31  to  receive  a free  copy  of  the  annual  CPT 
coding  update  published  each  December  by 
AMA's  CPT  Assistant  newsletter. 

Members  pay  $32.95;  nonmembers  $39.95. 
(Soft  bound  and  mini  books  also  available.)  Call 
(800)  621-8335. 

★ ★ ★ 


w 


'hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  13,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (402)294-2212 
Or  Write 

To:  TSGT  Jann  Smith 
55  MSSO  MSPISR  MB  35 
106  Peacekeeper  DR  #2N3 
Offutt  AFB.  NE  68113 

AIR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 
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Effective  Patient  counseling  strategies 


The  following  patient  counseling  strategies  are 
designed  to  minimize  the  amount  of  time  required  and 
maximize  the  impact  of  counseling  on  patient  behav- 
ior, according  to  Sylvia  Armstrong  Moore,  PhD,  RD.  Dr. 
Moore  is  Associate  Professor  of  Family  Practice  at  the 
School  of  Human  Medicine,  University  of  Wyoming. 

Dr.  Moore  recommends  a simple  five-step  nutrition 
education  process,  which  takes  as  little  as  5 minutes: 

1 . Survey  food  habits.  Survey  what  the  patient 
eats  in  a typical  day.  The  nutrition  survey  gives  the 
physician  information  about  the  patient's  eating  hab- 
its and  allows  the  physician  to  start  talking  with  the 
patient  about  dietary  issues. 

2.  Analyze  food  habits.  Analyze  what  the 
patient  eats  to  determine  changes  needed.  Use  a food 
group  approach,  and  look  for  both  under-  and  over- 
consumption. Identify  at  least  one  thing  the  patient  is 
doing  well,  and  give  the  patient  specific  food  recom- 
mendations (eg,  replace  whole  milk  with  1%  or  skim). 

3.  Write  a nutrition  prescription.  Give  the 
patient  a written  prescription  indicating  the  most 


important  dietary  changes  to  make.  This  can  be  used 
to  help  the  patient  identify  the  one  or  two  most 
important  dietary  changes  to  implement 

4.  Counsel  the  patient  Briefly  discuss  needed 
dietary  changes  and  the  reasons  for  them  with  the 
patient.  Keep  a positive  and  upbeat  attitude.  Counsel- 
ing patients  about  diet  and  nutrition  is  a process  of 
negotiating  one  small  change  after  another. 

5.  Follow  up.  At  your  next  visit  review  and 
reinforce  compliance  with  the  dietary  changes.  Ameri- 
cans visit  their  physicians  an  average  of  five  times  a 
year,  and  the  patients  ultimate  success  may  depend 
greatly  on  the  physician's  sustained  interest  and  en- 
couragement as  well  as  consistent  follow-up. 

According  to  Dr.  Moore,  these  steps  "enable  physi- 
cians to  discuss  food  choices  in  a positive  manner  that 
can  help  patients  view  necessary  behavior  changes  as 
both  desirable  and  possible."  Establishing  good  refer- 
ral relationships  with  registered  dietitians  also  helps 
assure  continuity  of  care.  ■ 


Nutrition  Counseling:  overcoming  the  Obstacles 


" Many  Americans  look  to  their  physicians  for  health 
advice,  thereby  placing  the  physician  in  the  role  of 
health  educator  as  well  as  diagnostician  and  healer," 
said  William  S.  Hulesch,  MD.  Dr.  Hulesch  is  a family 
physician  in  Downers  Grove,  Illinois,  and  past  president 
of  the  Illinois  Academy  of  Family  Physicians. 

Many  physicians,  however,  face  obstacles  in  keeping 
nutiriton  assessment  and  counseling  at  the  top  of  their 
patient  care  agenda.  These  obstacles  may  include: 

• limited  nutritional  knowledge  and  training 

• lack  of  a dietary  counseling  model 

• lack  of  patient  enthusiasm  for  learning  about 
nutrition 

The  most  significant  of  these  obstacles  may  be  the 
lack  of  nutritional  training  in  medical  schools.  "A 
recent  survey  of  the  American  Academy  of  Family 
Physicians  found  that  more  than  75%  of  respondents 
felt  they  had  not  received  adequate  instruction  in 
nutrition  during  their  medical  school  or  residency 
training,"  Dr.  Hulesch  reported.  "A  total  of  77%  felt 
they  would  need  additional  nutrition  education  in 
order  to  effectively  advise  patients  about  needed 
dietary  modification." 

Medical  students  and  physicians  alike  can  over- 
come obstacles  in  nutrition  counseling  by  using  re- 
sources already  available  from  organizations  that  are 
actively  involved  in  nutrition  education.  In  addition  to 
educating  patients,  nutrition  education  materials  can 
helpphysiciansandphysicians-in-trainingstayabreast 
of  current  nutritional  concerns  and  dietary  recommen- 
dations. 


Dr.  Hulesch  recommends  making  dietary  assess- 
ment a part  of  every  patient  evaluation  and  working 
directly  with  the  patients  to  help  them  develop  heart- 
healthy  diets. 

The  keys  are  delivering  a clear  nutritional  message, 
offering  follow-up  support  to  maximize  patient  suc- 
cess, and  when  appropriate,  referring  patients  to  a 
registered  dietitian  or  a physician  with  a complete 
nutrition  counseling  program.  ■ 


Patient  counseling  Quick  Tips 

FOOD  SECECTION.  Emphasize  positive  food  choices  by  promot- 
ing increased  consumption  of  fruits,  vegetables,  and  grains.  When 
buying  meat,  instruct  patients  to  choose  lean  cuts,  such  as  those  with  the 
words  "round"  or  "loin"  in  their  names. 

• FOOD  PREPARATIONS  The  way  food  is  prepared  can  greatly 
influence  the  amount  of  fat  consumed.  Broiled  foods  are  much  lower  in 
fat  than  fried  foods;  a squeeze  of  lemon  juice  is  better  than  high-fat 
toppings  for  steamed  vegetables. 

• PORTION  SIZE.  A standard  portion  of  meat  or  poultry  is  three 
ounces  cooked,  which  is  about  the  size  of  a deck  of  cards  or  the  palm  of 
a woman's  hand.  Forathree-ouncecookedserving.beginwithaboutfour 

Mary  Abbott  Hass,  MS,  RD 


Sponsored  by  the 
Nebraska  Beef  Council. 

For  more  information,  call 
1-800-421-5326 


ounces  of  raw  meat. 


A Heart-Healthy 
Choice 


chronic  wounds. 


Physicians  know  and  agonize  about  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds.  To  address  this  recurring  problem,  Bergan 
Mercy  Medical  Center  opened  Omaha’s  first  dedicated  Wound  Care  Center  last  year. 
This  facility  is  one  of  40  centers  across  the  country  providing  a specialized  and 
comprehensive  approach  to  the  treatment  of  chronic  nonhealing  wounds.  We  offer 
a specially  trained  staff,  advanced  growth-factor  technology  and  the  latest 
therapeutic  procedures  to  assist  you  and  your  patient. 

We  invite  you  to  tour  the  facility  and  to  meet  our  staff  of  professionals.  To  make 
an  appointment,  or  if  you  have  any  questions  about  the  Bergan  Mercy  Wound  Care 
Center,  call  our  program  director.  Loree  Henkel,  RN,  at  (402)  398-5500. 


R 

Bergan  Mercy 

MEDICAL  CENTER 

Wound  Care  Center® 


2011  South  75th  Street 
Omaha,  NE  68124 
(402)  398-5500 


FIFTH  ANNUAL 


LINCOLN  CARDIOVASCULAR  CONFERENCE 


Gary  Beauchamp 
Tom  Bigger,  Jr. 
Carl  Boyd 


Michael  Broome 
Joe  Cruzan 
Barbara  Drew 


Valentine  Fuster 
Bernard  J.  Gersh  , 
Cathie  Guzetta 


Warren  Jackman 
R.  Kent  Jex 
John  Messenger 


David  H.  Spodick 
Joseph  H.  Talley 
Charles  S.  Wilson 


Thursday-Friday,  October  14  & 15,  Bob  Devaney  Center,  Lincoln,  Nebraska 
Sponsored  by  Nebraska  Heart  Institute  & Southeast  Nebraska  Chapter,  AACN 


PURPOSE 

The  format  and  content  of  this  year's  conference  is  specifically  designed  for  primary  care  physicians,  nurses  and  allied  health 
personnel  who  care  for  patients  with  cardiac  disease.  This  stimulating  update  will  provide  current  information  to  facilitate 
diagnosis  and  management  of  these  patients. 


For  more  information,  please  complete 
and  return  form  to: 

Lincoln  Cardiovascular  Conference 
Suite  300, 1919  South  40th  Street 
Lincoln,  Nebraska  68506 


i 

I Name  

j Address  _ 

| City/State/Zip 

i 


1 


J 


MEDICAL  DIRECTOR 
UNIVERSITY  HEALTH  CLINIC 
THE  UNIVERSITY  OF  SOUTH  DAKOTA 


The  University  of  South  Dakota  Health  Clinic  is  seeking 
applications  for  the  position  of  Medical  Director.  This 
position  is  an  academic  year  appointment  with  summer 
employment  possibility. 

The  position  is  responsible  for  direct  patient  care,  medi- 
cal consultation,  emergency  treatment,  quality  assur- 
ance, risk  management,  along  with  educating  students 
in  personal  health,  medical  related  concerns  and 
wellness.  The  position  will  provide  medical  leadership 
and  direct  supervision  of  medical  personnel  including 
Physician  Assistant  and  Nurse  Practitioner.  NO  ON 
CALL  RESPONSIBILITIES. 

Support  services  include  Laboratory,  Radiology,  Nutri- 
tional and  Drug  & Alcohol  Counseling  Health  Education 
and  Administration. 

Must  be  licensed  in  or  eligible  for  South  Dakota  medical 
license. 


The  University  Health  Clinic  program  is  fully  accredited 
by  AAAHC,  focusing  on  primary  ambulatory  health  care 
for  a student  population  of  approximately  7500,  located 
in  Vermillion. 

Salary  is  competitive  with  excellent  fringe  benefits  in- 
cluding professional  liability. 

Prefer  Family  Practitioner,  Internist  or  Pediatrician  with 
demonstrated  interest/training  in  adolescent  and  pre- 
ventative medicine. 

Send  letter  of  application,  Curriculum  Vita  and  names, 
addresses  and  telephone  numbers  of  at  least  three 
references  to  Janet  Mullen,  Dean  of  Students,  Room 
108  Slagle  Hall,  414  East  Clark,  Vermillion,  South  Da- 
kota 57069-2390. 

Screening  of  applicants  will  begin  July  15,  1993  and 
continue  until  a candidate  is  hired. 

Position  is  subject  to  Board  of  Regents  approval. 
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Depression 

•Negativism 
•Loss  of  Concentration 
•Hopelessness 
•Isolation 
•Loss  of  Appetite 
•Suicidal  Thoughts 
•Low  Energy 
•Irritability 
•Sleep  Problems 

A serious  illness,  depression  affects 
not  only  your  patient,  but  his  or  her 
family  as  well.  Untreated,  it  can  have 
devastating  effects. 

If  you  have  a patient  you  think  may  be 
suffering  from  depression,  call  the 
Methodist  Richard  Young  Consultation 
Line.  A free  service  for  professionals,  the 
consultation  line  can  provide  you  with 
information  and  assist  with  assessments 
and  admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 

METHODIST  ^ 

RICHARD  YOUNG 

Mental  Health  Care 


Oncology 
update  for 
primary  care 
physicians. 

You  are  invited  to  attend  a special  oncology 
conference  for  primary  care  physicians  on  Friday, 
September  17,  at  Bergan  Mercy  Medical  Center, 
7500  Mercy  Road,  in  Omaha. 

You  will  be  updated  on  the  current  concerns 
and  care  of  gynecological  malignancies  and  skin 
cancer: 

• diagnosis  and  screening 

• therapeutic  options 

• patient  follow-up 

This  conference  is  sure  to  fill  up  quickly,  so  we 
are  taking  registrations  on  a first-come  basis.  To 
register,  call  (402)  398-6499-  For  a brochure  or 
more  information,  call  (402)  398-6192. 

Registration  is  $25  per  physician.  This  fee 
includes  course  materials,  lunch  and  dinner. 

This  program  has  been  approved  for  continu- 
ing medical  education  Category  1 credit. 

Sponsored/hosted  by: 

R 

Bergan  Mercy 

MEDICAL  CENTER 

Continuing  Medical  Education 

7500  Mercy  Road 
Omaha,  NF.  68124 
(402)  398-6192 


Professional 
Full  Service 

MEDICAL  ACCOUNT 
COLLECTIONS 

by 

Bartling  & Hinkle,  P.C., 
Lawyers 

If  you  are  having  difficulties  in  collect- 
ing your  delinquent  accounts,  Bartling  & 
Hinkle,  P.C.  is  interested  in  providing 
you  with  professional  assistance.  The 
program  which  we  offer  is  designed  to 
accomplish  your  goal  of  receiving  the 
maximum  possible  return  on  your  delin- 
quent accounts  in  a professional  man- 
ner, with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based 
upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received 
the  exclusive  endorsement  of  the  Ne- 
braska Medical  Association  in  providing 
medical  account  collections. 


For  more  information  on  our  services,  contact  the 

Nebraska  Medical  Association 
office  or  Bartling  and  Hinkle,  P.C. 

5801  South  58th  St. 

Lincoln,  NE  68516 

(402)  421-1600 
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Imagine  Office  Management 
. ..  jssK  At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/501 
- especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


Humulin  ® 

human  insulin 
[ recombinant  DNA  origin] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 

tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


HI-7918-B-349310  © i»»3.  Eli  uiiyand  company 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 

N provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 

For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Lincoln,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancaler,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT : Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor;  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D. .Seward.  Counties:  Butler, Hamilton, Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  Harlan  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster. 

ELEVENTH  DISTRICT : Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 
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Cass 
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South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

Elvin  G.  Brown,  Hastings  

Roger  P.  Massie,  Flainview 

Wendell  L.  Fairbanks  Alliance 

Kay  A.  Keifer,  Kearney  

Gerald  W.  Luckey,  David  City  . 

R.  R.  Andersen,  Nehawka 

Calvin  Cutright,  Sidney 

E.  L.  Sucha,  West  Point 

Loren  Jacobsen,  Broken  Bow  ... 


Mark  C.  Johannsen,  Fremont 

Willis  L.  Wiseman,  Wayne 

Murray  Markley,  Loup  City 

Blake  Butler,  Beatrice 

Richard  E.  Goble,  Grand  Island  ... 

J.  C.  Wilcox,  Aurora 

Melvin  Campbell,  Ainsworth 

Kaye  B.  Carstens,  Fairbury 

Berl  W.  Spencer,  Ogallala 

D.  M.  Laflan,  Creighton  

W.  T.  Griffin,  Lincoln 

Gary  L.  Conell,  North  Platte 

Steffan  R.  Lacey,  Norfolk 

Patrick  E.  Brookhouser,  Omaha  .. 

Richard  Votta,  Norfolk 

Margaret  K.  Stockwell,  Gordon  ... 
Dean  R.  Thomson,  Nebraska  City 

Richard  Cimpl,  Columbus 

Robert  E.  Turns,  Crete  

Jan  Golnick,  Papillion 

John  Hansen,  Wahoo 

Vincent  G.  Bjorling,  Scottsbluff  .... 

Paul  E.  Plessman,  Seward 

Jeff  Hollis,  Geneva 

Richard  E.  Jackson,  Pawnee  City  , 

Richard  F.  Klug,  McCook 

Ronald  P.  Morse,  Tekamah 

Darrell  Loschen,  York 


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 
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Clinton  Dorwart,  Sidney 
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Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
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James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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New  Product  Spotlight: 


The  phone  that  will  cure  the 
ringing  in  your  ears. 


The  Motorola  MicroTAC  Ultra  Lite™  The  world's  lightest  cellular  phone  now  features  optional 
VibraCall™  so  you  can  take  calls  anywhere  without  a loud  ring  to  disturb  you— or  anyone  else. 

• Weighs  just  5.9  ounces,  and  fits  into  pocket,  purse  or  briefcase  to  go  anywhere 

• Vibrates  in  your  pocket  to  signal  incoming  calls  without  a disturbing  ring 

• 832-channel  availability  means  fewer  service  busy  tones 

• Motorola  product  quality  and  reliability 


Q*  $ CA  now  on  the  purchase  of  the  Motorola  MicroTAC  Ultra  Lite 

OdVC  Jw  telephone  with  your  Nebraska  Medical  Association 
membership.  The  Association  will  also  receive  non-dues  income  from  your  purchase. 


Lincoln  Telephone 


436-5050  • Cotner  and  "0"  Streets  • Monday-Friday  8-5 


FIRST 
JCeilULAR 
— 1“'  OMAHA 

1 5432  West  Center  Road  • 330-6500  • Monday-Friday  8-5 
72nd  and  Jones  • 330-6500  • Monday-Friday  10-7, 
Saturday  1 0-5,  Sunday  1 2-5 
2000  W.  Broadway,  Council  Bluffs  • 330-6500  • 
Monday-Saturday  9-6 


TAKING  THE  LEAD 


PERSONAL  COMMUNICATION 

We  feature  state-of-the-art  Cellular  Phones  by  Motorola 


PRESIDENT'S  PAGE 


Provider  Taxes,  License  Fees,  and  Assessments 


ROBERT  F.  SHAPIRO,  M.D. 


When  reading  this  month's  President's  Page, 
you  are  probably  aware  and  somewhat  miffed 
because  you  know  that  our  Nebraska  Legislature 
passed  and  the  Governor  signed  LB  805.  This  bill 
provides  that  to  retain  your  license  to  practice 
medicine  in  the  State  of  Nebraska,  you  will  pay  a 
$100  assessment  to  the  Nebraska  Department  of 
Revenue  by  September  1,  1993;  and  a second 
$100  assessment  will  also  be  due  again  in  Sep- 
tember of  1 994,  at  which  time  the  law  "sunsets" 
and  there  are  no  further  assessments. 

If  we  assume,  for  the  sake  of  argument,  that 
one-half  of  the  2000  physicians  living  outside  of 
our  state,  who  hold  Nebraska  licenses  decide  not 
to  retain  them,  approximately  4000  doctors  will 
pay  this  assessment  each  year,  generating 
$800,000  over  the  two  year  period.  This  money 
after  deposit  in  the  state's  general  fund  will 
become  eligible  for  a 60%  federal  match.  Roughly 
$2  million  would  then  be  available.  These  mon- 
eys are  "earmarked"  for  increasing  the  primary 
care  Medicaid  codes  by  6%. 

How  did  this  all  come  about?  Where  did  the 
Nebraska  Medical  Association  stand  on  this  is- 
sue? Why  did  it  turn  out  the  way  it  did?  These  are 
all  good  questions.  It  is  the  goal  of  this  President's 
Page  to  provide  some  answers. 

Last  August,  it  was  apparent  to  our  Board  of 
Directors  that  the  Medicaid  "problem"  was  the 
400  lb.  gorilla  in  a crystal  palace  and  was  going 
to  wreak  havoc  with  the  Legislature's  budget.  The 
Governor  was  going  to  be  loathe  to  increase 
sales  or  income  taxes;  and  therefore;  there  would 
be  a search  for  other  sources  of  revenue. 

A few  years  ago,  a number  of  creative  state 
legislatures  had  figured  out  that  state-federal 
fund  matching  for  Medicaid  could  be  exploited. 
Working  in  conjunction  with  the  hospitals  and 
nursing  homes,  a tax  was  imposed  on  these 
providers,  the  revenues  were  collected  and  sub- 
jected to  an  up  to  60%  or  better  match  by  the 
federal  government.  The  funds  were  then  re- 
turned to  these  same  providers  through  higher 
per  diem  rates  than  could  have  otherwise  been 


Robert  F.  Shapiro,  M.D. 


paid,  and  in  the  process  additional  funds  were 
available  to  take  care  of  more  Medicaid  recipi- 
ents. (I  called  this  practice  "trolling  for  federal 
dollars.") 

This  process  as  described  served  as  the  intel- 
lectual underpinning  and  justification  for  the 
"provider  tax."  Through  the  alchemy  of  the  "fed- 
eral match"  one  dollar  could  be  transformed  into 
$2.50. 

When  federal  auditors  finally  caught  on  to 
what  was  happening,  they  wanted  to  end  the 
practice.  However,  by  that  time,  a number  of 
states  had  become  so  dependent  on  this  ap- 
proach that  the  federal  government  relented  and 
said  they  could  continue  the  practice  for  a few 
more  years,  but  limited  the  total  amount  col- 
lected in  this  manner  to  25%  of  their  total  Med- 
icaid budgets. 

Early  on,  the  Department  of  Social  Services 
and  the  Governor  did  not  seem  to  be  inclined  to 
include  physicians  in  their  plans  for  a wide- 
ranging  gamut  of  provider  taxes  which  were 
being  explored.  We  had  done  a good  job  by 
helping  to  improve  access  for  Medicaid  clients, 
and  physicians  already  paid  sales,  income  and 
property  taxes. 

At  our  August  Board  meeting,  knowing  that  a 
gross  revenue  tax,  loss  of  sales  tax  or  income  tax 
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exemption  or  even  loss  of  property  tax  exemp- 
tion were  being  considered  for  hospitals  and 
nursing  homes,  we  drafted  an  internal  policy 
statement  relating  to  provider  taxes  intending  to 
support  hospitals  and  nursing  homes  in  their 
opposition  to  these  taxes. 

Our  Board  of  Directors  and  the  House  of 
Delegates  believe  provider  taxes  are  conceptu- 
ally a bad  idea.  Functionally,  they  are  usually 
passed  through  to  payers  other  than  Medicare 
and  become  in  effect  a tax  on  the  sick  private  pay 
patient.  These  people  are  already  subject  to  "cost 
shifts"  and  are  too  small  a population  (and  not  a 
fair  one)  to  use  to  subsidize  what  is  in  fact  a 
societal  problem. 

In  the  jockeying  for  position  that  took  place 
after  the  Legislature  came  into  session  in  January, 
we  thought  our  role  would  be  to  help  others  in 
dealing  with  this  problem  (although  we  always 
had  the  concern  for  inclusion  in  the  back  of  our 
minds).  We  felt  that  it  was  appropriate  to  support 
those  facilities,  our  patients,  and  our  principle. 

Hospital  representatives  had  a strongly  held 
notion  that  all  providers  had  to  be  "caught  in  the 
net",  and  to  some  extent  must  assume  some 
responsibility  for  planting  the  idea  that  the  "phy- 
sicians" had  to  be  included. 

LB  805  made  that  idea  tangible.  Initially,  it 
appeared  as  a $400/year  increase  in  the  license 
fee  itself.  The  funds  were  to  be  put  in  the  general 
fund  and  used  for  the  Medicaid  "problem". 

The  Association  strongly  and  vociferously 
opposed  this  legislation.  Besides  being  opposed 
to  "provider  taxes"  in  principle,  this  bill  violated  a 
second  principle  which  was  that  medical  license 
fees  should  be  used  solely  to  support  the  activi- 
ties of  the  Board  of  Examiners  in  Medicine  and 
Surgery  and  not  as  a revenue  source  for  other 
unrelated  activities. 

When  it  came  time  to  testify,  the  World  Herald 
series  of  tabloid  style  articles  about  medical 
discipline  in  the  State  of  Nebraska  had  appeared. 
As  upsetting  as  the  articles  had  been,  they  had 
the  unintended  effect  of  buttressing  arguments 
that  if  funds  were  needed  through  the  licensing 
mechanism  that  they  should  be  deployed  only 
for  remedy  of  problems  related  to  operation  of 
the  board  itself.  Dr.  Loschen's  testimony  more 
than  adequately  expressed  these  thoughts. 

In  April,  when  the  Medical  Association  Execu- 
tive Committee  had  the  opportunity  to  enjoy 
what  turned  out  to  be  a delicious  lunch  with 
Governor  Nelson  (they  have  one  marvelous  chef 


in  that  mansion),  he  did  not  seem  inclined  to  push 
for  LB  805. 

It  was  quiet  for  a time;  and  then  like  the 
Phoenix  arising  from  the  ashes  we  were  informed 
that  LB  805  had  new  life  and  vigor.  In  this  go- 
around  the  license  fee  increase  was  to  be  $150/ 
year  and  the  revenues  after  the  match  would  be 
used  to  fund  an  increase  of  6%  for  primary  care 
service  codes.  Bear  in  mind  that  Medicaid  fees 
had  already  been  frozen  for  a year  based  on 
earlier  action  by  the  legislature. 

We  were  informed  that  framing  this  new  pro- 
posal as  a way  to  increase  funding  for  primary 
care  had  resulted  in  support  from  both  urban  and 
rural  senators.  Increasing  primary  care  codes 
was  seen  as  a carrot  to  entice  physicians  to 
improve  access  for  Medicaid  patients  and  quite 
frankly,  the  increased  license  fee  would  be  a 
punishmentforthose  who  didn't  see  these  people. 
A number  of  individual  physicians  supported  this 
proposal  although  organizations,  such  as  the 
Nebraska  Academy  of  Family  Physicians,  did  not. 
(The  concept  of  physician  unity  and  speaking 
with  a single  voice  will  be  addressed  in  a later 
President's  Page). 

Our  House  of  Delegates  wanted  to  oppose 
this  "provider  tax"  by  whatever  name  it  was 
called.  We  continued  ouropposition  in  principle; 
however,  it  became  apparent  that  the  forces  to 
pass  this  legislation  were  too  strong  to  over- 
come. 

Physicians  in  other  states  had  certainly  not 
been  able  to  fend  off  these  taxes  with  any  degree 
of  success.  We  needed  an  alternative  which 
would  protect  our  basic  interest  which  was  that 
the  license  fee  itself  should  only  be  used  to 
operate  the  Board  of  Examiners  in  Medicine  and 
Surgery  even  if  it  was  necessary  to  leave  some 
money  on  the  table  in  the  process.  We  believed 
that  the  amount  should  not  make  the  total  cost  of 
a Nebraska  license,  however  it  was  labeled,  out- 
of-line  with  neighboring  states. 

The  bill  as  finally  passed  specifies  that  the 
dollars  collected  are  an  assessment  and  not  a 
license  fee  and  as  a result  will  be  collected  by  the 
Department  of  Revenue  and  not  by  the  Bureau 
of  Examining  Boards.  The  assessment  is  for  two 
years  only,  the  amount  is  $1 00/year  and  will  be 
used  as  specified. 

I would  have  preferred  to  report  to  you  that 
we  had  prevailed  on  the  merits  of  our  arguments 
and  that  LB  805  had  not  passed.  Unfortunately, 
it  didn't  happen  that  way.  Comparing  our  out- 
come with  physicians  in  other  localities,  I think 
we  were  quite  successful. 
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Year  after  year,  students  who  enter  medical 
school  proclaim  altruistic  desire  to  serve  soci- 
ety. Although  a few  have  decided  from  per- 
sonal or  family  experiences  to  pursue  specialty 
or  subspecialty  training,  most  are  enamored  by 
the  thought  of  diagnosing  and  treating  disease 
and  providing  medical  care  to  those  who  are  in 
need.  Clearly,  if  the  attitudes  that  prevail  at  the 
time  of  admission  to  medical  school  continued 
throughout  the  entire  educational  process,  there 
would  be  no  shortage  of  primary  care  practitio- 
ners in  the  U.S.  today.  What  happens  between 
college  and  completion  of  medical  school  to 
change  direction  for  so  many  medical  students? 
Are  many  of  these  students  untruthful  in  apply- 
ing to  medical  school,  assuming  that  members 
of  the  admission  committee  are  most  sympa- 
thetic to  those  who  express  an  interest  in  serv- 
ing the  medically  needy,  or  are  they  sincere 
novices  who  change  their  minds  and  direction 
based  on  their  own  observations  and  experi- 
ences as  medical  students? 

Both  student  selection  and  faculty  attitudes 
can  influence  career  choices  for  medical  stu- 
dents. Students  who  come  from  rural  commu- 
nities or  underserved  areas  are  more  likely  to 
return  to  a similar  environment  for  practice,  but 
these  students  are  not  always  the  most  competi- 
tive academically.  Few  medical  schools  fill  the 
freshman  class  based  on  hometown  location 
and  social  background,  and  even  then  success 
is  limited  in  the  production  of  primary  care 
practitioners.  Some  students  from  underserved 
areas  may  be  discouraged  from  careers  in  pri- 
mary care  by  the  negative  attitudes  of  their  local 
physicians  regarding  the  difficulties  of  practice 
in  these  communities.  Medical  schools,  as  cen- 
ters of  excellence  in  education,  knowledge, 
research,  and  patient  care  are  havens  for  spe- 
cialists and  subspecialists.  Even  though  increas- 
ing time  and  emphasis  may  be  placed  on  pri- 
mary care  and  community  practice  experiences, 
extensive  exposure  to  specialty  practice  is  un- 
avoidable. Specialists  and  subspecialists,  both 
subtly  and  overtly,  are  constantly  in  the  process 
of  "selling"  the  virtues  of  their  specialties  to 


students.  Most  of  these  academic  physicians 
are  proud  of  their  chosen  professions  and  are 
gratified  and  rewarded  by  student  interest  in 
their  area.  They  strive  to  be  role  models  for 
students  by  demonstrating  their  special  knowl- 
edge, skills,  and  enthusiasm. 

The  ultimate  career  decision  for  most  stu- 
dents comes  during  medical  school.  Financial 
concerns  have  become  increasingly  important 
to  medical  students  in  making  this  decision 
because  of  the  large  size  of  the  debt  now  being 
generated  during  the  educational  process. 
Above  all,  medical  students  are  bright,  discern- 
ing and  perceptive  individuals.  It  doesn't  require 
academic  genius  to  recognize  that  physicians 
who  have  the  most  appealing  lifestyle  and  the 
most  time  for  family  and  leisure  are  often  in 
specialties  that  are  also  financially  the  most 
rewarding.  Today  one  of  the  major  incentives 
for  a medical  student  to  perform  well  academi- 
cally and  to  be  ranked  high  in  his  or  her  class  is 
the  ability  to  compete  for  residency  training 
spots  in  the  specialties  that  are  deemed  to  be 
most  desirable.  Some  students  who  have  done 
well  academically  consider  it  a "waste"  of  their 
achievement  not  to  apply  for  these  competitive 
specialty  programs.  The  combination  of  better 
lifestyle  and  a multifold  financial  advantage  for 
relatively  equal  effort  is  a compelling  incentive. 
At  the  same  time,  these  students  see  and  hear 
the  primary  care  practitioners  complaining  the 
loudest  about  the  difficulties,  inequities  and 
bureaucratic  intrusions  into  their  lives,  as  they 
become  more  subservient  to  governmental  and 
managed  care  control.  In  short,  the  ability  to 
become  a specialist  or  subspecialist  in  a narrow 
area  of  focused  care,  to  be  recognized  for 
special  skills  and  talents,  and  to  have  more 
control  of  one's  time  in  practice  is  viewed  as  a 
reward  unto  itself.  When  a major  financial  ad- 
vantage is  then  added  to  this  career  choice, 
understandably,  it  results  in  a grossly  unlevel 
playingfield.  Even  the  most  conscientious  medi- 
cal student  can  conclude  that  the  best  way  for 
him  or  her  to  serve  society  is  to  perform 
subspecialty  procedures. 
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Anyone  from  either  the  academic  or  govern- 
mental arena  who  wishes  to  change  medical 
education  and  redirect  more  students  into  pri- 
mary care  practice  first  must  recognize  the 
forces  that  are  driving  the  professional  decision. 
In  general,  the  best  students  "grab"  the  positions 
available  in  the  specialty  areas  they  deem  to  be 
most  desirable.  Primary  care  residencies  often 
serve  as  a "backup"  to  specialty  programs  or  are 
sought  only  when  the  student  feels  that  he  or 
she  is  not  competitive  for  a more  desirable 
specialty  program.  Increasingly,  primary  care 
training  positions  are  being  filled  by  foreign 
medical  graduates,  many  of  whom  are  less 
prepared  for  practice  in  the  USA. 

Penalties  or  rewards  to  medical  schools  to 
encourage  the  training  of  more  primary  care 
physicians  and  fewer  specialists  will  not  com- 
pletely overcome  the  appeal  of  specialty  train- 
ing nor  will  payback  incentives  applied  to  stu- 
dent loans  equal  the  tremendous  lifetime  finan- 
cial advantages  of  specialty  practice.  Until  the 
financial  benefits  of  primary  care  practice  ap- 
proach those  of  specialty  practice  for  similar 
hours  of  work,  many  of  the  most  able  medical 
students  will  continue  to  look  beyond  primary 
care  for  their  livelihood.  Primary  care  medicine 
is  often  the  most  difficult  and  demanding  medi- 
cal profession  and  a shortage  of  practitioners 
makes  the  burden  of  coverage  and  hours  of 
work  a major  career  disincentive.  Getting  more 
students  into  primary  care  will  require  a com- 
prehensive change  in  the  physician  reimburse- 


ment system,  emphasizing  the  value  of  clinical 
assessment  and  care  that  is  not  procedurally 
related.  Those  who  perform  procedures  cannot 
continue  to  enjoy  a disproportionate  financial 
advantage  over  those  who  examine  and  treat 
patients.  The  ultimate  result  will  be  an  inad- 
equate number  of  primary  care  physicians  with 
poorer  academic  credentials  and  a continued 
increase  in  the  cost  of  health  care  through 
proliferation  of  specialists  and  subspecialists 
who  find  innovative  ways  to  perform  more 
expensive  procedures. 

Increased  financial  remuneration,  alone,  will 
not  guarantee  more  primary  care  physicians  for 
rural  and  underserved  locations.  Severely  over- 
worked physicians  in  these  areas  can  already 
make  more  money  than  they  have  time  to 
spend,  but  few  medical  students  are  willing  to 
opt  for  this  lifestyle  for  themselves  and  their 
families.  The  inadequate  numbers  and  maldis- 
tribution of  practitioners  is  a serious  problem 
but  it  is  not  irreconcilable.  Increased  pay  for 
equal  time  and  effort,  along  with  establishment 
of  primary  care  groups,  networks,  and  coali- 
tions can  result  in  a favorable  change  in  lifestyle 
and  improved  conditions  of  practice,  so  long  as 
incomes  are  competitive  with  specialists  who 
perform  procedures.  The  key  resides  in  making 
the  entire  career  package  attractive  enough  to 
appeal  to  our  best  students.  If  the  health  care 
system  can  build  a level  playing  field,  they  will 
come. 
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ALL  available  scientific  evidence 
/l  strongly  implicates  both  active 
/ % and  passive  tobacco  smoke  as  a 
carcinogen'  and  a factor  partially  responsible 
for  coronary  artery  disease  in  adults.2  Passive 
smoke  has  multiple  deleterious  health  effects, 
especially  in  children.3  Unfortunately,  the 
strongly  ingrained  tobacco  influence  in  our 
society  makes  the  outright  prohibition  of  to- 
bacco products  difficult,  forcing  federal  and 
state  health  agencies  to  resort  to  funding  and 
implementing  anti-smoking  (anti-tobacco)  strat- 
egies.4 These  strategies  are  undermined  and 
monetarily  far  exceeded  by  counterproductive 
tobacco  industry's  tax-deductible  advertising 
budget. 

A reasonable  approach  to  reducing  the  long- 
term consequence  of  tobacco  on  society  is  to 
convince  teenagers  to  never  start  smoking.5 
Unfortunately,  tobacco  companies  realize  their 
largest  potential  source  of  new  smokers  is  in 
this  population6  and  utilize  a youth-oriented 
approach  to  advertising.  Witness  the  rapid  rise 
in  Camel  cigarette  sales  since  the  introduction 
of  the  "Joe  Camel"  advertising  blitz.7  A recent 
survey  conducted  by  The  Centers  of  Disease 
Control  and  Prevention  found  16%  of  U.S. 
teenagers  smoke,  and  three-quarters  of  teenag- 
ers who  tried  to  quit  smoking  were  unsuccess- 
ful.8 Everyday  more  than  1 ,600  American  teen- 
age girls  begin  to  smoke,  outnumbering  their 
male  counterparts. 

The  lure  of  initiating  tobacco  smoking  (or 
smokeless  tobacco)  is  obviously  multifactorial, 
although  the  presence  of  smoking  behaviors  in 
role  models  is  important.6  To  examine  this 
factor  in  Nebraska,  the  Department  of  Health, 
in  conjunction  with  the  Nebraska  Chapter  of 
the  American  Academy  of  Pediatrics,  conducted 
a survey  of  the  school  districts  in  the  State  of 
Nebraska  in  October  of  1992.  Three  hundred 
ninety-one  completed  surveys  (53%)  from  the 
basis  of  this  report. 


METHODS 

In  October,  1 992,  the  Director  of  Health,  Dr. 
Mark  Horton,  sent  a letter  to  the  superinten- 
dent of  schools  in  the  730  districts  in  the  State 
of  Nebraska  asking  them  to  complete  an  en- 
closed questionnaire  on  tobacco  policies  in 
their  district  as  follows: 

SCHOOL  DISTRICT  TOBACCO  SURVEY 
1992-93 

1 . Does  your  school  have  a Tobacco  policy? 

2.  Does  this  policy  apply  to  all  buildings  in 
your  district? 

3.  Is  your  policy  formalized  in  writing? 

4.  How  many  years  has  your  policy  been  in 
effect? 

5.  Does  your  policy  include  smokeless  to- 
bacco? 

6.  Does  your  policy  apply  to:  Students,  fac- 
ulty, staff,  administration,  visitors,  after- 
school indoor  functions? 

7.  Are  there  designated  areas  where  smok- 
ing is  allowed  by:  Students,  faculty,  staff, 
administration,  visitors,  indoor  after-school 
functions? 

8.  If  no  policy,  are  you  interested  in  assis- 
tance to  develop  one? 

9.  Would  you  support  statewide  legislation 
for  tobacco-free  schools? 

RESULTS 

Three-hundred  ninety-one  questionnaires 
were  returned,  a response  rate  of  53.5%.  Eighty 
one  percent  (320)  of  school  districts  returning 
questionnaires  indicated  they  had  a student 
tobacco  (smoking)  policy.  Of  these  320  schools, 
52  (16%)  did  not  include  smokeless  tobacco 
products  in  their  policy.  Surprisingly,  as  of  Janu- 
ary 1 993,  75  of  the  320  school  districts  allowed 
smoking  by  non-students  somewhere  in  their 
school  building  (or  failed  to  clearly  state  they 
didn't),  while  most  other  school  districts  al- 
lowed non-students  to  smoke  outside.  Those 
allowing  smoking  by  non-students  usually  had 
designated  non-smoking  areas.  Several  schools 
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allowed  smoking  in  school  board  meetings, 
largely  because  board  members  smoked.  Only 
a handful  of  schools  have  totally  non-smoking 
campuses. 

Seventy-one  responding  schools  (18%)  cur- 
rently do  not  have  a student  smoking  policy. 
Nineteen  of  these  schools  have  an  unwritten 
tradition  that  does  not  allow  smoking  by  stu- 
dents or  teachers  within  school  buildings.  The 
remaining  52  schools  stated  they  had  no  writ- 
ten policy,  withoutcommenton  their  unwritten 
school  smoking  (tobacco  use)  practice. 

Of  the  71  schools  without  a written  policy, 
72%  (51)  indicated  they  would  support  state- 
wide legislation  for  tobacco-free  schools.  Over 
75%  of  schools  with  written  smoking  policies 
indicated  they  would  support  statewide  legisla- 
tion for  tobacco  policies  in  schools.  This  ques- 
tion, however,  was  often  appended  with  com- 
ments, especially  from  schools  not  supporting 
state  legislation.  Several  school  officials  sug- 
gested that  school  tobacco  (smoking)  policy 
was  covered  in  the  1980  Nebraska  Clean  In- 
door Air  Act(See  Comment),  and  should  not  be 
further  legislated,  while  many  school  officials 
commented  the  local  school  boards  were  ca- 
pable of  setting  school  district  policy. 

COMMENT 

Unfortunately,  adolescents  are  not  immune 
to  becoming  addicted  to  nicotine  when  they 
use  tobacco  products.  The  presence  of  peer 
group  pressures  and  minimal  concern  for  long- 
term health  issues  contributes  to  makingyoung 
adolescents  the  fastest  growing  group  of  new 
smokers.6  With  these  facts  in  mind,  tobacco 
industry  advertising  directly  appeals  to  this  age 
group,  using  elements  of  "macho",  sex,  youth, 
risk-taking  activities,  and  body  habitues  to  ap- 
peal to  the  adolescent  market.9  Efforts  to  re- 
strict the  purchase  of  tobacco  to  individuals  1 8 
and  older  is  often  ignored,  based  on  the  success 
of  "sting"  operations,  where  under-age  children 
attempt  to  buy  cigarettes  to  determine  retailers 
compliance  with  state  statutes.10 

While  the  strongest  impetus  to  begin  smok- 
ing is  peer  influence  and  parental  smoking 
status,  the  message  and  modeling  of  tobacco 
abstinence  should  be  uniform  within  the  public 
school  districts  of  our  state.  This  survey  was 
designed  to  define  current  public  school  policy. 

The  391  reporting  schools  provide  a reason- 
able sample  of  the  730  school  districts  in  the 
State  of  Nebraska.  Included  were  responses 


from  Omaha  Public  Schools,  Papillion-LaVista, 
Westside,  Scottsbluff,  Millard,  Grand  Island, 
Ralston,  Kearney,  Lincoln,  North  Platte,  and 
several  other  large  school  districts.  These  school 
districts  all  had  student  smoking  policies. 

Among  the  schools  not  having  student  smok- 
ing policies,  the  largest  contained  975  total 
students,  with  16  other  having  120  to  830 
students.  The  majority  of  schools  without  writ- 
ten policies  were  rural  K-8  schools  with  less 
than  20  children. 

With  over  80%  reporting  a ban  on  the  stu- 
dent use  of  tobacco  products  on  school  prop- 
erty, the  state  school  districts  are  providing  a 
positive  environmentsupportingtobacco  absti- 
nence. Unfortunately,  the  presence  of  desig- 
nated smoking  areas  inside  one-third  of  the 
schools  who  ban  student  use  of  tobacco  (espe- 
cially if  teachers  have  indoor  smoking  privi- 
leges), falls  short  of  appropriate  role  modeling 
for  tobacco  abstinence.  Furthermore,  student 
use  of  smokeless  tobacco  is  apparently  toler- 
ated by  1 6%  of  school  districts  with  a smoking 
ban.  The  inconsistency  of  this  double-standard 
is  evident,  given  the  equivalency  of  health  risk 
and  nicotine  addiction. 

A clear  majority  of  responding  school  dis- 
tricts supported  a state  wide  legislative  effort 
for  establishing  tobacco-free  schools,  but  this 
question  drew  the  most  negative  comment. 
Several  respondents  felt  current  law  might  al- 
ready cover  this  issue.  The  Nebraska  Clean 
Indoor  Air  Act  (1980),  defines  public  places  and 
including  educational  facilities.  This  law  "pro- 
hibits smoking  in  public  places  and  at  public 
meetings"  (school  boards?,  after  school  indoor 
events?)  "except  in  designated  smoking  areas." 
The  current  Act  only  deals  with  environmental 
tobacco  smoke  and  does  not  mention  a to- 
bacco-free environment.  Current  law  does  not 
cover  the  issue  of  tobacco-free  schools. 

Based  on  the  Nebraska  Clean  Indoor  Air  Act, 
current  indoor  smoking  practices  at  some 
schools,  with  or  without  a student  ban,  are 
probably  contrary  to  public  law.  This  would 
include  smoking  at  school  board  meetings  and 
at  indoor  after-school  functions.  The  limitation 
of  indoor  school  smoking  (non-student)  to  clearly 
designated  smoking  areas  falls  within  the  scope 
of  the  law,  but  sends  an  unfortunate  message  to 
children  and  adolescents.  The  allowance  for 
designated  areas  for  smoking  does  NOT  specify 
this  area  must  be  indoors,  and  allows  the  area 
to  be  selected  by  the  "persons  in  charge  of 
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public  places"  (school  boards?),  within  the  limits 
imposed  by  the  State  Fire  Marshall.  When  in- 
door smoking  is  allowed  (and  acceptable  to  the 
Fire  Marshall)  "ventilation  systems  must  be  in 
place  to  minimize"  (this  is  a difficult  issue)  "the 
toxic  effects  of  smoke."  The  recent  Environmen- 
tal Protection  Agency  statement  on  the  dangers 
of  second-hand  smoke  adds  pressure  for  public 
and  private  institutions  to  make  changes  in 
indoor  smoking  policies.  Unfortunately,  this 
official  statement  does  not  have  a legislative 
component. 

School  boards  that  have  not  established  a 
student  policy  prohibiting  the  use  of  tobacco 
products  in  their  school  system  are  in  the  minor- 
ity in  the  State  of  Nebraska.  Legislation  to 
promote  such  a policy  was  favored  by  over 
75%  of  reporting  school  districts.  The  Ne- 
braska Clean  Indoor  Air  Act  provides  a frame- 
work for  schools,  but  falls  short  of  promoting 
the  message  of  a Tobacco-Free  Nebraska. 

We  hope  the  presence  of  student  smoking 
policies  in  most  reporting  schools  will  be  an 
impetus  for  school  districts  without  policies  to 
adopt  them,  extending  this  prohibition  extends 
to  ah  tobacco  products.  Hopefully,  all  schools 
will  further  examine  their  policies  in  view  of 
current  law  and  move  to  correct  deficiencies, 
support  smoking  cessation  classes  for  their 
faculty  and  staff,  and  even  students,  and  limit 
non-student  smokers  to  outdoor  designated 
smoking  areas. 

Physicians  and  health  care  professionals  are 
in  an  ideal  position  to  support  and  promote 
progressive  tobacco  abstinence  policies  in  their 
school  district.  The  Nebraska  Department  of 
Health  and  the  Nebraska  Chapter  of  the  Ameri- 
can Academy  of  Pediatrics  urge  all  physicians  in 
the  State  of  Nebraska  to  be  actively  involved 
with  promoting  tobacco-free  environments  in 
their  local  schools. 

SUMMARY 

A critical  effort  to  reduce  the  harmful  effects 


of  tobacco  is  to  promote  tobacco  abstinence 
among  the  nation's  adolescent  population.  In 
this  regard,  the  message  of  tobacco  tolerance 
within  the  education  system  of  the  State  of 
Nebraska  was  examined.  Although  the  majority 
of  schools  surveyed  have  an  encouraging  policy 
regarding  student  smoking,  it  has  not  yet  been 
universally  implemented.  In  addition,  the  to- 
bacco-use policies  for  non-students  within  pub- 
lic school  buildings  is  concerning.  The  Ne- 
braska Indoor  Clean  Air  Act  and  the  recent 
Environmental  Protection  Agency  warning  on 
second-hand  smoke  provides  a framework  for 
change.  Health  care  providers  can  be  pro- 
active in  encouraging  their  school  districts  to 
promote  the  goal  of  a Tobacco-Free  Nebraska. 
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ABSTRACT 

Since  publication  and  discussion  of  the  original  patients,  I have  continued  to  evaluate  patients  with  loss  or  near  loss 
of  consciousness  using  the  patient's  facial  color  as  a guide  to  underlying  etiology.1'2  This  has  consistently  provided  a quick, 
reliable  method  for  trying  to  sort  through  these  difficult  cases.  Others  have  similarly  noted  value  of  a pale,  ashen  facial 
color  in  diagnosing  patients  with  transient  loss  of  consciousness.*5 1 present  now  my  experience  with  the  first  1 00  patients 
presenting  with  syncope  and  associated  pale  facial  appearance. 


WHEN  evaluating  patients  with  loss 
or  near  loss  of  consciousness 
it  is  often  difficult  to  differenti- 
ate syncope  from  seizure,  faint  from  fit.  In 
studing  the  etiology  of  these  spells, 
electrophysiologic  monitoring  may  not  capture 
the  spell  or  may  not  be  available  at  the  time  of 
the  spell.  Thus,  a thorough  history,  including 
interviews  with  witnesses  with  attention  to  asso- 
ciated facial  color  is  helpful  in  sorting  out  this 
difficult  diagnostic  dilemma. 

The  color  of  the  patient's  face  at  the  time  of 
loss  or  near  loss  of  consciousness  may  help 
narrow  the  differntial  diagnosis  and  help  rule  in 
or  rule  out  a primary  seizure  disorder.  The  color 
choices  are  patriotic  (for  the  American):  Red  or 
flushed  - early  on  during  grand  mal  seizure, 
hypertensive  crisis,  alcoholism;  White,  ashen,  or 
ghost-like-hypotension,  cardiogenic,  rarely,  epi- 
leptic; Blue  or  cyanotic  - apnea.  Frequently  no 
associated  facial  color  change  may  be  associ- 
ated with  psychogenic  syncope. 

The  etiology  of  syncope  with  associated  pale 
facial  appearance  of  100  patients  is  outlined  in 
Table  1.  Most  of  these  episodes  occur  during 
exertion  or  erect  posture  and  can  be  abated  by 
lying  patient  supine;  this  posititoning  usually  has 
no  effect  on  seizures.  The  pale  facial  appear- 
ance of  syncope  occurs  secondary  to  dimin- 
ished blood  flow  to  head,  face  and  brain  and 
usually  occurs  as  a result  of  hypotension,  car- 
diac disease  (table  2),  and  rarely  temporal  lobe 
seizures.  The  facial  pallor  occurs  as  a peripheral 
manifestation  of  decreased  blood  flow  to  the 
head  and  face.  The  secondary  seizures  occur  as 
a central  manifestation  of  acute,  ineffective 
blood  flow  with  sudden  cerebral  ischemia  to  the 
head  and  brain. 


Thirty  of  the  1 00  pateints  (30%)  had  second- 
ary seizures;  29  of  these  were  generalized  and 
2 were  focal  (one  patient  had  both  a general- 
ized seizure  and  a focal  seizure).  Seventeen  of 
the  seizures  were  associated  with  hypotension. 

The  most  famous  case  of  syncope  with  asso- 
ciated pale  facial  appearance  occured  Wednes- 
day, January  8,  1992.  Having  viewed  the  tape, 
the  syncope  was  associated  with  the  secondary 
grand  mal  seizure. 

The  Washington  PostTokyo-Aclear, 
dramatic  video  tape  exists  showing  the 
moments  when  President  Bush  reeled, 
vomited,  passed  out  and  toppled  from 
his  chair  at  a dinner  here  Wednesday 
night. . . 

While  (Japanese  Prime  Minister) 
Miyazawa  and  Barbara  Bush  are  talking, 
the  stricken  President  closes  his  eyes 
and  his  head  reels.  He  turns  pale  and  his 
head  drops  to  his  chest.  Then  he  ap- 
pears to  pass  out  completely,  and  his 
body  slumps  to  the  left  and  he  vomits, 
toward  Miyazawa.  (Omaha  World  Her- 
ald, Saturday,  Januay  1 1,  1992). 

Thus,  the  identification  of  a pale  facial  ap- 
pearance in  association  with  syncope  or  near- 
syncope helps  narrow  the  differential  diagnosis 
to  hypotension,  cardiac  disease  or  rarely  tempo- 
ral lobe  epilepsy. 


Presented  in  part  at:  European  Neurologic  Society,  Lausanne, 
Switzerland  2 7 Jun  - 1 Jul  92.  Midwest  Clinical  Society,  Omaha, 
Nebraska  5-7  Nov  92. 

‘Address  correspondence  and  reprint  request  to:  J.F.  Aita, 
M.D.,  8601  West  Dodge  Road,  Suite  110,  Omaha,  Nebraska 
68114. 
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TABLE  1 

Etiology  of  Syncope  with  associated 
pale  facial  appearance  in  100  patients* 

I)  Hypotension  - 66  patients 

A)  Hypotension  - 1 8 

B)  Vagovagal  - 1 6 

1)  Micturition  - 6 

2)  Bowel  Movement  - 6 

3)  Coughing -2 

4)  Vomiting -4 

5)  Forceful  Crying  - 1 

C)  Cerebral  Orthostatic  Hypotension  - 1 

D)  Orthostatic  Hypotension  - 44 

1 )  Shy-Drager  - 1 

II)  Cardiac  - 45  Patients 

A)  Structural  Abnormality 

1 ) Prolapsed  Mitral  Value  - 20 

2)  Hypertrophic  Cardiomyopathy  - 1 

B)  Disturbance  of  Rate  and/or  rhythm 

1)  Tachycardia  - 9 

a)  Including  Paroxysmal 

Atrial  Tachycardia  (PAT)  - 8 

2)  Bradycardia  - 21 

a)  Including  Cardiac  Arrest  - 3 

3)  Arrhythmia  (61 1 6 PAC's/24  hrs)  - 1 

III)  Temporal  Lobe  Seizures  - 3 

IV)  Unknown  - 4 

'Numbers  do  not  equal  1 00  as  some  patients  had  multiple  etiolo- 
gies. 

TABLE  2 

Etiology  of  Hypotension  and  Cardiac  Disease 
that  can  produce  Syncope 

I)  Hypotension 

A)  Hypotension  Secondary  to: 

1 ) Lack  of  food 

2)  "Fatigue 

3)  Hyponatremia 

4)  Hyperventilation 

5)  Medications 

6)  Hypovolemia 

7)  Anemia 

8)  Blood  Donation 

9)  Venipuncture 

10)  Observing  Lumbar  Puncture 

11)  /p  prostatic  examination 

1 2)  Dissecting  Aortic  aneurysm 

13)  Cold  fluid  ingestion  /p  exercise 

14)  Carotid  Sinus  Hypersensiti\  Ity 

1 5)  Metabolic  and  Endocrine  Disturbance 

a)  Pheochromocytoma 

b)  Serotonin  secreting  tumor 

c)  Hyper-bradykininemia 

1 6)  Weight  Lifting  /p  jogging 

1 7)  Weddings  - ESP  Long  Catholic 
18)  Flu 

B)  Vagovagal  Response  /c 

1 ) Micturition 

2)  Bowel  Movement 

3)  Tussive 

4)  Vomiting 

5)  Crying 

C)  Orthostatic  Hypotension  - Cerebral 

D)  Orthostatic  Hypotension  - Systemic 

1)  Idiopathic 

2)  Medications 


3)  Weather 

4)  Underlying  illness 

5)  Anemia 

6)  Hypovolemia 

7)  Autonomic  Neuropathy 

a)  Diabetes 

b)  Alcoholism 

c)  Vitamin  Deficiency  Syndromes 

8)  Shy  Drager  Syndrome 

9)  Supine  Hypotension  of  Pregnancy 

a)  Obstruction  of  inferior  vena  cava 

b)  Poor  venous  return 

c)  Decreased  Cardiac  Output 

10)  Cardiovascular  Deconditioning  following 
any  illness  /c  prolonged  recumbency 

11)  CNS  Disorders 

a)  Multiple  sclerosis 

b)  Tabes  dorsalis 

c)  Parkinson's  disease 

d)  Vascular  Disease  of  brainstem 

e)  Neoplasms 

0 Cysts  - Parasellar,  Posterior  Fossa 

g)  Wernicke's  encephalopathy 

h)  Syringomyelia 

12)  High  Altitude 

II)  Cardiac  Disease 

A)  Structural  Abnormality 

1 ) Prolapsed  mitral  valve  - associated  /c  dis- 
turbances of  cardiac  rate  and/or  rhythm 
(vide  infra) 

2)  Impaired  Ventricular  Function 

a)  Myocardial  Infarction  (Ml) 

b)  Cardiomyopathy 

3)  Obstruction  to  flow 

a)  Valvular  Stenosis  - Aortic  Stenosis 

1 ) subvalvular,  including  Idiopathic  hyper- 
trophic subaortic  stenosis  (IHSS) 

2)  valvular 

3)  supravalvular 

b)  Atrial 

1 ) Myxoma 

2)  Thrombus 

c)  Cardiac  Tamponade 

d)  Pulmonary  Embolus  (PE) 

e)  1°  Pulmonary  hypertension 

4)  Conduction  Adnormalities  producing  com- 
pete heart  block 

a)  Structural  abnormalities  of  conduction 
system 

b)  Electrolyte  disturbance 

c)  Drug  Toxicity 

B)  Disturbances  of  rate  and/or  rhythm  (may  be 
associated  with  prolapsed  mitral  value) 

a)  Asystole 

b)  Bradycardia 

c)  Paroxysmal  Atrial  Tachycardia  (PAT) 

d)  Atrial  Fibrillation 

e)  Premature  Ventricular  Contractions  (PVC's) 

f)  Ventricular  Tachycardia 

g)  Ventricular  Fibrillation 
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INTRODUCTION 

CHANCES  are  good  that  most 
physicians  have  not  heard  the 
term  E-code.  Chances  are  also 
good  that  they  will  hear  more  of  that  term  in  the 
future.  This  article  will  use  a question  and  an- 
swer format  to  introduce  the  physician  and 
health  care  provider  with  the  terminology  and 
concepts  of  injury  surveillance. 

What  is  an  E-code? 

Simply  put,  it  is  a number  found  in  the  Inter- 
national Classification  of  Diseases,  9th  Revision, 
Clinical  Modificatin  (ICD-9  CM)  that  indicates 
the  external  cause  of  an  injury  (i.e.  motorcycle 
crash,  tap  water  scalds,  assault,  etc.)  and  can  be 
used  in  addition  to  the  more  familiar  N-code 
placed  on  the  Uniform  Hospital  Discharge  Data 
Set  (UHDDS)  to  describe  the  nature  of  injury 
(i.e.  skull  fracture,  burn  to  upper  extremity, 
contusion,  etc.).  When  the  E-code  is  placed  on 
the  hospital  discharge  data  set,  E-coding  allows 
for  injury  surveillance  in  a given  population. 

Who  is  recording  E-codes? 

Currently  28%  of  the  hospitals  in  Nebraska 
voluntarily  record  E-codes  on  their  UHDDS.1 
Also,  the  Lincoln-Lancaster  County  Health  De- 
partment, in  cooperation  with  the  three  private 
Lincoln  Hospitals,  collects  E-code  data  on  all 
discharged  patients,  as  well  as  all  patients  seen 
in  the  Emergency  Department.  Nationally,  seven 
states  (Arizona,  California,  Missouri,  New  York, 
Rhode  Island,  Vermont  and  Washington)  re- 
quire reporting  of  E-codes  in  the  hospital  dis- 
charge data. 

Why  is  E-coding  thought  to  be  important? 

For  every  injury  death,  there  are  45  injured 
persons  hospitalized  and  1300  who  visit  the 
Emergency  Department.  In  other  words,  the 
knowledge  of  patterns  of  injury  are  currently 
derived  from  mortality  statistics  that  account  for 
less  than  0.1%  of  all  injuries  reaching  medical 
attention.2  By  E-coding  non-fatal  injuries,  much 
more  can  be  learned  about  the  epidemiology  of 


injury,  therefore  allowing  for  the  development 
of  national,  state  and  local  interventions. 

Why  is  the  study  of  injury  thought 
to  be  so  important? 

In  the  United  States,  injuries  cause  more 
deaths  of  people  under  the  age  of  44  than  all 
other  illnesses  combined.  With  nearly  1 50,000 
injury  deaths  annually,  it  ranks  as  the  fourth 
leading  cause  of  death  for  all  age  groups  and  the 
leading  cause  of  years  of  potential  life  lost. 
About  25%  of  the  total  population  are  injured 
annually  and  non-fatal  injuries  account  for  1 of 
every  6 hospital  days  and  10%  of  all  hospitals 
discharges.3  In  1985,  it  was  estimated  that  the 
direct  and  indirect  cost  of  injury  in  the  U.S.  was 
over  1 50  billion  dollars.4  After  years  of  "neglect", 
the  public  health  and  medical  community  now 
understand  injury  as  a major  public  health  prob- 
lem.5,6 Researchers  are  moving  away  from  the 
attitude  of  injury  as  an  "accident"  and  toward  the 
approach  of  injury  as  an  illness.7  The  Centers  for 
Disease  Control  has  just  formed  the  National 
Center  for  Injury  Prevention  and  Control  to 
improve  response  to  the  problem. 

How  will  E-coding  assist  in  the  study  of  injury? 

Injury  surveillance  would  allow  for  quantita- 
tive estimates  of  injury  morbidity  and  mortality, 
detection  of  clusters  of  injury  events,  and  the 
identification  of  factors  associated  with  injury 
occurrences.8  This  epidemiologic  information 
could  then  be  used  to  design  injury  control 
programs,  as  well  as  evaluate  the  effectiveness 
of  these  programs.9 

Who  is  advising  that  E-codes  be  used? 

In  1988  the  Council  of  State  and  Territorial 
Epidemiologists  recommended  that  all  hospital 
discharge  summaries  of  injured  patients  include 
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the  E-code  to  describe  the  external  cause  of 
injury.10  Since  then,  the  National  Committee  on 
Vital  and  Health  Statistics,"  American  Health 
Information  Management  Association,  and  the 
American  Public  Health  Association  have  all 
recommended  the  use  of  E-codes. 

How  would  E-code  databases  be  used? 

The  use  of  these  databases  is  limited  only  by 
the  imagination.  In  Lancaster  County  the  data 
has  been  used  to  develop  a descriptive  report, 
and  several  educational  materials.  Additionally, 
the  data  is  being  used  as  a baseline  for  the 
evaluation  of  a childhood  scald  prevention  pro- 
gram in  Lincoln  day-care  homes,  and  has  sup- 
ported the  need  for  an  agricultural  injury  pre- 
vention program  in  the  county. 

If  Nebraska  had  a statewide  E-code  database, 
it  would  be  easier  to  answer  questions  such  as: 
Does  seat  belt  law  result  in  fewer  and  less  costly 
injuries?  Why  is  the  death  rate  in  motorvehicle 
crashes  nearly  100%  higher  in  the  most  rural 
counties  of  Nebraska  than  the  urban  counties? 
What  ages  and  under  what  circumstances  do 
most  farm  related  injuries  occur?,  etc. 

How  much  will  it  cost  hospitals  to 
implement  E-coding? 

It  has  been  estimated  that  the  implementa- 
tion cost  would  be  about  $600  per  hospital.12 
There  would  be  minimal  extra  time  required  of 
the  medical  record  coder,  who  after  assigning 
N-codes  would  be  asked  to  assign  the  E-code. 
The  Centers  for  Disease  Control  and  Prevention 
is  in  the  process  of  developing  national  E-coding 
guidelines  and  training  materials  to  assist  in  the 
education  of  hospital  medical  information  per- 
sonnel on  the  use  of  E-codes.13 

Where  do  hospitals  report  E-codes? 

Currently,  there  are  no  national  guidelines.  In 
the  7 states  that  require  E-code  reporting,  the 
information  is  reported  to  agencies  as  varied  as 
the  State  Health  Department,  state  hospital 
associations  or  state  hospital  data  council.  The 
hospitals  in  Lancaster  County  voluntarily  report 
E-code,  N-codes,  charges  and  demographic  in- 
formation to  the  County  Health  Department.  In 
Nebraska,  hospitals  are  not  currently  required 
to  report  E-code  information,  however,  there 
will  be  legislation  introduced  in  the  1993  Ne- 
braska Legislature  to  require  E-coding  from  all 
hospitals. 


Summary 

Injury  is  a major  public  health  problem.  E- 
coding  is  an  important  epidemiologic  tool  that 
would  allow  for  quantitative  estimates  of  injury 
morbidity  and  mortality.  This  information  could 
then  be  used  to  develop  and  evaluate  injury 
control  interventions.  E-coding  has  been  suc- 
cessfully implemented  at  the  county  level  in 
Nebraska  and  efforts  should  be  supported  to 
expand  this  effort  statewide. 
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ASK  A LAWYER 


1 . Do  I need  a release  from  my  patient  when 
medical  records  are  requested  by  an  attor- 
ney in  a workers  compensation  case? 

No.  Neb.  Rev.  Stat.  § 48-120  states  that 
information  about  the  treatment  or  examina- 
tion of  an  injury  for  which  compensation  is 
sought  is  not  privileged  for  purposes  of  a work- 
ers' compensation  claim.  Under  the  law,  once  a 
patient  attempts  to  collect  workers'  compensa- 
tion for  an  injury,  he  or  she  waives  the  privilege 
to  keep  your  diagnosis  and  treatment  records 
relevant  to  the  particular  injury  confidential.  All 
a physician  needs  to  do  is  be  satisfied  that  such 
a workers'  compensation  claim  has  been  filed. 
Medical  and  hospital  records  not  relevant  to  the 
particular  injury,  however,  are  privileged  and 
may  not  be  disclosed  without  the  consent  of  the 
patient. 

2.  When  an  insurance  company  pays  me  less 
than  the  full  amount  of  my  bill  in  a work- 
ers' compensation  case,  may  I collect  the 
balance  directly  from  my  patient,  the  work- 
ers' compensation  claimant? 

No.  Neb.  Rev.  Stat.  § 48-120  allows  the 
Nebraska  Workers'  Compensation  Court  to 
adopt  a schedule  of  maximum  fees  for  various 
services  based  on  the  "regular  charge"  for  those 
services  in  similar  cases.  The  schedule  is  avail- 
able to  the  public  through  the  compensation 
court.  If  your  charges  exceed  the  amounts  in  the 
fee  schedule,  you  many  not  collect  or  attempt 
to  collect  any  amount  in  excess  of  the  maximum 
fee  established  by  the  compensation  court.  The 
fee  schedule  is  reviewed  periodically,  so  if  you 
disagree  with  the  rates  it  establishes,  you  can 
write  to  the  Workers'  Compensation  Court  at 
the  State  Capitol,  Lincoln,  NE  68509. 

3.  What  are  my  responsibilities  if  a patient 
comes  to  my  office  with  an  injury  and  I 
suspect  foul  play? 

In  general,  the  physician-patient  privilege 
prohibits  disclosure  of  confidential  communica- 
tions patients  make  for  the  purpose  of  diagnosis 
or  treatment.  There  are,  however,  cases  in  which 


the  privilege  does  not  apply.  Under  Neb.  Rev. 
Stat.  § 28-902,  you  must  include  the  name  and 
address  of  the  person  treated,  along  with  a brief 
description  of  the  injury. 

It  may  be  difficult  at  times  to  determine 
whether  an  injury  was  the  result  of  criminal 
conduct.  While  it  is  generally  clear  that  you 
would  need  to  report  a bullet  or  knife  wound,  it 
is  less  clear  whether  severe  facial  bruises  or  cuts 
indicate  criminal  conduct.  Since  failure  to  re- 
port injuries  of  violence  is  a Class  III  misde- 
meanor, it  is  usually  safest  to  tell  the  police 
about  every  injury  you  treat  that  appears  to 
have  been  the  result  of  criminal  activity. 

Neb.  Rev.  Stats.  §§  28-372  and  28-711 
impose  similar  requirements  on  you  to  report 
cases  of  abuse  of  a vulnerable  adult  (any  person 
18  or  older  who  has  a substantial  mental  or 
functional  impairment)  or  abuse  of  a child. 
Under  the  statutes,  if  you  have  reasonable 
cause  to  believe  that  a vulnerable  adult  or  child 
has  been  subjected  to  abuse  or  neglect  or 
circumstances  which  would  result  in  abuse  or 
neglect,  you  must  report  the  incident  to  the 
proper  law  enforcement  agency  or  the  Depart- 
ment of  Social  Services.  You  may  contact  the 
department  through  its  statewide  toll-free  num- 
ber, 800-652-1 999,  or  at  (402)  471-5128.  Your 
oral  report  in  either  case  must  contain  your 
name  and  address,  the  name,  address  and  age 
of  the  abused  or  neglected  adult  or  child,  the 
nature  of  the  abuse  or  neglect,  evidence  of 
previous  abuse  or  neglect,  and  any  other  helpful 
information.  Neb.  Rev.  Stats  §§  28-375  and  28- 
71 5 provide  that  you  cannot  be  sued  for  making 

such  a report  in  good  faith. 

★ ★★ 

"Ask  a Lawyer'  is  a new  feature  of  the  Nebraska  Medical 
Journal.  If  you  have  a legal  question  of  general  interest,  please 
write  the  Nebraska  Medical  journal.  Answers  to  your  questions 
will  be  provided  by  the  Nebraska  Medical  Association's  legal 
counsel:  Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue 
were  provided  by  Charles  M.  Pallesen,  Jr.,  with  the  assistance 
of  UNL  College  of  Law  student  Jon  Bruning,  of  the  Cline 
Williams  office.  Questions  relating  to  specific  detailed  factual 
situations  should  continue  to  be  referred  to  your  own  counsel. 
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WELCOME  NEW  MEMBERS 


Terence  L.  Zach,  M.D. 

3001  Douglas  - 7 North 
Omaha,  NE  68131 

Thomas  J.  Cinque,  M.D. 

Creighton  University  School  of 
Medicine 

2500  California  Plaza 
Omaha,  NE  681  78 

Michael  C.  Longley,  M.D. 

9110  W.  Dodge  Rd.,  #290E 
Omaha,  NE  68114 

Scott  A.  Gale,  Jr.,  M.D. 

102  McNeel  Lane 
North  Platte,  NE  69101 

Mike  Finkner,  M.D.  (reinstated) 
Box  361 G,  RR  #2 
Kearney,  NE  68847 

Michael  P.  Ferris,  M.D. 

630  N.  Cotner 
Lincoln,  NE  68505 


Fay  K.  Coleman,  M.D. 
Bergan  Mercy  Hospital 
7500  Mercy  Rd. 

Omaha,  NE  68124 

Kenric  M.  Murayama,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198 

Mark  V.  Wilson,  M.D. 
Methodist  Hospital 
8303  Dodge  St. 

Omaha,  NE  68114 

Guillermo  Huerta,  M.D. 
7710  Mercy  Rd.,  #307 
Omaha,  NE  68124 

Timothy  R.  Malloy,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198 

Laeth  Nasir,  M.D. 

UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-5280 

Franc  Wallace,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 
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COMING  MEETINGS 


CREIGHTON  UNIVERSITY 

JULY  29,  1 993  — International  Humanae  Vitae 
Conference  - 25th  Anniversary  Celebration  - 
Holiday  Inn  Central,  Omaha,  NE. 

SEPTEMBER  2-3,  1993  — 2nd  Annual  Current 
Concepts  in  the  Care  of  the  Ventilator  De- 
pendent Patient-  Marriott  Hotel,  Omaha,  NE 

SEPTEMBER  17,  1993  - T.T.  Smith  Lecture  - 
Boys  Town  National  Research  Hospital  Audi- 
torium, Omaha,  NE  (Tentative) 

OCTOBER  29-30,  1993  - the  Eighth  Annual: 
Day  With  The  Perinatologists  (Critical  Care 
Obstetrics  in  the  90's)-Marriott  Hotel,  Omaha, 
NE. 

NOVEMBER  28 -DECEMBER  3, 1 993  — FLASOG 
- Latinamerican  Federation  of  Societies  of 
Obstetrics  and  Gynecology  - Panama  City, 
Panama 

DECEMBER  1 7-18  1993  - Therapeutic 
Laparoscopy  for  General  Surgeons  - 1993 
Advanced  Course  - Creighton  University 
School  of  Medicine,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C. 

O'Neill,  Ph.D.,  Associate  Dean,  Creighton  University  CME 

Division,  2500  California  Street,  Omaha,  NE  68178. 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

AUGUST  28,  1993  — Practical  Pulmonary  In 
Primary  Care:  Update  1993,  Mahoney  State 
Park,  Ashland,  Nebraska.  Target  Audience: 
Primary  Care  Physicians,  Fee:  $25 

SATURDAY,  SEPTEMBER  11,  1993  - 6th  An- 
nual Internal  Medicine  Update,  UNL  Student 
Union,  Lincoln,  Nebraska.  Target  Audience: 
Primary  Care  Physicians,  Fee:  $35. 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 
1 993  — Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 


Nebraska.  Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23, 1 993  — Interdisciplinary  International  Sym- 
posium on  Gastrointestinal  Dysfunction  in 
Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists,  Physiologists  and 
Psychologists.  Fee:  $150. 

MONDAY-SATURDAY,  OCTOBER  4-9,  1993 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

FRIDAY  AFTERNOON,  OCTOBER  8,  1993  - 
UNMC  College  of  Medicine  Alumni  Day,  (in 
conjunction  with  the  Omaha  Midwest  Clinical 
society  Meeting)  UNMC  Campus,  Omaha, 
Nebraska.  Target  Audience:  College  of  Medi- 
cine Alumni. 

FRIDAY  EVENING  - MONDAY,  OCTOBER  29- 
NOVEMBER  1,  1993  — Advanced  Curricu- 
lum on  Women's  Health,  Marriott  Marquis, 
New  York  City,  New  York.  Target  Audience: 
Primary  Care  Physicians,  Fee:  $700;  $625 
before  September  15,  1993. 

THURSDAY-FRIDAY,  NOVEMBER  4-5, 1 993  - 
Vascular  Surgery  Conference,  Red  Lion  Ho- 
tel, Omaha,  Nebraska. 

THURSDAY-SATURDAY,  DECEMBER  2-4, 1 993 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Gyn  Society  Annual  Scientific 
Session)  Bally's,  Las  Vegas,  Nevada.  Target 
Audience:  Primary  Care  Physicians,  Fee:  $275 

SATURDAY,  FEBRUARY  1 2, 1 994-3rd  Annual 
Advances  in  Diagnosis  and  Management  of 
Cardiovascular  Diseases,  Omaha  Marriott 
Hotel,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians  and  Cardiologists. 
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SUNDAY-FRIDAY,  FEBRUARY  20-25, 1994-1 2th 
Annual  Park  City  Multidisciplinary  Eye  and 
Facial  Plastic  Surgery  Conference,  Olympia 
Park  Hotel,  Park  City,  Utah.  Target  Audience: 
Ophthalmologists,  Plastic  Surgeons,  Fee:  $450. 

SUNDAY-FRIDAY,  MARCH  6-11,  1994  - 14th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians,  Fee:  $400. 

1 1 DAYS,  MARCH  1 4-25,  1 994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY  - SATURDAY,  APRIL  1 4-1 6,  1 994  - 
Diagnostic  Dilemmas  in  Women's  Health  Care, 
Marriott  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Fee:  $200. 

11  DAYS,  APRIL  18-29,  1994  - Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1250  - split 
sessions. 


ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT-  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider and  Reverification. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Numer  and 
ask  for  Continuing  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 


MAYO  FOUNDATION 

AUGUST  7,  1993  — Dietetics  & Nutrition  at 
Mayo,  Mayo  Foundation,  Rochester,  MN. 

SEPTEMBER  9-1 0,  1 993  — Hepatology  Update, 
Mayo  Foundation,  Rochester,  MN. 

SEPTEMBER  17-18,  1993  — Women  In  Medi- 
cine and  Healthcare  Leadership,  Mayo  Foun- 
dation, Rochester,  MN. 

SEPTEMBER  19-29,  1993  - VI  International 
Symposium  on  Tuberous  Sclerosis  Complex, 
Program  Site:  Rochester,  MN. 

OCTOBER  1-3,  1993  — Mayo  Telemedicine 
Symposium  - Telemedicine  and  Access  to 
Care.  Program  Sites:  Rochester,  MN,  Jack- 
sonville, FL.  & Scottsdale,  AZ. 

OCTOBER  2-5,  1993  — IV  International  Work- 
shop on  Multiple  Myeloma,  Program  Site: 
Rochester,  MN. 

OCTOBER  8-9, 1 993  — Gastroenterology  Motil- 
ity Update.  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  21-22,  1 993  — Pediatric  Days  1 993. 
Mayo  Foundatiion,  Rochester,  MN. 

OCTOBER  23-24, 1 993  — Update  in  Cardiovas- 
cular Disease,  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  30-31,  1993  — Clinical  Autonomic 
Quantitation  Workshop,  Mayo  Foundation, 
Rochester,  MN. 

FEBRUARY  1 0-1 2, 1 994  — Mayo  Clinic  State-of- 
the-Art  Symposium:  Arrhythmia  Management, 
Napa  Valley,  CA. 

Contact:  Postgraduate  Courses,  Section  of  Continuing 

Medical  Education,  Mayo  Foundation,  Rochester,  MN 

55905,  Phone:  Toll  Free  800-323-2688. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 
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THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER, 

Washington  D.C. 

SEPTEMBER  1 1-14,  1993  - The  Decade  of  the 
Brain:  An  International  Conference.  Location: 
The  Omni-Shoreham,  Washington,  DC,  28 
credit  hours,  AMA  Category  1. 

The  contact  person  is  John  F.  Vargo,  George  Washington 
University  Medical  Center,  Office  of  CME,  2300  K Street,  NW, 
Washington  DC  20037,  202-994-4285  (phone),  202-994-1791 
(fax). 

OCTOBER  1-3, 1 993  — International  LiverSympo- 
sium.  Location  Marriott  Crystal  Gateway  Ho- 
tel, Arlington,  VA. 

OCTOBER  9-1 3,  1 993  — Gastroenterology  Board 
Review  Course.  Location:  Marriott  Crystal  Gate- 
way Hotel,  Arlington,  VA,  42  credit  hours,  AMA 
Category  1,  $650.00  physicians,  $500.00  resi- 
dents and  fellows. 

The  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 

OCTOBER  24-27, 1 993  — 1 5th  Annual  Society  For 
Medical  Decision  Making  Meeting.  Location: 
Sheraton  Imperial  Hotel,  Raleigh/Durham,  NC. 

The  contact  person  is  Maria  Corrick,  SMDM,  George 
Washington  University  Medical  Center,  Office  of  CME,  2300  K 
Street,  NW,  Washington  DC  20037,  202-994-4285  (phone), 
202-994-1791  (fax). 

DECEMBER  27-31,  1 993  — Drug  Therapy  for  the 
90's:  An  Update  in  Mechanisms  of  Action  in 
Clinical  Utilization.  Location:  Snowbird,  Utah, 
18  credit  hours.  AMA  Category  1. 

The  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 


OMAHA  MID-WEST  CLINICAL  SOCIETY 

WEDNESDAY,  THURSDAY  and  FRIDAY,  OC- 
TOBER 6,  7 & 8,  1993  - 61st  Annual  Post- 
graduate Assembly,  Red  Lion  Hotel,  Omaha. 

For  information,  please  contact:  Miss  Lorraine  Seibel, 
Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 
7389  Pacific  Street,  Suite  229,  Omaha,  Nebraska  6 8114. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 

WASHINGTON  UNIV.  SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

FRIDAY-SATURDAY,  September  10-12,  1993  - 
Frontiers  In  Endosurgery:  Advances  in 
Endourological  Techniques  and  Technology, 
Location:  Washington  University  Medical  Cen- 
ter, St.  Louis,  Missouri,  18.5  credit  hours  AMA 
Category  1,  Program  Chairmen:  Ralph  V. 
Clayman,  M.D.  and  Elspeth  Mcdougall,  M.D. 

FRIDAY-SATURDAY,  SEPTEMBER  1 7-1  8,  1 993  - 
Physician  Executive  Leadership,  Location:  Wash- 
ington University  Medical  Center,  St.  Louis, 
Missouri,  Program  Chairmen:  Walter  F.  Ballinger, 
M.D.  and  James  Hepner,  M.D. 

SATURDAY,  SEPTEMBER  18,  1993  - Suicide, 
Location:  St.  Louis,  Missouri. 

OCTOBER  6-1 4,  1 993  — Allergy  Abroad:  Holland 
and  Brussels,  Program  Chairman:  Phillip  E. 
Korenblat,  M.D. 

THURSDAY-SUNDAY,  NOVEMBER  1 1-1 4,  1993 
— Anesthesiology &The Geriatric  Patient,  Loca- 
tion: St.  Louis,  Missouri. 

WEDNESDAY-FRIDAY,  NOVEMBER  1 7-1 9, 1 993 
— Contemporary  Cardiothoracic  Surgery,  Lo- 
cation: The  Ritz-Carlton  Hotel,  St.  Louis,  Mis- 
souri, Program  Chairmen:  Joel  D.  Cooper,  M.D. 
and  Alec  Patterson,  M.D. 

SATURDAY,  NOVEMBER  20,  1993  - Hyper- 
cholestererolemia,  Location:  Marriott's  Pavil- 
ion Hotel. 

FRIDAY,  DECEMBER  3,  1993  - Women's 
Healthcare  Issues,  Location:  The  Ritz-Carlton 
Hotel,  St.  Louis,  Missouri,  Program  Chairman: 
Louis  Avioli,  M.D. 

SATURDAY,  DECEMBER  4,  1993  - Gl  Update, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Guissepe  Aliperti, 
M.D. 

THURSDAY-FRIDAY,  APRIL  21-22,  1994 -Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRIDAY-SUNDAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  Clayman,  M.D. 

For  further  information  on  any  of  the  above  seminars  contact: 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  66 0 South  Euclid  Avenue, 
Si  Louis,  Missouri,  6 31 10-1093,  (800)  325-9862  Interstate, 
(314)  362-6893  In  Missouri,  FAX  (3 14)  362-1087. 
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REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

ANNUAL  SESSION 
APRIL  23-25,  1993 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes, 
and  final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Darroll  J.  Loschen,  M.D.,  York  - Chairman;  Robert  F.  Shapiro,  M.D., 
Lincoln;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Christopher  C.  Caudill,  M.D., 
Lincoln;  Robert  C.  Osborne,  M.D.,  Lincoln;  Perry  T.  Williams,  M.D.,  Omaha; 
Richard  H.  Meissner,  M.D.,  Omaha;  Paul  E.  Collicott,  M.D.,  Lincoln;  Charles 
F.  Damico,  M.D.,  Hastings;  Ronald  W.  Klutman,  M.D.,  Columbus;  David  R. 
Little,  M.D.,  Hastings. 

The  Board  has  met  on  several  occasions  since  the  Fall 
Session  of  the  House  of  Delegates  and  presents  this 
report  to  the  House  for  its  consideration  at  the  1993 
Annual  Session. 

1.  RESOLUTION  #1  (F  92)  RESIDENCY  MEDICARE 

PROVIDER  NUMBERS 

This  resolution  asked  the  Nebraska  Medical  Associa- 
tion, through  an  appropriate  committee,  conduct  a 
feasibility  study  of  allowing  licensed  residents  to  obtain 
Medicare  provider  numbers,  and  to  study  its  impact  on 
their  residency  programs.  This  resolution  was  referred  to 
the  Ad-Hoc  Committee  Re:  Medicare,  and  a response  to 
this  resolution  will  be  included  in  this  report. 

2.  RESOLUTION  #2  (F  92)  PROFESSIONAL  COURTESY 

This  resolution  asked  that  the  NMA  Board,  at  its 
discretion,  conduct  an  informal  membership  survey  of 
the  current  practices  in  Nebraska  regarding  professional 
courtesy,  and  convey  the  results  to  the  membership.  A 
professional  courtesy  survey  was  distributed  to  Associa- 
tion members  with  a newsletter  in  February.  There  was 
a 41.9%  response  to  the  survey  by  Association  mem- 
bers. The  numerical  tabulation  of  the  survey  is  as  fol- 
lows: 

1.  When  treating  a physician  or  his/her  family,  do 
you  routinely  extend  professional  courtesy? 

Yes  733  No  53.  No  Answer  1_1 

2.  If  "yes"  to  Ques.  #1,  to  what  extent  do  you  dis- 
count your  fee? 

Totally  21  7 

Accept  Insurance  as  Payment  in  Full  594 

Percentage  Reduction  in  Fee  27 

Other  20  No  Answer  51 

3.  If  "yes"  to  Ques.  #1,  how  far  do  you  extend  your 
professional  courtesy  policy? 

Physician  Only  73 

Physician  and  Immediate  Family  Only  689 

Employees  of  Physician  69  Other  28 

No  Answer  52 

4.  When  seeking  treatment  from  a colleague,  do  you 
expect  professional  courtesy  to  be  extended? 

Yes  506  No  384  No  Answer  9 


5.  If  "yes"  to  Ques.  #4,  to  what  extent  do  you  expect 
this  professional  courtesy  to  extend? 

Total  Discount  of  All  Fees  44 

Acceptance  of  Insurance  as  Payment  in  Full  501 

Other  12  No  Answer  245 

6.  If  "yes"  to  Ques.  #5,  how  far  do  you  expect 
professional  courtesy  to  extend? 

Physician  Only  64 

Physician  and  Immediate  Family  Only  500 
Employees  of  Physician  1_5 
Other  5 No  Answer  253 

3.  RESOLUTION  #3  (F92)  DOUGLAS 
COUNTY  HOSPITAL 

This  resolution  called  on  the  NMA  to  urge  the  appro- 
priate state  agencies  to  change  the  health  care  facility 
status  of  the  Douglas  County  Hospital  in  order  for  the 
reimbursement  to  be  commensurate  with  the  level  of 
care  delivered.  In  the  absence  of  any  support  for  or 
against  the  resolution,  no  action  was  taken  by  the 
House  of  Delegates  on  this  matter.  It  was  pointed  out 
that  by  taking  no  action  on  the  resolution  the  net  effect 
was  that  the  resolution  died. 

4.  RESOLUTION  #4  (F  92)  ELIMINATION  OF 
PAYMENT  DIFFERENTIAL  FOR  "NEW  PHYSICIANS" 
The  resolution  called  on  the  NMA  to  endorse  then 

current  legislation  to  eliminate  the  payment  differential 
for  new  physicians,  and  our  congressmen  and  senators 
be  lobbied  to  support  the  legislation.  The  Association 
expressed  its  support  to  the  Congressional  delegation, 
however,  the  legislation  was  vetoed  as  a portion  of  the 
Tax  and  Urban  Aid  Bill.  S 1 76  has  been  introduced  in  the 
1993  Senate  which  includes  new  physician  payment 
provisions.  HR  21  has  been  introduced  in  the  House  of 
Representatives  and  it  too  includes  new  physician  pay- 
ment provisions 

5.  RESOLUTION  #5  (F  92)  MEDICAID 
PATIENT  INFORMATION 

This  resolution  called  on  the  Board  of  Directors  to 
work  with  the  Department  of  Social  Services  in  order 
that  the  provider  be  given  pertinent  medical  information 
(e.g.,  history  of  drug  abuse)  before  seeing  a patient  to 
enable  the  provider  to  have  the  opportunity  of  accept- 
ing or  rejecting  the  participant  as  a "lock-in".  During 
testimony  on  the  resolution,  it  was  reported  by  Depart- 
ment of  Social  Services  staff  that  such  information  could 
be  obtained  from  the  Department  of  Social  Services 
provided  an  authorization  for  release  of  medical  infor- 
mation was  specific  relative  to  mental  health,  alcohol 
and  drugs,  was  signed  by  the  patient  and  was  received 
by  the  Department.  This  matter  was  referred  to  the 
NMA  Ad-Hoc  Committee  on  Medicaid  Services  for  its 
consideration  and  further  development. 

6.  RESOLUTION  #6  (F  92)  MEDICARE/ 

MEDICAID  ACCESS 

This  resolution  called  on  the  NMA  Board  of  Directors 
to  establish  a system  by  which  Medicare  and  Medicaid 
access  can  be  monitored  so  that  medical  services  can 
be  provided  where  necessary;  and  directed  that  results 
of  the  system  be  reported  to  the  House  of  Delegates. 
The  Board  of  Directors  referred  this  resolution  to  the  Ad- 
Hoc  Committee  on  Medicaid  Services  and  to  the  Ad- 
Hoc  Committee  Re:  Medicare.  A survey  was  distributed 
to  Association  members  in  December,  1992,  which 
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provided  a geographic  area  analysis  of  the  access  situ- 
ation. The  results  of  the  survey,  by  Councilor  District, 
are  as  follows: 


Councilor  District: 

1 2 3 4 5 6 7 8 

9 

10 

11 

12 

? 

Total 

1.  Are  you  currently  seeing  Medicare  Patients? 
Yes  70  38  9 7 18  10  3 3 

13 

13 

5 

12 

9 

210 

No  320  00  000 

0 

0 

0 

0 

0 

5 

2.  Are  you  accepting  new  Medicare  patients? 
Yes  69  30  9 7 18  10  3 3 

13 

13 

4 

12 

7 

198 

No  2 10  0 00  000 

0 

0 

1 

0 

1 

14 

3.  Are  you  currently  seeing  Medicaid  Patients? 
Yes  77  37  9 7 18  10  3 3 

14 

13 

5 

12 

9 

217 

No  130  00  000 

0 

0 

0 

0 

0 

4 

4.  Are  you  accepting  new  Medicaid  Patients? 
Yes  70  35  9 7 16  10  3 3 

13 

12 

4 

11 

6 

199 

No  850  02  000 

1 

1 

1 

0 

1 

19 

RESOLUTION  #7  (F  92)  OBRA 
REGULATIONS  (INSPECTIONS) 

This  resolution  directed  that  the  NMA  continue  to 
monitor  the  OBRA  regulations  and  to  work  with  Doctor 
Horton  and  Mr.  Wright  concerning  OBRA  inspections 
in  Nebraska  nursing  homes.  Representatives  of  the  As- 
sociation are  meeting  with  Nebraska  Department  of 
Health  staff  on  an  ongoing  basis  to  discuss  various 
facets  of  the  nursing  home  inspection/requirement  is- 
sue and  it  is  felt  that  the  discussions  are  worthwhile. 
Representatives  of  the  Nebraska  Health  Care  Associa- 
tion are  scheduled  to  join  the  group  at  its  next  meeting 
for  purposes  of  continuing  dialogue  regarding  this  mat- 
ter. It  is  felt  that  continuing  discussions  will  be  beneficial 
for  all  parties  involved  in  functioning  under  the  OBRA 
regulations.  The  Association's  activities  regarding  this 
matter  will  be  carried  in  the  report  of  the  NMA  Advisory 
Committee  on  Nursing  Home  Regulations. 

8.  RESOLUTION  #8  (F  92)  LIFE  MEMBERSHIP 

This  resolution  dealt  with  the  granting  of  Life  Mem- 
bership to  members.  This  matter  was  referred  to  the 
Board  of  Directors  and  the  Commission  on  Association 
Affairs  for  further  study  and  a report  back  to  the  House 
of  Delegates  at  the  1993  Annual  Session.  This  matter 
has  been  considered  by  the  Commission  on  Association 
Affairs  and  their  report  reflects  their  response  on  this 
resolution. 

9.  RESOLUTION  #9  (F  92)  OBRA  REGULATIONS 

(PATIENT  VISITS) 

This  resolution  directed  that  the  Nebraska  Medical 
Association  Board  of  Directors  work  with  the  American 
Medical  Association  and  the  federal  government  re- 
garding the  patient  visit  issues  presented  in  the  OBRA 
regulations.  As  recommended  by  the  House  of  Del- 
egates, this  resolution  was  forwarded  to  the  AMA  del- 
egation for  introduction  in  the  1992  Interim  Session  of 
the  AMA  House  of  Delegates. 

10.  RESOLUTION  #10  (F  92)  PHYSICIAN  VISITS  RE: 

OBRA  REGULATIONS 

This  resolution  directed  the  Association  to  call  for 
nursing  home  patients  and  their  families  to  be  aware  of 
their  option  to  be  seen  only  when  medically  necessary, 
and  that  an  effort  be  made  by  the  Nebraska  Medical 
Association  and  the  American  Medical  Association  to 
contact  elected  representatives  in  Congress  to  modify 
this  onerous  regulation.  As  directed  by  the  NMA  House 
of  Delegates,  this  resolution  was  referred  to  the  AMA 
delegation  for  presentation  at  the  1992  Interim  Session 
of  the  AMA  House  of  Delegates. 


1 1 . RESOLUTION  #1 1 (F  92)  LEGISLATIVE  SOLUTION 

FOR  LIMITED  X-RAY  SYSTEM  OPERATOR  PROBLEM 

This  resolution  asked  that  the  NMA  seek  a legislative 

solution  to  the  problem  of  accessibility  and  affordability 
of  limited  x-ray  system  operator's  examinations.  The 
House  of  Delegates  recommended  the  resolution  be 
referred  to  the  Board  of  Directors.  The  Board  of  Direc- 
tors referred  this  resolution  to  the  Commission  on  Leg- 
islation and  Governmental  Affairs  for  its  consideration. 
An  NMA  Radiation  Safety  Working  Group  was  ap- 
pointed to  address  this  issue  and  its  report  will  update 
the  House  on  the  matter. 

12.  RESOLUTION  #12  (F  92)  AMERICANS  WITH 

DISABILITIES  ACT  COMPLIANCE 

This  resolution  called  on  the  Nebraska  Medical  As- 
sociation and  the  American  Medical  Association  to 
develop  a list  of  specifics  regarding  the  act  wherever 
possible,  and  that  information  on  acceptable  and  afford- 
able devices  be  provided  to  Nebraska  physicians.  This 
resolution  was  forwarded  to  the  AMA  delegation  for 
introduction  at  the  1992  Interim  Session  of  the  AMA 
House  of  Delegates.  In  addition,  the  availability  of  a 
significant  package  of  information  on  the  Americans 
with  Disabilities  Act  was  noted  in  the  NMA  newsletter. 
This  information  was  felt  by  the  Board  to  be  of  value  in 
assisting  physicians  in  determining  what  activities  needed 
to  take  place  in  other  offices  in  order  to  gain  a compli- 
ance status  regarding  the  Act.  The  AMA  information 
included  a video,  along  with  a guidebook  and  a list  of 
resources,  and  printed  materials  regarding  the  Act. 

13.  RESOLUTION  #13  (F  92)  OVERSIGHT 

OF  PHYSICIAN  ASSISTANTS 

This  resolution  presented  two  policy  statements 
dealing  with  physician  assistants.  The  first  statement 
related  to  the  physician  assistant  concept  in  general  and 
the  second  statement  dealt  with  the  supervision  of 
physician  assistants  that  are  utilized  in  a rural  satellite 
clinic  situation.  The  resolution  has  guided  the  Associa- 
tion in  its  consideration  of  LB  316,  currently  in  the 
Nebraska  Legislature,  which  addresses  supervision  re- 
quirements for  physician  assistants. 

14.  INVOLVEMENT  OF  WOMEN  PHYSICIANS 

The  Board  of  Directors  felt  it  would  be  beneficial  to 
involve  more  women  physicians  in  the  activity  areas  of 
the  Association.  Several  female  physicians  were  written 
and  asked  to  recommend  or  provide  names  of  addi- 
tional women  physicians  who  might  have  an  interest  in 
working  on  Association  commissions  and  committees. 
The  physicians  whose  names  were  submitted  were  writ- 
ten and  offered  an  opportunity  to  become  involved  in 
Association  activities  and  to  select  the  activity  area  of 
their  choice.  Those  who  expressed  a willingness  to 
become  involved  were  appointed  to  various  commis- 
sions and  committees. 

15.  CERTIFICATE  OF  NEED 

The  Association  was  contacted  by  Department  of 
Health  personnel  who  expressed  an  interest  in  jointly 
addressing  the  issue  of  submitting  certain  proposed 
medical  practice  areas  within  physicians'  offices  to  cer- 
tificate of  need  review.  Discussions  ensued  and  con- 
tinue regarding  whether  these  practice  activity  areas 
should  be  subject  to  certificate  of  need  or  whether  the 
issue  is  actually  one  of  quality  of  care  and  should  be 
addressed  through  some  other  mechanism.  The  official 
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position  of  the  Nebraska  Medical  Association  regarding 
certificate  of  need  is  one  of  opposition. 

16.  ANNUAL  AUDIT 

The  Association  finished  1992  with  a general  fund 
balance  of  $77,264  which  will  offset  the  budget-to- 
income  deficit  which  exists  for  1 993.  Membership  dues 
are  the  basic  and  primary  source  of  income  for  the 
Association.  Supplemental  income  generated  through 
administrative  fees  from  Association  endorsed  products 
and  services,  and  the  provision  of  support  services  to 
various  specialty  groups  assists  the  Association  finan- 
cially. The  Board  encourages  NMA  members  to  take 
advantage  of  the  various  membership  benefit  products 
and  services  that  have  been  endorsed  by  the  Associa- 
tion. The  products  and  services  include  the  Bartling/ 
Hinkle  collection  services,  group  term  life  insurance, 
Blue  Cross/Blue  Shield  group  health  insurance,  cellular 
phones,  electronic  pagers,  office  phone  systems,  fax 
machines,  Audio-Digest  subscriptions,  and  the  Physician's 
Directory  listing  in  the  Nebraska  Medical  lournal.  The 
Board  has  also  endorsed  a long  term  care  (nursing 
home)  insurance  package  being  offered  by  the  Principal 
Mutual  Life  Insurance  Company  which  is  a member  of 
the  Principal  Financial  Croup.  The  Board's  endorsement 
of  this  product  followed  a detailed  analysis  of  various 
companies'  coverage  by  an  insurance  consultant  as  was 
directed  by  the  House  of  Delegates.  Information  on  this 
new  product  is  currently  being  developed  and  will  be 
distributed  to  Association  members.  The  NMA  Visa  card 
(red  card)  is  still  available  and  two  additional  products 
are  now  being  offered.  The  Association  has  endorsed 
the  NMA  Visa  Cold  personal  card  under  the  auspices  of 
FirsTier  Bank,  N.A.,  and  the  NMA  Visa  corporate/busi- 
ness card,  which  likewise  is  offered  through  FirsTier 
Bank,  N.A.  Plans  are  underway  to  have  representatives 
of  several  of  the  membership  benefit  packages  and 
services  available  during  the  Annual  Session  to  assist 
Association  members  who  have  questions  or  wish  to 
participate.  The  Board  of  Directors  remains  vigilant  in  its 
oversight  of  the  Association's  financial  situation. 

17.  MEMBERSHIP 

The  Board  continues  to  closely  monitor  the  mem- 
bership statistics  of  the  Association.  We  ended  1992 
with  a total  physician  membership  of  1,896,  which 
establishes  a new  membership  record  for  the  Associa- 
tion. We  are  pleased  to  note  that  total  membership  thus 
far  in  1 993  exceeds  the  number  of  members  we  had  on 
a comparable  date  in  1 992.  A detailed  report  presenting 
various  membership  statistics  will  be  precented  at  the 
Fall  Session. 

18.  ASSOCIATION  APPOINTEES  OR  NOMINEES 

TO  VARIOUS  AGENCIES 

The  Association  is  often  requested  to  name  appoin- 
tees or  make  nominations  to  various  state  agencies.  The 
Board  of  Directors  recommended  that  Ronald  W. 
Klutman,  M.D.,  be  considered  for  appointment  by  the 
Governor  to  the  Radiation  Advisory  Council  of  the 
Nebraska  Department  of  Radiological  Health.  Doctor 
Klutman  was  subsequently  appointed. 

The  Board  received  a request  from  the  Department 
of  Health  that  two  physicians  be  appointed  by  the 
Association  to  the  Commission  on  Medical  Qualifica- 
tions. The  Board  recommended  that  Gordon  Hrnicek, 
M.D.,  be  appointed  and  that  Robert  G.  Osborne,  M.D., 
be  reappointed.  The  appointments  were  subsequently 
announced. 


The  Association  received  a request  from  the  Depart- 
ment of  Health  for  nomination  of  two  physicians  to  the 
Board  of  Advanced  Emergency  Medical  Care.  The  Board 
nominated  Stephen  C.  Stripe,  M.D.,  and  John  Finkner, 
M.D.,  for  reappointment  to  the  Board  of  Advanced 
Emergency  Medical  Care. 

The  Board  also  received  notification  that  two  mem- 
bers of  the  Board  of  Examiners  in  Medicine  and  Surgery 
were  up  for  consideration  of  reappointment.  The  Board 
recommended  that  Michael  J.  Haller,  M.D.,  and  Paul 
Considine,  D.O.,  be  considered  for  reappointment  to 
the  Board  of  Examiners  in  Medicine  and  Surgery. 

The  Board  recommended  that  Doctor  Chris  Caudill 
be  nominated  to  serve  on  the  State  Board  of  Health. 
Governor  Nelson  has  appointed  Doctor  Caudill  to  the 
Board  of  Health. 

19.  APPOINTMENT  OF  INTERIM  COUNCILOR 

Due  to  the  resignation  of  Richard  B.  Svehla,  M.D.,  as 
NMA  Councilor  for  the  First  District,  the  Board  consid- 
ered and  approved  a recommendation  by  the  Metro- 
politan Omaha  Medical  Society  that  Roger  S.  Jernstrom, 
M.D.,  be  appointed  to  fill  the  position.  Doctor  Jernstrom 
is  completing  Doctor  Svehla's  term  which  expires  at  the 
1993  Annual  Session. 

20.  NEBRASKA  MEDICAL  IOURNAL 

The  Board  of  Directors  met  with  Benjamin  R.  Gelber, 
M.D.,  the  Editor  of  the  Nebraska  Medical  lournal.  for 
purposes  of  receiving  an  update  on  lournal  activities. 
Doctor  Gelber  described  the  need  to  maintain  a suffi- 
cient backlog  of  articles  for  publication.  The  Board  has 
been  requested  to  prepare  and  solicit  articles  for  the 
lournal.  The  Board  encourages  members  of  the  Associa- 
tion to  submit  articles  to  Doctor  Gelber  in  order  that 
they  may  be  considered  for  possible  publication  in  the 
Nebraska  Medical  lournal. 

21.  COLUMBIA  INSTITUTE/KERREY  CONFERENCE 
The  Board  received  a request  from  the  Columbia 

Institute  that  the  Association  subsidize,  in  part,  an  April 
16-17  conference  being  co-chaired  by  Senator  Bob 
Kerrey  and  Governor  E.  Benjamin  Nelson.  The  title  of 
the  conference  is  "Health  Care  in  the  21st  Century: 
National  Challenges,  Nebraska  Solutions".  The  Execu- 
tive Committee  of  the  Board  determined  that  if  an  NMA 
representative  was  utilized  as  a speaker  on  the  confer- 
ence program,  the  Association  would  consider  a $1,000 
donation  to  the  effort.  Arrangements  were  finalized  and 
Doctor  Loschen  is  to  participate  as  a panel  member. 

22.  PHYSICIAN/PHARMACIST  COLLABORATION 
The  Board  received  a request  that  consideration  be 

given  to  exploring  the  development  of  a collaborative 
relationship  between  physicians  and  pharmacists  which 
would  provide  for  more  discretion  on  the  part  of  phar- 
macists in  the  selection  of  medications,  and  so  forth.  An 
initial  meeting  with  representatives  of  the  hospital  phar- 
macists organization  was  held  and  it  was  determined 
that  further  background  information  should  be  devel- 
oped prior  to  further  consideration  of  the  collaborative 
arrangement. 

23.  DELEGATE  REPRESENTATION 

The  Board  considered  two  matters  regarding  county 
society  representation  in  the  NMA  House  of  Delegates. 
The  first  issue  dealt  with  the  fact  that  the  Sarpy  County 

July  1993  Nebraska  Medical  Journal  193 


Medical  Society  was  merged  into  the  Metro  Omaha 
Medical  Society  effective  January  1,  1993.  Inasmuch  as 
delegate  representation  in  the  House  is  based  on  the 
membership  count  as  of  December  31  of  the  previous 
year,  and  the  Sarpy  County  Medical  Society  would  not 
have  been  represented  in  the  House  during  1993,  the 
Board  adopted  the  position  that  the  Sarpy  County  Medi- 
cal Society  membership  total  be  incorporated  in  the 
Metro  Omaha  Medical  Society  total  as  of  December  31 
in  order  that  seats  for  Sarpy  County  representatives 
could  be  included  in  the  Metro  Omaha  Medical  Society 
delegation. 

The  second  issue  dealt  with  the  language  in  the 
Bylaws  which  specifies  that  if  the  delegates  from 
"Lancaster  County"  and  "Douglas  County"  grow  to  ex- 
ceed 45%  of  the  House  representation,  the  table  of 
apportionment  is  to  be  revised.  For  clarification  pur- 
poses, the  Board  recommended  that  the  Commission 
on  Association  Affairs  propose  a change  in  the  Bylaws 
which  would  amend  the  wordage  to  include  only  del- 
egates representing  the  "Lancaster  County  Medical  So- 
ciety" and  the  "Metro  Omaha  Medical  Society"  when 
measuring  the  percentage  of  House  representation  these 
counties  hold.  The  possible  confusion  would  have  come 
into  play  if  Past  President  Delegates  and  Student  Del- 
egates were  tabulated  into  the  overall  percentage  figure 
from  those  two  counties.  Wordage  clarifying  this  matter 
is  being  submitted  to  the  House  of  Delegates  by  the 
Commission  on  Association  Affairs. 

24.  DISCIPLINARY  ACTIONS 

The  Association  was  offered  the  opportunity  to 
respond  to  Mark  B.  Horton,  M.D.,  Director  of  the  Ne- 
braska Department  of  Health,  regarding  the  disclosure 
of  disciplinary  actions  within  the  Department  of  Health. 
The  Association  recommended  to  Doctor  Horton  that 
information  on  actions  not  be  made  public  until  they  are 
proven  to  be  substantial  and  true. 

25.  PRO  FOURTH  SCOPE  OF  WORK 

The  Association  was  apprised  of  the  fact  that  the 
PRO'S  Fourth  Scope  of  Work  would  establish  the  situa- 
tion where  rural  hospitals  and  rural  physicians  will  be 
subject  to  closer  scrutiny  than  their  urban  counterparts. 
This  situation  is  brought  about  by  the  percentage  factor 
and  minimum  requirements  for  review  of  cases  by  the 
PRO.  NMA  President,  Darroll  J.  Loschen,  M.D.,  commu- 
nicated with  the  Health  Care  Financing  Administration 
regarding  this  matter.  A response  from  the  Director  of 
the  Office  of  Peer  Review  of  the  Health  Standards  and 
Quality  Bureau  of  HCFA  indicated  that  the  purpose  of 
the  equalization  sample  is  to  insure  that  the  beneficia- 
ries in  the  rural  setting  receive  protection  comparable  to 
that  afforded  to  beneficiaries  in  the  urban  setting.  He 
further  indicated  that  the  Fourth  Scope  of  Work  permits 
the  PRO'S  to  develop  an  alternate  equalization  plan 
whenever  the  PRO  feels  that  the  provider  burden  can  be 
reduced  without  adversely  affecting  the  beneficiary  pro- 
tection. He  recommended  that  the  Association  work 
closely  with  the  PRO  to  develop  an  alternate  to  the 
Health  Care  Financing  Administration's  basic  equaliza- 
tion plan.  This  matter  was  referred  to  the  NMA  PRO 
Overview  Committee  for  further  consideration. 

26.  INFORMATIONAL  ITEMS 

A.  POSSIBLE  LB  273  REVISIONS 

Officers  of  the  Association  were  present  at  a discus- 
sion meeting  called  by  the  Nebraska  State  Patrol  to 

review  possible  revisions  to  LB  273  (1988)  which 


revised  the  Controlled  Substance  Act.  Several  pos- 
sible revisions  were  proposed  and  the  consensus 
seemed  to  be  that  the  issue  needed  to  be  reviewed 
and  considered  in  greater  detail  prior  to  the  intro- 
duction of  legislation. 

B.  ROBERT  WOOD  JOHNSON  FOUNDATION 
APPLICATION 

The  Association  has  been  involved  in  the  Depart- 
ment of  Health's  submission  of  a grant  application  to 
the  Robert  Wood  Johnson  Foundation  for  funds  to 
support  the  Office  of  Rural  Health.  The  grant  has 
been  approved  and  the  Association  will  remain 
involved  in  the  project  to  the  extent  possible. 

C.  ALZHEIMER'S  ASSESSMENT  PROJECT 
Representatives  of  the  Board  met  with  Betty  Foster, 
Ph.D.,  and  Jane  F.  Potter,  M.D.,  regarding  the  imple- 
mentation of  their  Alzheimer's  Assessment  Project. 
It  was  felt  that  features  of  the  project  would  lend 
themselves  to  possible  input  from  or  participation 
by  the  NMA  Board  of  Councilors.  An  invitation  was 
extended  to  Doctor  Potter  to  address  the  Board  of 
Councilors  regarding  the  project  during  the  Annual 
Session. 

B.  MAHONEY  STATE  PARK  MEDICAL  CARE 
The  Board  considered  a letter  from  Tom  F.  Tonniges, 
M.D.,  relating  the  apparent  lack  of  on-site  medical 
care  for  visitors  to  Mahoney  State  Park  during  sum- 
mer weekends..  Representatives  of  the  Association 
met  with  an  officer  of  the  Nebraska  Game  and  Parks 
Commission  to  determine  if  there  was  an  agreeable 
mechanism  which  could  be  developed  to  provide 
medical  coverage  on  busy  weekends  during  the 
summer  months.  The  Commission  was  asked  to 
consider  the  feasibility  of  an  arrangement  whereby 
a physician  would  be  present  during  weekend  hours, 
be  provided  sleeping  facilities  for  him/her  and  fam- 
ily, and  be  on  call  should  emergencies  arise.  The 
Commission  subsequently  responded  that  it  was 
unable  to  accept  the  proposal. 

E..  MEDICAL  SCHOOL  COORDINATING 
COMMITTEES 

The  NMA/Creighton  Coordinating  Committee  and 
the  NMA/UNCM  Coordinating  Committee  have  met 
in  recent  months.  The  main  emphasis  of  these  com- 
mittees, which  include  Association  and  medical 
school  representatives,  is  to  maintain  a level  of 
communication  beneficial  to  all  involved.  Discus- 
sions have  included  membership,  student  and  house 
staff  participation,  medical  school  activities  and  ad- 
ditional subjects  of  mutual  interest.  The  Board  of 
Directors  feels  the  work  of  the  Coordinating  Com- 
mittees is  valuable. 

The  Board  of  Directors  presents  this  report  to  the 
House  of  Delegates  for  its  consideration  and  approval 
and  stands  ready  to  consider  items  which  may  be 
referred  to  the  Board  during  this  session. 

REPORT  OF  THE  DELEGATE  TO  THE  AMA 

The  1992  Interim  Session  of  the  AMA  House  of 
Delegates  met  at  the  Opryland  Hotel  in  Nashville,  Ten- 
nessee, December  6th  to  the  9th.  The  choice  of  location 
was  not  a favorite  of  most  of  those  in  attendance  as  the 
layout  of  the  hotel  and  the  atmosphere  did  not  lend  itself 
well  to  a serious  meeting  of  this  body. 
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The  meeting  was  dominated  by  the  uncertainties 
surrounding  the  election  of  a new  President  and  his 
campaign  themes  of  managed  competition,  universal 
coverage,  and  cost  reduction.  There  did  not  seem  to  be 
an  acceptable  definition  of  "managed  competition"  and 
for  a profession  already  reeling  under  a multitude  of 
increasing  regulations  with  cost  increasing  requirements, 
reduced  payments  for  Medicare  and  Medicaid  patients, 
plus  unilateral  decisions  on  the  part  of  government  for 
bundling  of  services  or  out  and  out  denial  of  payments 
for  others,  the  prospects  were  anything  but  optimistic. 
The  AMA  has  opposed  global  budgets  on  the  basis  that 
this  mechanism  forces  the  profession  to  do  the  rationing 
of  health  care  services  and  does  not  provide  for  services 
which  are  unanticipated  such  as  disease  epidemics, 
natural  disasters  and  the  like. 

During  the  meeting  the  Executive  Vice-President  of 
the  American  College  of  Physicians  issued  a news  re- 
lease blasting  the  AMA's  position  as  being  "non-realistic” 
and  not  in  support  of  cost  control  in  health  care.  This 
was  a misstatement  of  fact  and  was  responded  to 
forcefully  by  the  AMA  leadership.  However,  this  contro- 
versy should  serve  as  a wake-up  call  to  all  physicians  and 
physician  organizations  and  remind  us  that  "united  we 
stand-divided  we  fall".  There  are  several  physician  groups 
which  are  currently  pushing  their  own  agendas  with  the 
Congress  which  may  result  in  short  term  benefits  to 
those  organizations  but  may  result  in  detrimental  results 
for  the  profession  as  a whole.  I am  reminded  of  our 
discussions  with  the  members  of  the  Medical  Associa- 
tion of  Belgium  in  1 966.  We  were  admonished  to  not  let 
the  profession  become  divided  or  we  would  all  be  losers 
as  had  happened  in  their  country. 

Nebraska  resolutions  were  dealt  with  in  the  follow- 
ing manner: 

Resolution  209  which  asked  the  AMA  to  inform 
members  of  the  federation  of  the  guidelines  for 
informing  nursing  home  residents  and  their  families 
of  their  option  to  be  seen  only  when  medically 
necessary  rather  than  every  60  days  was  referred  to 
the  Board  of  Trustees  for  decision. 

Resolution  210  which  asked  the  AMA  to  request  the 
appropriate  Federal  Agency  to  provide  reasons  for 
the  requirement  for  increased  frequency  of  physician 
visits  to  nursing  home  patients  and  the  cost  effective- 
ness of  this  change  and  an  explanation  to  the  families 
of  private  pay  residents  was  adopted. 

Resolution  211  regarding  specifics  for  physician  of- 
fices in  complying  with  the  Americans  with  Disabili- 
ties Act  was  considered  a reaffirmation  of  AMA 
policy.  (However,  a review  of  the  material  generated 
by  the  AMA  to  date  contains  few  specifics  and 
appears  to  leave  this  issue  as  one  for  each  individual 
or  group  of  physicians  to  decide  on  their  own  or 
perhaps  be  decided  in  court  should  a complaint  be 
filed  against  them.) 

Other  actions  of  the  House  of  Delegates  of  note  are 
recapped  below: 

Substitute  Resolution  237  "Repeal  of  CLIA"  was 
adopted  as  follows: 

"Resolved,  That  the  American  Medical  Association 
work  through  appropriate  regulatory,  legislative  or 


judicial  channels  for  changes  in  the  Clinical  Labora- 
tory Improvement  Amendments  (CLIA)  1 988  or  elimi- 
nation of  those  portions  of  the  CLIA  '88  regulations 
that  do  not  improve  patient  care;  and  be  it  further 

Resolved,  That  the  AMA  Board  of  Trustees  study 
whether  to  seek  repeal  of  CLIA  '88,  take  all  appropri- 
ate actions  and  report  back  to  the  House  of  Del- 
egates at  the  1 993  Annual  Meeting;  and  be  it  further 

Resolved,  That  the  AMA  Board  of  Trustees  continue 
to  work  to  achieve  changes  that  markedly  reduce  or 
eliminate  the  obstacles  experienced  by  physicians 
under  CLIA  '88,  with  the  understanding  that  should 
this  not  be  successful  the  Association  shall  move  to 
seek  legislative  repeal  of  CLIA  '88." 

Substitute  Resolution  239  regarding  CLIA  regula- 
tions was  adopted  as  follows: 

"Resolved,  That  the  American  Medical  Association 
study  the  impact  on  cost  and  quality  of  care  of  test 
misclassifications  under  the  Clinical  Laboratory  Im- 
provement Amendments  (CLIA)  1988  regulations, 
and  use  information  from  this  analysis  in  an  aggres- 
sive, nationwide  campaign  to  assure  proper  test 
classification." 

Resolution  1 38's  first  resolve  to  encourage  HCFA  to 
restore  2.8%  reduction  which  is  applied  to  the  RBRVS, 
to  achieve  budget  neutrality,  was  adopted  and  the  2nd 
resolve  which  encouraged  HCFA  to  achieve  budget 
neutrality  through  an  adjustment  of  the  conversion  fac- 
tor was  referred  to  the  Board  for  decision. 

Report  PP  of  the  Board  of  Trustees  was  adopted  as 
amended.  The  recommendations  of  this  report  are  as 
follows: 

RECOMMENDATIONS 

The  Board  of  Trustees  recommends: 

1.  That  Policy  165.960,  Section  II  C(2)  be  amended 
by  addition  to  read:  "AMA  negotiation  with  the 
federal  government  regarding  the  Medicare  pro- 
gram be  extended  to  include  federal  Medicaid 
responsibilities"  [as  called  for  in  Res.  139  (A-92)] 

2.  That  Policy  165.960  be  revised  to  read  as  follows: 
"All  Americans  should  have  defined  health  care 
coverage  that  includes  access  to  a fully  licensed 
physician  (MD/DO)  when  such  persons  believe 
that  they  have  a health  problem. 

3.  That  Policy  165.951  (3)  be  amended  by  addition 
to  read: 

g.  "Patient  Responsibility  Patients  have  a respon- 
sibility to  share  in  the  health  care  decisions  that 
affect  their  lives. 

h.  Innovative  Insurance  Underwriting  (a)  States 
should  prohibit  all  insurers  and  self-insurers  from 
biased  risk  selection  through  premium-setting,  un- 
derwriting, or  marketing  techniques,  (b)  To  the 
extent  possible,  patients  who  change  insurers 
should  be  permitted  to  retain  their  physicians. 

i.  Health  Promotion  and  Disease  Prevention 
States  should  encourage  educating  the  public 
regarding  health  risk  and  expectations  regarding 
the  efficacy  of  health  care  services  through  school 
health  programs  and  accurate  media  reporting. 
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j.  Administrative  Costs  and  Paperwork  (1)  All 
administrative  systems  (including  utilization  man- 
agement) should  be  as  uniform  as  possible.  (2) 
The  administrative  systems  of  all  third  party  payors 
should  be  evaluated  regularly  by  the  National 
Association  of  Insurance  Commissioners  as  to 
their  total  efficiency,  including  their  costs  to  pa- 
tterns and  physicians. 

k.  Portability  and  Continuity  of  Coverage  All  full 
time  employees  covered  through  the  work  place 
should  (1 ) have  the  right  to  convert  an  employer 
group  plan  to  individual  or  family-based  coverage 
upon  termination  of  employment  at  the  same 
terms,  conditions,  and  premiums  as  under  the 
group  plan;  (2)  upon  start  of  new  employment,  be 
eligible  for  coverage  in  a basic  benefits  plan  with 
no  waiting  periods  or  preexisting  condition  exclu- 
sions. 

4.  That  the  Board  and  the  TAC,  in  conjunction  with 
relevant  AMA  councils,  continue  to  analyze  po- 
tential HAA  policy  enhancements  to  include  prac- 
tice parameters  and  quality  assurance,  additional 
preventive  services  in  the  minimum  benefits  pack- 
age, and  other  options  addressing  health  care 
spending,  for  possible  inclusion  in  HAA  policy, 
advocacy,  and  legislative  initiatives  as  appropri- 
ate. 

5.  That,  pending  completion  of  the  Association's 
analysis  of  criteria  for  inclusion  of  services  in  the 
AMA  minimum  benefits  package,  the  AMA  should 
(a)  urge  all  insurance  companies  to  make  avail- 
able for  purchase  group  and  individual  policies 
providing  coverage  for  preventive  services,  in- 
cluding those  already  in  the  minimum  benefit 
package,  and  (b)  urge  employers  to  offer,  as  an 
optional  benefit,  coverage  for  such  additional 
preventive  services  at  the  employee's  expense, 
and  the  employers  offering  such  coverage  inform 
their  employees  of  the  additional  premium  cost 
incurred  for  each  preventive  service  covered. 

6.  That  the  AMA  continue  to  provide  action-ori- 
ented assistance  to  the  states  on  all  aspects  of 
health  system  reform,  including  assistance  on  the 
individually  mandated  health  insurance  reform 
option. 

7.  That  policy  165.960  (10)  that  reads:  "Health  insur- 
ance market  reform  is  essential,  particularly  for 
the  small  business  market,  and  community  rating, 
elimination  of  preexisting  conditions,  guaranteed 
renewability,  limits  on  premium  increases,  port- 
ability and  continuity  are  critical  elements  to  as- 
suring universal  coverage"  be  reaffirmed. 

8.  That  these  recommendations  be  adopted  in  lieu 
of  resolutions:  1 03,  1 04,  1 20,  1 26,  1 39,  1 40,  1 53 
and  155  (A-92). 

9.  That  the  remainder  of  this  report  be  filed." 

Report  MM  of  the  Board  of  Trustees  defined  "Man- 
aged Care”  as  Systems  or  Techniques  generally  used  by 
third  party  payors  or  their  agents  to  affect  access  to  and 
control  payment  for  health  care  services. 

The  recommendations  regarding  managed  care  were 
adopted  as  follows: 


1.  That  the  AMA  adopt  the  policy  that  all  "hold 
harmless"  clauses  in  managed  care  contracts 
should  be  explicitly  identified  as  such  and  urge 
physicians  to  consult  with  legal  counsel  prior  to 
contracting  with  a managed  care  entity  to  prevent 
the  imposition  of  unfair  liability  upon  the  physi- 
cian and  that  the  AMA  develop  model  state  legis- 
lation to  prohibit  "hold  harmless"  clauses  in  man- 
aged care  contracts  and  encourage  state  medical 
societies  to  pursue  such  legislation. 

2.  That  the  AMA  continue  to  advocate  strongly  to 
Congress,  the  Department  of  Justice  and  the  Fed- 
eral Trade  Commission  the  need  for  changes  in 
relevant  antitrust  laws  to  allow  physicians  and 
physician  organizations  to  form  bargaining  groups 
to  engage  in  group  negotiations  with  managed 
care  plans. 

3.  That  the  AMA  adopt  the  following  policy  state- 
ment to  supersede  Policy  165.951  (3)  (e5): 

Utilization  review  under  managed  care  programs 
shall  be  based  on  open  and  consistent  review 
criteria  that  are  acceptable  to  and  have  been 
developed  in  concert  with  the  medical  profes- 
sion. Managed  care  programs  shall  use  physicians 
engaged  in  direct  patient  care  at  least  20  hours 
per  week  in  the  same  specialty  as  that  of  the 
physicians  under  review  in  any  decision  to  deny 
or  reduce  coverage  for  services  based  on  medical 
necessity  or  quality  of  care  determinations.  Physi- 
cians reviewing  the  medical  necessity  and/or  ap- 
propriateness of  services  or  site  of  services  under 
managed  care  programs  shall  be  licensed  and 
engaged  in  the  practice  of  medicine  in  the  state  in 
which  the  services  that  they  are  reviewing  are 
performed.  Professional  review  by  a physician 
should  be  readily  and  promptly  available.  Doctor- 
to-doctor  communications  should  be  encouraged. 

4.  That  the  AMA  continue  to  advocate  strongly  and 
refine  further,  as  appropriate,  the  managed  care 
provisions  contained  in  Health  Access  America. 

5.  That  the  AMA  support,  and  pursue  an  active  role, 
in  the  development  of  national  managed  care  and 
utilization  review  standards.” 

Resolution  132  which  asked  that  the  AMA  oppose 
Medicare's  policy  regarding  denial  of  payment  for  con- 
sultation provided  by  primary  care  physicians  for  pa- 
tients who  are  being  cleared  for  surgery,  as  this  policy  is 
contrary  to  the  best  interests  of  Medicare  patients  and 
the  fundamental  goals  of  RBRVS,  and  take  any  measures 
possible  to  have  this  policy  changed  was  adopted. 

Resolution  136  which  asked  the  AMA  to  prepare  an 
amicus  curiae  brief  to  assist  states  facing  legal  efforts  to 
reverse  legislation  that  changes  Medicaid  from  a supple- 
mental insurer  for  Medicare  in  patients  dually  eligible  for 
both  programs  was  adopted. 

Resolution  802  labelled  the  NPDB  (National  Practi- 
tioners Data  Bank)  a "disaster"  and  asked  that  the  AMA 
Masterfile  and  the  National  Physician  Credentials  Veri- 
fication Services,  together  with  the  Federation  of  State 
Medical  Boards,  develop  and  operate  a physician  data 
bank  containing  all  the  available  verified  positive 
credentialing  information  and  verified  negative  or  disci- 
plinary information  on  physicians  in  the  United  States 
was  referred  to  the  BOT  for  decision. 
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Report  V of  the  BOT  addresses  the  problems  of 
mandated  aftercare  periods  for  various  procedures. 
Report  V as  amended  was  adopted  and  is  appended  to 
this  report. 

The  Convention  Committee  on  Rules  and  Creden- 
tials, of  which  your  delegate  was  a member,  in  an 
unusual  procedure  held  hearings  on  proposals  to  limit 
expenditures  at  AMA  Meetings  for  candidate  campaign 
activities  for  election  to  AMA  offices  and  Councils,  and 
the  following  recommendations  were  adopted: 

"1.  There  should  be  no  formal  campaign  activities 
during  the  Interim  Meeting. 

2.  There  will  be  only  one  big  party  at  the  Annual 
Meeting  financed  by  a coalition  or  a state  or 
special  delegation  irrespective  of  the  number  of 
candidates  from  the  society  or  coalition. 

3.  Displays  of  campaign  posters,  signs  and  literature 
in  public  areas  of  the  hotel  in  which  Annual 
Meetings  are  held  are  prohibited. 

4.  A reduction  in  the  volume  of  telephone  calls  from 
candidates,  literature  and  letters  by  or  on  behalf 
of  candidates  should  be  encouraged. 

5.  Campaign  gifts  can  be  distributed  at  only  the 
Annual  Meeting  in  the  non-official  business  folder 
and  at  one  campaign  party." 

Report  LL  of  the  BOT  was  also  considered  by  the 
Convention  Committee  on  Rules  and  Credentials  and 
the  following  amended  recommendations  of  the  report 
were  adopted  as  follows: 

1.  The  concept  of  a Unified  Meeting,  which  com- 
bines the  Interim  Meeting  and  the  National  Lead- 
ership Conference  be  approved  with  the  current 
scheduling  of  the  Section  meetings  and  the  House 
of  Delegates  left  in  tact. 

2.  The  schedule  for  the  Unified  Meeting  be  struc- 
tured with  input  from  the  Sections,  Councils,  Board 
of  Trustees  and  Speakers  with  the  first  Unified 
Meeting  to  be  held  in  December  1 994  and  in  late 
November  or  early  December  thereafter." 

As  you  can  imagine,  the  volume  of  items  considered 
at  each  AMA  Meeting  is  almost  overwhelming  and  the 
larger  3-ring  notebooks  designed  for  this  purpose  will  no 
longer  hold  all  of  the  material.  None  the  less,  your  AMA 
Delegation  participated  and  has  had  an  impact  in  the 
deliberations  of  this  body.  We  continue  to  solicit  your 
advice  and  counsel  on  matters  important  to  you  and  to 
your  constituents.  My  thanks  to  all  the  other  members 
of  the  Nebraska  Delegation  - Drs.  Coe,  Roffman,  Collicott, 
Loschen,  Shapiro  and  Caudill. 

Respectfully  submitted, 

C.J.  Cornelius,  Jr.,  M.D. 

P.S.  The  Nashville  meeting  marked  the  last  official 
duty  of  my  colleague  and  long  time  fellow  delegate, 
John  D.  Coe.  Jack's  contributions  to  the  delegation  have 
been  legion  and  we  in  the  Nebraska  Medical  Associa- 
tion owe  Dr.  Coe  our  thanks  tor  a job  well  done.  Jack 
also  managed  the  successful  campaigns  of  Jerry  Schenken 
for  the  Board  of  Trustees  of  the  AMA.  His  counsel  and 
influence  will  be  greatly  missed. 


REPORT  OF  THE  BOARD  OF  TRUSTEES 
REPORT  V (1-92) 

Subject:  Aftercare  Period  Under  RBRVS 

Global  Fee  Structure 
(Resolution  801,  A-92) 

Presented  by:  Raymond  Scalettar,  MD,  Chair 
Referred  to:  Reference  Committee  H 

(Stewart  J.  Petrie,  MD,  Chair) 

At  its  1992  Annual  meeting,  the  House  of  Delegates 
referred  Resolution  801  to  the  Board  of  Trustees.  The 
resolution  asked  that  the  AMA  establish  surgical  after- 
care periods  in  the  AMA's  Current  Procedural  Terminol- 
ogy (CPT)  book  for  use  by  insurance  carriers.  Subse- 
quent communication  with  the  sponsor  of  the  resolu- 
tion confirmed  that  the  intent  of  Resolution  801  was  to 
have  AMA  independently  assess  and  publish  the  num- 
ber of  follow-up  days  for  each  procedure  in  CPT,  rather 
than  simply  publishing  the  aftercare  periods  already 
established  by  HCFA. 

There  are  many  issues  to  be  addressed  in  the  poten- 
tial implementation  of  this  resolution.  First  is  the  diffi- 
culty associated  with  further  entwining  coding  policy  in 
payment  policy.  The  AMA  was  worked  to  keep  these 
issues  separate.  Inclusion  of  follow-up  days  in  CPT, 
essentially  a recommended  payment  policy,  is  not  con- 
sistent with  this  goal. 

Next,  the  cost  of  convening  the  appropriate  group  of 
physicians  and  obtaining  consensus  from  them  on  a 
designated  aftercare  period  for  a procedure  code  basis 
would  be  prohibitive.  Third,  after  devotion  of  significant 
resources  to  such  a'project,  it  would  remain  unclear 
whether  AMA  could  successfully  advocate  the  adoption 
of  a new  set  of  follow-up  days.  Although  a uniform  set 
of  follow-up  days  is  an  element  of  physician  payment 
reform  for  Medicare,  the  precedent  for  the  existing 
global  periods  has  been  well  documented  over  many 
years.  Lastly,  the  AMA  has  already  advocated  and  been 
successful  in  convincing  HCFA  to  change  the  number  of 
follow-up  days  for  many  procedures. 

The  Board  of  Trustees  does  not  believe  it  would  be 
prudent  at  this  time  to  undertake  a major  effort  to 
develop  a new  set  of  aftercare  periods.  The  Board  will 
ensure  that  AMA  continues  its  efforts  to  monitor  estab- 
lishment of  aftercare  periods  for  new  or  revised  CPT 
codes  and  to  make  additional  recommendations  to 
HCFA  as  appropriate. 

RECOMMENDATION 

The  Board  of  Trustees  recommends  that  the  follow- 
ing recommendation  be  adopted  in  lieu  of  Resolution 
801  (A-92)  and  that  the  remainder  of  this  report  be  filed. 
That  the  AMA  continue  to  monitor  closely  the 
development  of  and  comment  on  the  appropri- 
ateness of  aftercare  periods. 

REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

Since  my  last  report  to  the  Nebraska  Medical  Asso- 
ciation, we  have  had  several  changes  in  key  personnel 
at  the  University  of  Nebraska  Medical  Center.  In  addi- 
tion, multiple  important  searches  are  in  progress  with 
some  of  them  nearing  completion.  Dr.  Carol  Asch- 
enbrener,  previously  the  Executive  Dean  at  the  Univer- 
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sity  of  Iowa,  assumed  the  chancellorship  in  August, 
1 992  and  has  already  demonstrated  her  effectiveness  as 
an  energetic,  thoughtful  and  innovative  leader.  Dr.  David 
Purtilo,  who  was  responsible  for  building  one  of  the 
better  academic  pathology  departments  in  the  country, 
tragically  and  prematurely  died  in  September  1992.  Dr. 
Purtilo's  vice-chairman,  Dr.  Sam  Cohen,  was  appointed 
the  new  Chairman  of  the  Department  of  Pathology  on 
September  28,  1992,  and  has  provided  solid  leadership 
which  should  ensure  continuing  excellence  in  the  edu- 
cational, research,  and  service  missions  of  that  Depart- 
ment. In  cooperation  with  Creighton  University,  we  are 
in  the  final  phases  of  the  search  for  a new  Chairman  for 
the  combined  Department  of  Psychiatry;  several  excel- 
lent candidates  have  been  identified.  A search  commit- 
tee for  the  Chairman  of  the  Department  of  Biochemistry 
and  Molecular  Biology  has  recently  been  appointed  and 
will  be  led  by  Dr.  Thomas  Rosenquist,  Chairman  of  the 
Department  of  Cell  Biology  and  Anatomy.  Finally,  I am 
particularly  pleased  to  report  that  four  final  candidates 
have  been  identified  in  our  search  for  a new  Dean  of  the 
College  of  Medicine:  Dr.  Harold  Maurer,  Chairman  of 
Pediatrics  at  the  Medical  College  of  Virginia;  Dr.  Daniel 
Hollander,  Chief  of  Gastroenterology  at  the  University 
of  California-lrvine;  Dr.  Charles  Rice,  Chairman  of  Gen- 
eral Surgery  at  the  University  of  Texas  Southwestern, 
and  Dr.  Barbara  Atkinson,  Chairman  of  Pathology  and 
Laboratory  Medicine  at  the  Medical  College  of  Pennsyl- 
vania. 

We  now  have  had  nearly  a full  academic  year  of 
experience  with  our  new  curriculum  which  was  launched 
in  August  1992.  This  new  curriculum,  which  represents 
several  years  of  planning  under  the  direction  of  former 
Dean  Robert  Waldman  and  Assistant  Dean  Gerald 
Moore,  has  received  excellent  reviews  from  both  stu- 
dents and  faculty.  The  integrated  approach  to  teaching 
the  basic  sciences,  the  emphasis  on  small  groups,  prob- 
lem based  learning,  and  the  early  exposure  to  patients 
in  primary  care  settings  had  made  the  educational  expe- 
rience more  enjoyable  for  students.  Mechanisms  are  in 
place  to  assess  the  overall  effectiveness  of  this  new 
approach  as  compared  to  our  former  conventional 
curriculum.  A particularly  popular  component  of  this 
year's  curriculum  has  been  the  small  group  sessions  led 
by  members  of  the  Metropolitan  Omaha  Medical  Soci- 
ety. We  are  appreciative  of  the  time  and  energy  given  by 
these  individuals  as  well  as  the  many  clinical  faculty  who 
participate  in  the  family  practice  cle-kship  and  other 
educational  experiences  in  primary  care  which  are  inter- 
spersed throughout  the  curriculum. 

The  popularity  of  medicine  as  a profession  continues 
to  increase.  The  number  of  Nebraska  residents  applying 
to  our  College  of  Medicine  has  increased  by  approxi- 
mately 30  percent  in  each  of  the  past  two  years.  The 
quality  of  these  applicants  is  also  very  high,  with  the 
grade  point  average  of  those  accepted  thus  far  for  the 
academic  year  1993-1994,  greater  than  3.5.  Medical 
schools  nationally  remain  challenged  in  attracting  a 
sufficient  number  of  students  into  primary  care  special- 
ties. In  an  analysis  of  1987  medical  school  graduates 
who  are  now  in  practice,  the  University  of  Nebraska 
College  of  Medicine  ranked  11th  out  of  127  medical 
schools  in  the  United  States  in  the  percentage  of  gradu- 
ates who  are  practicing  primary  care.  Forty-six  percent 
of  this  year's  graduating  class  have  matched  into  pri- 
mary care  specialties. 


We  hope  that  the  combination  of  the  Rural  Health 
Education  Network,  the  Rural  Health  Opportunities  Pro- 
gram, and  the  emphasis  on  primary  care  in  the  new 
curriculum  will  lead  to  more  Nebraska  graduates  select- 
ing primary  care  specialties  and  choosing  to  practice  in 
a rural  setting. 

Since  this  may  represent  my  last  report  as  Interim 
Dean,  I would  again  like  to  express  my  gratitude  to  the 
many  members  of  the  Nebraska  Medical  Association 
who  participate  and  support  our  efforts  in  educating 
health  care  professionals  for  the  State  of  Nebraska. 

Respectfully  submitted, 

Layton  F.  Rikkers,  M.D. 

Interim  Dean 
University  of  Nebraska 
College  of  Medicine 


REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  last  report  submitted  to  you  was  written  two 
weeks  after  I assumed  the  position  of  Dean  of  the 
School  of  Medicine.  The  last  seven  months  have  been 
challenging,  interesting,  stimulating  and  rewarding.  We 
have  had  a record  number  of  applications  to  our  school. 
They  are  students  of  highest  quality  judged  by  their  GPA 
and  MCAT  and  a great  number  of  community  service 
commitments.  The  future  of  medicine  will  be  in  fine 
hands. 

Our  search  for  some  department  chairmen  contin- 
ues. The  candidates  are  an  impressive  group,  who  I will 
introduce  to  you  in  the  fall. 

The  Beirne  Research  Tower  is  nearing  completion 
and  the  renovation  of  the  Criss  I building  should  begin 
by  fall.  Research  activity  continues  to  be  productive  in 
most  areas.  One  new  addition  to  the  School  of  Medi- 
cine is  the  Office  of  Technology  Licensing.  This  office 
will  help  faculty,  alumni  and  others  establish  ownership 
of  intellectual  properties  and  technological  innovations 
as  well  as  obtain  patents  and  trademarks.  The  office  will 
perform  several  vital  functions  that  will  enhance  re- 
searchers' and  innovators'  efforts  in  both  research  and 
development.  Government  and  industry  recognize  that 
technological  innovation  will  increasingly  be  based  on 
academic  research  and  are  now  forming  coalitions  with 
academic  institutions  to  gain  access  to  new  technolo- 
gies. The  office  will  be  responsible  for  negotiating  li- 
censes and  license-option  agreements  with  other  par- 
ties concerning  patent  and  property  rights  held  by  the 
university,  reporting  inventions  to  research  sponsors 
and  managing  the  distribution  of  income  from  university 
licensing  agreements. 

During  the  past  months  the  School  of  Medicine  has 
received  funding  for  two  endowed  chairs.  Last  fall,  Dr. 
Richard  Murphy,  Chairman  of  the  Biomedical  Science 
Department  and  Associate  Dean  for  Research  was  named 
the  Peekie  Nash  Carpenter  Professor.  The  second  chair 
to  be  inauguarated  in  late  spring  is  the  Harry  S. 
Stuckenhoff  endowed  professorship  in  Surgery.  The 
recipient  will  be  announced  at  that  time. 

Given  the  rapidly  changing  delivery  environment 
and  the  difficult  implications  for  academic  medicine,  the 
School  of  Medicine  is  making  an  effort  to  structure  itself 
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for  the  changes  we  all  anticipate.  Certainly  all  academic 
medical  centers  training  physicians  for  the  21st  century 
must  be  leaders  in  the  foci  of  preventive  medicine, 
ambulatory  care,  managed  care,  management  of  scarce 
resources,  maintaining  of  the  doctor-physician  relation- 
ship as  essential  — just  to  name  a few. 

We  are  proud  to  have  some  voice  in  the  future  as  Dr. 
Ruth  Purtilo,  Center  for  Health  Policy  and  Ethics  Profes- 
sor of  Clinical  Ethics,  has  been  appointed  to  the  Presi- 
dential Task  Force  on  Health  Care  Reform  headed  by 
First  Lady  Hillary  Rodham  Clinton.  Dr.  Purtilo  is  currently 
President  of  the  American  Society  of  Law  and  Medicine. 
She  expects  to  work  on  the  task  force  with  a group 
focusing  on  ethical  guidelines  for  the  reform  plan  to  be 
submitted  to  Congress. 

We  are  continually  faced  with  new  challenges  as  we 
move  into  our  second  hundred  years.  Medicine  and 
education  change  daily  as  new  advances  are  made.  We 
need  to  rise  up  to  these  challenges  and  prepare  our- 
selves for  what  is  to  come.  Our  goal  for  this  year  is  to 
formulate  a plan  which  will  allow  us  to  excel  as  an 
academic  medical  center. 

Respectfully  submitted, 

Thomas  J.  Cinque,  M.D. 

Dean,  School  of  Medicine 

REPORT  (STATEMENT)  OF  THE  BOARD  OF 
EXAMINERS  IN  MEDICINE  & SURGERY 
March  28,  1993 

The  Board  of  Medicine  and  Surgery  appreciates  the 
raising  of  the  public  awareness  that  was  achieved  by 
"The  World  Herald"  collection  of  reports,  analysis  and 
commentary  on  the  discipline  of  the  medical  profession 
of  Nebraska.  The  articles  were  exhaustive  and  invite  a 
comprehensive  reply. 

The  Board  has  long  been  frustrated  by  its  inability  to 
be  more  effective  in  this  arena.  The  Nebraska  profes- 
sional disciplinary  system  is  cumbersome,  fragmented, 
and  hamstrung  with  a paucity  of  investigative  and  legal 
resources.  We  anticipate  that  a citizenry  educated  about 
these  issues  would  prod  our  lawmakers  into  examining 
models  that  are  more  effective. 

While  on  the  one  hand  we  were  pleased,  there  is 
serious  concern  that  misinterpretation  and  over-reac- 
tion could  result.  This  is  because  those  that  would  give 
the  article  cursory  examination  and  dwell  on  some  of 
the  exaggerated  quotes  and  dramatic  case  histories  and 
the  speculation  of  the  proper  number  of  disciplinary 
actions  might  conclude  that  the  situation  was  worse 
than  it  actually  is.  The  article  could  be  construed  to  be 
a critical  indictment  of  the  efforts  of  the  Medical  Board 
and  other  components  of  the  disciplinary  mechanism. 
On  the  contrary,  Nebraska  has  been  and  continues  to 
be  served  by  dedicated  individuals  at  all  levels  of  this 
endeavor  and  our  comments  are  not  intended  to  be 
critical  of  anyone's  work. 

The  notion  that  medical  boards  are  "old  boys  clubs" 
looking  out  primarily  to  protect  substandard  friends  and 
colleagues  is  absurd,  although,  this  is  a widely  stated 
view  whenever  doctors  review  the  performance  of  other 
doctors.  On  the  contrary,  medical  boards  recognize  that 
the  profession  as  well  as  the  public  is  best  served  when 
the  incompetents  and  unprofessionals  are  eliminated. 


for  then  public  confidence  is  maintained.  These  allega- 
tions are  often  made  by  impulsive  and  uninformed 
consumer  advocates.  Generally,  lay  members  of  the 
medical  boards  around  the  country  have  high  praise  for 
the  impartial  efforts  of  the  professional  members  with 
whom  they  serve.  If  medical  disciplinary  efforts  come  up 
short,  medical  collegiality  is  not  the  reason,  at  least  not 
as  is  pertains  to  the  Nebraska  Medical  Board  functions. 

We  must  consider  as  we  examine  this  thoroughly 
that  Nebraska's  discipline  laws  for  the  regulated  profes- 
sions were  revised  in  1 991  and  that  implementation  has 
been  recent  enough  that  benefit  is  only  beginning  to 
become  apparent.  Our  opinion  is  that  these  laws  consti- 
tute an  improvement,  but  remember  that  in  formulating 
this  revision  compromises  were  made  and  from  this 
perspective  they  still  are  less  than  ideal. 

This  is  demonstrated  by  the  recent  Supreme  Court 
ruling  that  has  voided  the  statutes  on  unprofessional 
conduct.  In  fact,  today  in  Nebraska  there  are  no  legal 
means  to  discipline  unprofessional  conduct  or  protect 
the  people  from  unprofessional  activity.  Our  present 
laws  allow  legal  action  only  on  "gross  negligence"  which 
is  a very  high  legal  standard.  The  word  "gross"  is  severe 
language  and  is  often  a roadblock  to  appropriate  devel- 
opment and  disposition  of  a case. 

The  notion  that  a high  percentage  of  physicians  need 
discipline  as  propagated  by  certain  groups  flies  in  the 
face  of  logic,  justice,  and  finds  no  other  parallel  in  our 
society.  Some  of  the  quotes  we  have  seen  are  unrealistic 
and  have  no  sound  basis.  If  these  numbers  were  applied 
every  year  and  then  extrapolated  over  a lifetime  career, 
it  would  mean  that  a majority  of  care  givers  would 
eventually  get  the  ax.  This  is  not  practical  nor  fair.  Cases 
should  be  evaluated  one  at  a time  on  their  individual 
merit  and  yearly  targets  should  not  enter  into  it. 

Certainly,  this  is  not  just  a Nebraska  concern.  The 
week  of  "The  World  Herald"  articles,  a Denver  TV  news 
show  featured  a similar  three-part  investigative  report 
dramatizing  doctor  disciplinary  decisions  in  Colorado  in 
spite  of  the  fact  that  Colorado  ranks  1 7th  in  disciplinary 
actions. 

The  ranking  of  a particular  state's  disciplinary  process 
based  on  numbers  of  disciplinary  actions  should  be 
given  limited  weight  for  several  reasons.  Foremost  is 
that  there  is  really  a rational  basis  to  believe  that  the  mix 
of  problem  practitioners  in  the  physician  pool  may  vary 
from  state  to  state.  Nebraska  has  two  fine  medical 
schools  which  is  exceptional  for  a sparsely  populated 
state.  This  exerts  a positive  influence  on  quality  in  the 
medical  community  here.  Furthermore,  because  medi- 
cal care  costs  in  Nebraska  are  relatively  low,  physicians 
motivated  primarily  by  economic  gain  would  be  less 
inclined  to  locate  here.  Also,  Nebraska  citizens,  being 
solid  mid-westerners  having  common  sense  and  sound 
judgement,  would  be  less  attracted  to  marginal,  flaky, 
unscientific  medical  practice  promoted  so  heavily  in 
some  areas  of  the  United  States.  Certainly  our  medical 
community  as  a whole  is  different  than  many  found  on 
the  country's  coasts. 

Physicians  are  among  the  most  educated  of  all  voca- 
tions generally  receiving  9-15  years  of  post-secondary 
schooling.  They  are  also  critically  tested  with  compre- 
hensive examinations  before  licensure.  This  is  appropri- 
ate as  medical  care  in  1993  is  complex  and  the  public 
rightly  expects  its  care  givers  to  be  qualified. 
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Still,  physicians  are  just  real  people  and  are  vulner- 
able to  human  frailties  and  societies'  failings.  Some  don't 
care  or  stop  caring,  some  don't  keep  up,  some  fatigue 
and  burn  out,  some  get  mentally  or  physically  ill,  some 
yield  to  temptation  of  greed,  sexual  misconduct,  and 
substance  abuse,  and  some  get  reckless  and  work  be- 
yond their  limitations,  and  so  on.  The  public's  protection 
requires  that  these  individuals  be  identified  and  dealt 
with  and  this  is  done  in  many  ways  on  many  levels. 

Certainly  included  is  education  and  rehabilitation  up 
to  a point.  This  is  often  successful  and  is  to  everyone's 
clear  benefit  when  it  works. 

Also,  it  must  be  remembered  that  freedom  of  choice 
is  a cherished  principal  in  our  free  country.  Government 
should  only  intervene  in  lives  when  unavoidable.  It  is 
not  the  proper  role  of  the  medical  disciplinary  process 
to  totally  regiment  medical  practice  in  a particular  juris- 
diction but  instead  to  assure  that  the  care  is  provided 
within  a range  that  assures  relative  safety  and  cost 
effectiveness.  In  other  words  ideally,  a regulated  profes- 
sion has  to  work  within  limits  so  that  the  consumer  or 
patient  gets  roughly  what  he  or  she  believes  he  or  she 
is  requesting.  The  Federation  of  State  Medical  Boards 
classifies  the  Nebraska  Board  as  a subordinate  board 
(only  one  of  six  in  this  class  in  the  entire  nation).  This 
implies  that  our  powers  are  limited  and  that  we  have  less 
autonomy  than  the  remaining  state  medical  boards  in 
the  country.  We  fear,  however,  that  the  public  believes 
that  we  have  far  more  authority  and  power. 

In  Nebraska,  the  Medical  Board's  role  is  limited.  We 
have  conscientiously  and  diligently  attempted  to  carry 
out  as  we  understand  it,  that  which  the  state  has  autho- 
rized us  to  do  in  a timely,  fair,  and  impartial  way.  The 
Board  would  welcome  a more  meaningful  and  compre- 
hensive role  in  the  whole  disciplinary  process;  if  careful 
analysis  of  other  state's  strategies  showed  a strong 
potential  for  a more  streamlined  and  effective  system. 
Certainly,  the  Federation  of  State  Medical  Boards'  model 
should  be  given  strong  consideration. 

In  summary,  we  support  careful  study  and  develop- 
ment in  the  following  areas  to  help  to  better  protect  the 
citizens  of  the  State  of  Nebraska.  We,  the  Board,  specifi- 
cally would  like  to  see: 

(1)  Autonomy  for  the  Medical  Board. 

(2)  Increased  lay  participation  of  two  or  three 
members. 

(3)  Statutory  changes  to  include: 

(a)  The  authority  for  the  Board  to  regulate  and 
define  unprofessional  conduct,  similar  to 
the  other  49  states. 

(b)  The  authority  for  the  Board  to  subpoena 
records  from  a physician  and  demand  an 
appearance  before  the  Board. 

(c)  Authority  for  the  Board  to  impose  educa- 
tional programs  where  needed. 

(d)  Authority  for  the  Board  to  hire,  train,  and 
direct  its  own  investigators. 

(4)  Legal  support  either  through  our  own  staff  attor- 
ney or  a dedicated  representative  from  the  At- 
torney General's  office  similar  to  most  other 
boards  in  the  country. 

The  Medical  Board  is  confident  that  an  enlightened 
public  will  support  carefully  considered  changes  that 


will  provide  the  tools  and  the  structure  for  improved 
performance  in  medical  discipline. 

Respectfully  submitted, 

Paul  Considine,  D.O. 
Chairman 


REPORT  OF  THE  STATE 
DEPARTMENT  OF  HEALTH 

Thank  you  for  this  opportunity  to  report  on  the 
Nebraska  Department  of  Health's  current  activities. 

Immunizations 

The  Department  received  $300,066  from  the  federal 
Centers  for  Disease  Control  and  Prevention  last  year  to 
implement  the  immunization  action  plan.  With  the  assis- 
tance of  the  Immunization  Action  Plan  Advisory  Com- 
mittee, the  Department  distributed  funding  to  1 4 recipi- 
ents, including  local  health  departments  and  community 
action  agencies.  The  Omaha  and  Winnebago  tribes  and 
the  Nebraska  Association  of  Farmworkers  Multicultural 
Corporation  received  funding  for  tracking,  recall  and 
outreach  efforts  specific  to  the  populations  they  serve. 
A demonstration  project  through  the  Hastings  public 
school  system  which  will  track  children  from  birth,  give 
timely  reminders  to  parents,  and  inform  physicians  about 
their  pateints'  immunizations,  will  serve  as  a model  for 
examination  by  other  communities  in  the  state.  Funds 
are  also  being  used  to  initiate  public  immunization 
services  in  22  counties  that  previously  did  not  have  any 
public  immunization  clinics. 

Most  recently,  we  have  learned  that  the  stimulus 
package  of  President  Clinton  contains  a proposal  for 
$300  million  in  supplemental  appropriations  for  child- 
hood immunizations.  This  amount  includes  $150  million 
for  funding  of  state  immunization  action  plans  and  $40 
million  for  distribution  to  community  and  migrant  health 
centers. 

Regulations  On  Communicable  Diseases 
And  Poisonings 

The  rules  and  regulations  governing  the  reporting  of 
communicable  diseases  and  poisonings  went  into  effect 
on  March  20.  Both  the  Lincoln/Lancaster  County  Health 
Department  and  the  Douglas  County  Health  Depart- 
ment will  play  a major  role  in  the  reporting  process. 
Diseases  and  conditions  added  to  the  reportable  list 
include:  lead  poisoning,  Lyme  disease,  E.  coli,  and  H. 
influenzae.  New  reporting  forms  have  been  printed  and 
providers  will  receive  copies  of  the  forms.  These  efforts 
are  part  of  the  Department's  surveillance  system  for 
communicable  diseases. 

Licensee  Assistance  Program 

The  state  Licensee  Assistance  Program  is  now  opera- 
tional. It  is  the  result  of  LB  456,  passed  in  1991,  which 
provides  that  the  Department  of  Health  may  contract 
with  the  Department  of  Public  Institutions  to  provide  a 
Licensee  Assistance  Program  to  licensees,  certificate 
holders,  and  registrants  regulated  by  the  Bureau  of 
Examining  Boards.  The  purpose  of  the  program  is  to 
provide  education,  referral  assistance,  and  monitoring 
of  compliance  with  treatment  of  habitual  intoxication  or 
dependence  on  or  active  addiction  to  alcohol  or  any 
controlled  substance  or  narcotic  drug.  Participation  is 
confidential,  except  that  if  any  evaluation  by  the  pro- 
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gram  shows  that  the  individual's  addiction  constitutes  a 
danger  to  public  health  and  safety  by  continued  practice 
of  his  or  her  profession  or  if  the  person  fails  to  comply 
with  the  treatment  plan,  then  the  program  is  required  to 
report  that  to  the  Department  of  Health.  The  Depart- 
ment of  Public  Institutions  has  contracted  with  Method- 
ist Hospital's  Employee  Assistance  Program  to  provide 
counseling,  treatment  and  monitoring  services. 

Injury  Control  Program 

An  injury  control  program  has  been  established  within 
the  Division  of  Health  Promotion  and  Education.  The 
Department  is  in  the  process  of  forming  a statewide 
injury  prevention  coalition  to  assist  us  in  establishing 
priorities  for  injury  prevention.  According  to  data  from 
the  Nebraska  Vital  Statistics  Report,  unintentional  inju- 
ries were  the  fifth  leading  cause  of  death  among  Nebras- 
kans in  1991.  Although  accidents  claimed  only  4 per- 
cent of  all  the  state’s  resident  deaths  that  year,  they  were 
responsible  for  a disproportionate  share  of  deaths  among 
Nebraska  children  and  young  adults. 

Farm  Safety  Grant 

The  Department  of  Health,  in  coordination  with  the 
University  of  Nebraska  Medical  Center  and  the  Coop- 
erative Extension  Service,  has  been  awarded  a $200,000 
three-year  grant  from  the  Kellogg  Foundation.  The  focus 
will  be  agricultural  injury  prevention  in  Cage,  Otoe, 
Nemaha,  Saline,  Johnson,  and  Pawnee  counties  among 
farmers  age  60  years  and  older,  and  elementary  school 
children  grades  4-6.  The  types  of  injury  situations  that 
will  be  addressed  include:  livestock  handling,  electrocu- 
tion, suffocation,  and  farm  equipment.  UNMC  will  be 
the  administrator  of  the  grant. 

HIV/AIDS 

The  federal  Centers  for  Disease  Control  and  Preven- 
tion implemented  an  exapnded  definition  for  Acquired 
Immunodeficiency  Syndrome  on  January  1.  This  defini- 
tion includes  all  HIV-infected  individuals  with  "CD4"  T- 
cell  counts  under  200  and  adds  pulmonary  tuberculosis, 
recurrent  pneumonia  and  invasive  cervical  cancer  as 
indicators.  The  Department  expects  that  as  a result  of 
this  change  in  the  definition,  Nebraska  will  more  than 
double  the  number  of  AIDS  cases  reported  in  1 993.  Last 
year  60  cases  of  AIDS  were  reported  to  the  Department. 
So  far  this  year,  as  of  March  31,  88  cases  have  been 
reported. 

In  January  the  Department  of  Health  held  a forum  on 
HIV/AIDS  for  state  officials,  legislators  and  community 
providers  to  identify  issues,  prioritize  future  delivery  of 
services  and  discuss  the  fiscal  implications  of  Nebraska's 
current  and  future  HIV/AIDS  caseload.  The  HIV/AIDS 
Technical  Advisory  Committee  presented  a five-year 
plan  for  addressing  HIV/AIDS  in  Nebraska.  The  plan 
includes  recommendations  for  mandatory  reporting  of 
HIV  test  results. 

EPA  Report  On  Secondhand  Smoke 

The  Environmental  Protection  Agency  has  released  a 
report  which  finds  that  environmental  tobacco  smoke  is 
a carcinogen.  The  EPA  designation  as  a carcinogen  is 
expected  to  trigger  a push  from  consumer  groups  and 
environmentalists  for  additional  federal,  state  and  local 
regulations  to  limit  smoking  in  public  places.  It  also 
raises  liability  issues  for  business  owners  and  govern- 
mental entities.  The  Nebraska  Clean  Indoor  Air  Act 
requires  public  places  such  as  commercial  establish- 


ments and  educational  facilities  to  have  designated  no- 
smoking areas.  The  Department  is  surveying  400  com- 
munities and  600  businesses  and  worksites  regarding 
their  smoking  policies  and  ordinances.  The  results  of  this 
survey  will  be  used  to  determine  the  need  for  education 
about  the  Clean  Indoor  Air  Act  and  enable  the  Depart- 
ment to  offer  assistance  to  the  managers  and  owners  of 
public  places  who  want  to  reduce  secondhand  smoke  in 
their  establishments.  Staff  members  from  the  Depart- 
ment of  Health  will  also  be  visiting  restaurants,  worksites 
and  Chambers  of  Commerce  across  the  state  to  raise 
awareness  about  the  need  for  a smoking  policy  in  public 
places.  A video  and  informational  packet  about  the  Act 
are  being  prepared. 

LR  387  STUDY  ON  UNIFORM  LICENSURE  LAW  (ULL) 

A report  on  the  fee  portion  of  Legislative  Resolution 
387  has  been  completed  by  the  Department  of  Health 
and  submitted  to  the  Health  and  Human  Services  Com- 
mittee of  the  Legislature.  This  study  is  an  initial  part  of  a 
full  examination  of  the  Uniform  Licensure  Law  of  Ne- 
braska. Recommendations  resulting  from  this  study  in- 
clude: 

1.  The  Department  should  conduct  a further  study 
to  determine  whether  the  fee  structure  should  be 
set  at  a level  that  generates  sufficient  revenue  to 
support  the  Department  and  Board's  licensing 
activities  or  whether  licensure  fees  should  be 
subsidized  by  General  Fund  monies  or  other  state- 
generated sources  of  funding. 

2.  The  Department  should  analyze  which  of  the 
following  alternatives  would  be  the  most  appro- 
priate to  finance  licensure:  a)  a fee  structure 
based  on  a professional's  ability  to  pay;  b)  a 
uniform  fee  structure;  c)  a variable  fee  structure; 
or  d)  a fee  structure  based  upon  actual  cost. 

3.  The  Department  should  conduct  an  examination 
and  simplification  of  the  current  accounting  sys- 
tem for  tracking  revenue  and  expenditures  for 
licensing  functions. 

The  report  also  recommends  that  the  Department  of 
Health  complete  a thorough  review  of  the  ULL  to  re- 
move outdated,  improper  and  superfluous  licensure 
requirements.  It  suggests  doing  this  by  formulating  a 
task  force  comprised  of  broad-based  representation 
from  health  professions,  professional  associations,  and 
consumers.  The  charge  of  this  task  force  will  be  to 
thoroughly  review  the  ULL  and  present  recommenda- 
tions to  the  Department  within  one  year.  The  parties 
responsible  for  carrying  out  this  part  of  the  review  of  the 
ULL  will  be  the  Bureau  of  Examining  Boards,  the 
Department's  legal  division,  the  State  Board  of  Health, 
examining  board  members,  and  the  Attorney  General's 
office.  The  Board  of  Health  will  also  be  a part  cf  the  final 
process  in  reviewing  and  giving  input  to  the  Department 
before  it  submits  a comprehensive  report  on  LR  387  to 
the  Legislature  by  September  1994. 

Diabetes 

The  American  Diabetes  Association  (ADA)  recently 
released  a report  which  ranks  Nebraska  12th  in  the 
nation  regarding  health  care  services  for  persons  with 
diabetes.  The  ADA  also  ranked  each  state  according  to 
five  resource  areas.  Nebraska  ranked  6th  in  facilities, 
40th  in  providers,  7th  in  services,  33rd  in  methods  of 
financing,  and  9th  in  policies. 
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Physician  Regulation 

A Nebraska  Supreme  Court  decision  has  created  a 
gap  in  the  types  of  conduct  for  which  a physician's 
license  can  be  disciplined.  In  the  Court's  reversal  of  an 
appeal  from  a disciplinary  action  against  the  license  of 
a physician,  it  found  that  "unprofessional  conduct"  must 
be  defined  in  the  statutes  or  regulations  as  specific  acts. 
Currently,  there  are  no  rules  and  regulations  governing 
the  practice  of  medicine  and  surgery  which  define 
unprofessional  conduct.  In  the  past,  practice  standards 
of  the  medical  profession  established  by  expert  testi- 
mony were  used  in  making  a determination  regarding 
unprofessional  conduct.  Legislation  for  a statutory  rem- 
edy is  being  proposed. 

Following  a series  of  newspaper  articles  which  raised 
issues  about  the  regulation  and  oversight  of  physicians 
in  Nebraska,  Governor  Ben  Nelson  created  a commit- 
tee consisting  of  Senator  Don  Wesely,  Senator  Dave 
Landis,  Chief  of  Staff  Kim  Robak,  and  Rod  Armstrong, 
Director  of  the  Policy  Research  Office.  The  Department 
is  working  with  this  group  and  has  asked  the  Governor 
to  add  representatives  from  the  Board  of  Medicine  and 
Surgery,  the  Nebraska  Medical  Association,  the  Com- 
mission on  Medical  Qualifications,  and  the  State  Board 
of  Health  to  the  panel,  as  well  as  consumer  representa- 
tives, physicians  with  no  ties  to  the  regulatory  process, 
staff  from  the  Department  and  the  Attorney  General's 
office,  and  other  individuals  whose  input  is  necessary  to 
have  a balanced  consideration  of  the  issues. 

As  part  of  an  examination  of  the  regulatory  process, 
an  ad  hoc  committee  of  the  State  Board  of  Health, 
chaired  by  Dr.  Richard  Tempero  of  Omaha,  will  examine 
the  issue  of  more  lay  members  on  examining  boards  and 
report  its  recommendations  at  the  next  Board  of  Health 
meeting  in  May. 

Grant  for  Primary  Care  Development  Strategies 

The  Department  has  been  notified  by  the  Robert 
Woods  Johnson  Foundation  that  it  will  receive  $95,000 
to  implement  a state  strategy  for  improving  the  supply 
for  primary  care  professionals  in  underserved  areas.  The 
first  part  of  the  strategy  will  establish  pilot  projects  in 
three  multi-county  areas  as  sites  for  development  of 
comprehensive  rural  health  networks.  The  second  phase 
will  involve  a statewide  needs  assessment,  interventions 
to  support  the  recruitment  and  retention  of  primary  care 
providers,  and  implementation  of  financing  and  policy 
changes  which  encourage  the  practice  of  primary  care 
providers  in  underserved  areas.  The  third  part  of  the 
strategy  will  focus  on  increasing  the  exposure  of  medi- 
cal students  and  residents  in  community  and  migrant 
health  centers. 

Incentive  Awards  For  Rural  Nurses 

The  Nebraska  Nursing  Incentive  Program  distributed 
incentive  awards  to  56  nurses  working  in  rural  Ne- 
braska. The  program,  which  was  initiated  in  1990,  pro- 
vides payments  of  $1,000  per  year  for  up  to  two  years 
to  nurses  practicing  full-time  in  Nebraska's  90  rural 
counties.  Twenty-nine  nurses  received  checks  for  their 
second  and  final  year  as  part  of  the  program.  Another 
twenty-seven  nurses  received  checks  for  their  first  year 
of  practice  in  shortage  areas.  Of  the  total,  27  were 
registered  nurses  and  29  were  licensed  practical  nurses 
who  worked  in  these  30  rural  counties  during  1992: 
Antelope,  Brown,  Burt,  Butler,  Chase,  Colfax,  Custer, 


Dixon,  Dundy,  Furnas,  Gosper,  Greeley,  Harlan, 
Jefferson,  Johnson,  Keith,  Kimball,  Knox,  Merrick,  Nance, 
Nemaha,  Perkins,  Red  Willow,  Richardson,  Rock, 
Sheridan,  Thayer,  Valley,  Wayne  and  Webster. 

An  additional  30  nurses  have  been  accepted  as  candi- 
dates for  incentive  payments  if  they  complete  one  year 
of  full-time  practice  in  1993.  They  will  be  eligible  for 
another  incentive  payment  in  1994  after  an  additional 
year  of  practice.  The  new  candidates  will  practice  in  1 6 
counties:  Chase,  Cherry,  Dundy,  Furnas,  Garden,  Gosper, 
Harlan,  Hitchcock,  Howard,  Nance,  Nuckolls,  Perkins, 
Rock,  Red  Willow,  Valley,  and  Webster.  Nineteen  of  the 
new  candidates  are  new  graduates  of  nursing  schools, 
seven  are  nurses  who  moved  to  rural  Nebraska  from  the 
Lincoln  or  Omaha  areas  or  from  another  state,  and  four 
are  nurses  who  have  upgraded  their  level  of  education. 

Nebraska's  Public  Health  Report  Card 

The  American  Public  Health  Association  recently 
released  "America's  Public  Health  Report  Card."  Among 
all  the  states  and  the  District  of  Columbia,  Nebraska 
ranked  as  follows: 


HEALTHY  ENVIRONMENT  RANK 

Pollution  Standard  Index  10 

Unsafe  Drinking  Water  1 

Fluoridated  Water  23 

Work-related  Injury  Cases  26 

HEALTHY  NEIGHBORHOODS 
Average  Public  Assistance  Payment 

Per  Family  25 

Cigarette  Tax  Per  Pack  19 

Motor  Vehicle  Deaths  Per  100,000  Miles  13 
Violent  Crime  Rate  14 

Education  Spending  Per  Capita  20 

Childhood  Poverty  Rate  21 

Graduation  Rate  6 

Unemployment  Rate  1 

MEDICAL  CARE  ACCESS 

Population  Uninsured  18 

Primary  Care  Physicians  Per  Capita  22 

Adequate  Prenatal  Care  6 

Population  Without  Access  to  Primary  Care  15 
Ratio  of  Medicaid  Recipients  to  Poor  People  39 
Medicaid  Spending  Per  Capita  34 

HEALTHY  BEHAVIORS 

Seat  Belt  Non-Use  43 

Obesity  Rate  30 

Smoking  Rate  12 

Binge  Drinking  Rate  31 

COMMUNITY  HEALTH  SERVICE 
Government  Health  Spending  Per  Capita  51 
Sanitation  and  Sewerage  Spending 

Per  Capita  46 

Public  Health  Workers  Per  Capita  49 


This  report  points  out  that  the  public  health  system  is 
in  crisis.  "If  we  do  not  change  our  direction  - if  we  do  not 
broaden  the  health  policy  debate  to  include  public 
health  - our  health  reforms  are  doomed  to  fail." 

Advisory  Commitees 

The  Department  has  two  new  advisory  committees 
to  assist  in  obtaining  input  from  professional  and  lay 
members  of  the  public  on  important  issues. 
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The  Maternal  and  Child  Health  Advisory  Committee, 
comprised  of  health  professionals  and  parents,  has  been 
established  to  assess  the  health  needs  of  mothers  and 
children  in  all  parts  of  the  state  and  help  the  Department 
direct  federal  maternal  and  child  health  block  grant 
resources  to  communities  where  they  are  most  needed. 

The  first  meeting  of  the  Minority  Health  Advisory 
Committee  was  held  in  March.  Eighteen  members  rep- 
resenting diverse  groups  from  across  the  state  have 
been  selected  to  advise  the  Office  of  Minority  Health  on 
issues  that  affect  the  health  status  of  Nebraska's  minori- 
ties. 

Efforts  To  Improve  Data 

The  Nebraska  Medical  Association,  the  Nebraska 
Hospital  Association,  and  the  Department  of  Health  are 
working  together  to  develop  a statewide  database  con- 
taining hospital  inpatient  data  that  will  be  used  for 
health  planning  and  analysis  purposes.  The  work  group 
is  evaluating  data  collection  alternatives;  an  initial  pro- 
posal is  expected  to  be  prepared  by  early  summer. 

LB  387,  which  is  Sen.  Thomas  Horgan's  priority  bill, 
would  support  this  effort  by  requiring  hospitals  to  record 
and  report  E codes  on  hospital  uniform  billing  forms  to 
the  Department  of  Health.  This  would  result  in  data 
about  external  causes  of  injuries  that  would  be  useful  in 
health  planning  efforts. 

Health  Care  In  Nebraska 

Two  committees  appointed  by  Governor  Nelson 
have  submitted  preliminary  reports  on  the  status  of 
health  care  in  Nebraska.  The  Blue  Ribbon  Coalition, 
composed  of  private  business,  insurance,  academia, 
and  health  care  provider  representatives  has  prepared  a 
health  insurance  proposal  that  would  provide  a mini- 
mum health  care  insurance  package  for  all  Nebraskans. 
The  Inter-Agency  Health  Care  Advisory  Committee, 
which  consists  of  state  agency  directors  and  is  co- 
chaired by  Senator  Don  Wesely  and  the  Director  of 
Health,  has  prepared  a preliminary  report  with  an  over- 
view of  health  care  trends  and  challenges  in  Nebraska, 
and  which  addresses  the  need  for  disease  prevention 
activities.  It  also  discusses  methods  to  improve  financial 
access  to  health  care,  control  health  care  costs,  and 
maintain  and  improve  quality  health  care  in  the  state. 
Both  reports  are  available  from  the  Nebraska  Depart- 
ment of  Health's  Bureau  of  Health  Planning  and  Data 
Management. 

A series  of  statewide  forums  is  planned  to  solicit 
public  comment  on  the  proposals  and  recommenda- 
tions contained  in  the  reports.  Representatives  from  the 
White  House  Task  Force  on  National  Health  Care  Re- 
form are  expected  to  attend  at  least  one  of  these  forums. 

Legislation 

LB  819  would  require  that  all  positive  test  results  for 
HIV  be  reported  to  the  Nebraska  Department  of  Health, 
and  that  individuals  with  HIV  be  referred  for  appropriate 
counseling  and  treatment.  It  would  permit  anonymous 
testing  at  designated  sites  and  would  require  that  in- 
formed consent  be  obtained  prior  to  testing.  Some 
exceptions  to  the  requirement  to  obtain  informed  con- 
sent would  be  permitted. 

LB  496  would  amend  statutes  relating  to  pharmacy 
to  add  a definition  for  "devices"  and  to  prohibit  dispens- 


ing except  by  a pharmacist,  intern  or  other  exempt 
person.  It  also  defines  "active  practice"  to  mean  perfor- 
mance of  functions  listed  in  the  statute  as  the  principal 
or  ordinary  occupation.  This  bill  would  allow  retail 
pharmacies  to  use  pharmacy  technicians  under  supervi- 
sion. 

LB  522  would  provide  for  certification  of  licensed 
practical  nurses.  These  individuals  would  be  permitted 
to  insert  nasogastric  tubes  and  to  administer  intrave- 
nous therapy. 

LB  669  provides  for  licensure  of  mental  health  prac- 
titioners. 

LB  316  changes  provisions  for  supervision  of  physi- 
cian assistants.  The  level  of  supervision  could  be  ad- 
justed based  on  geographic  location  and  "other  factors 
the  Board  deems  relevant."  The  bill  would  also  permit  a 
waiver  of  the  limitation  of  two  PAs  per  one  supervising 
physician  upon  a showing  of  good  cause.  (Passed  and 
signed  by  the  Governor,  March  8,  1993) 

LB  376  would  amend  the  certificate  of  need  law  to 
redefine  ambulatory  surgical  centers. 

LB  429  would  authorize  optometrists  to  use  oral 
pharmaceutical  agents  as  well  as  topical  agents. 

Respectfully  submitted, 

Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 


REPORT  OF  THE  STATE  DEPARTMENT 
OF  SOCIAL  SERVICES 

The  Nebraska  Department  of  Social  Services  is 
pleased  to  submit  this  report  to  the  Nebraska  Medical 
Association  for  review  at  the  April  1 993  meeting  of  the 
House  of  Delegates.  While  the  primary  focus  of  this 
report  will  be  on  the  Nebraska  Medicaid  Program,  the 
Department  would  also  like  to  offer  additional  informa- 
tion related  to  current  issues  and  special  activities  within 
the  Department  of  Social  Services.  Within  this  report, 
we  have  included  an  edited  version  of  the  Department's 
budget  testimony  to  the  Nebraska  State  Legislature's 
Appropriations  Committee  in  March,  1993.  This  testi- 
mony will  address  the  significant  issues  surrounding  the 
budget  of  the  Nebraska  Medicaid  Program. 

NEBRASKA  MEDICAID 

MEDICAID  BUDGET 

The  total  Medicaid  expenditure  of  Fiscal  Year  1992 
was  approximately  $454  million.  This  is  a drastic  in- 
crease when  compared  to  Fiscal  Year  1987  when  ex- 
penditures were  at  approximately  $206  million. 

The  Medicaid  budget  for  the  near  future  continues  to 
face  a severe  financial  crisis.  Factors  that  continue  to 
impact  this  crisis  include: 

1 . The  continuing  rise  in  health  care  costs  in  general. 

2.  The  increasing  number  of  persons  who  are  be- 
coming Medicaid-eligible.  This  continued  increase 
in  Medicaid  eligibility  is  partially  related  back  to 
Federal  requirements  for  required  coverage  of 
certain  new  groups,  due  to  the  reduction  or  loss 
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of  health  care  coverage  by  persons  employed  in 
certain  jobs,  and  loss  of  medical  coverage  by  the 
working  poor. 

3.  The  increasing  need  for  medical  services  by  those 
who  do  become  Medicaid-eligible  and  have  high 
cost  acute  and/or  chronic  medical  needs. 

4.  The  recently  lowered  Federal  match  rate  for  the 
Medicaid  program,  which  is  expected  to  continue 
to  decline  over  the  next  several  years. 

5.  Settlement  of  a recent  hospital  lawsuit,  and 

6.  Continued  increases  in  the  cost  of  nursing  home 
care  and  services  for  the  elderly. 

Graphs  displayed  in  Attachment  A and  B will  demon- 
strate the  Medicaid  expenditure  for  Fiscal  Year  1992 
and  the  Medicaid  expenditure  compared  to  the  monthly 
average  number  of  recipients. 

The  number  of  persons  becoming  Medicaid-eligible 
continues  to  increase.  In  February  of  1993,  the  number 
of  Medicaid-eligible  persons  was  approximately  1 3 7,000. 
The  trend  in  an  annual  increase  of  1 5%  per  year  appears 
to  have  leveled  off  to  about  9%  according  to  preliminary 
figures  (see  Attachment  C).  Flowever,  this  increase  in 
eligible  persons  will  be  affected  this  year  by  the  recent 
elimination  of  the  "Medically  Needy  Caretaker  Relatives 
in  ADC  Families  Program".  The  elimination  of  this  pro- 
gram took  place  on  March  1 , 1 993.  With  its  elimination, 
approximately  5,200  "caretaker  relatives"  were  elimi- 
nated from  Medicaid  eligibility.  A comparison  of  the 
increases  in  eligibility  that  have  occurred  from  1987 
through  1992  can  be  found  in  Attachment  D. 

The  Department  has  also  taken  some  additional 
steps  for  cost  containment  including: 

1.  The  elimination  of  certain  nursing  facility  incen- 
tive payments; 

2.  A rate  freeze  on  all  practitioner  services; 

3.  A 1 5%  reduction  in  payments  for  outpatient  hos- 
pital services; 

4.  Rate  reductions  on  psychiatric  and  chemical  de- 
pendency day  treatment  services  to  $90/day  and 
$50/day  respectively; 

5.  Increased  surveillance  staff  to  identify  and  reduce 
fraud  and  abuse  in  the  Medicaid  program;  and 

6.  Elimination  of  Medicaid  coverage  for  smoking 
cessation  patches  and  certain  over-the-counter 
drugs. 

Cost  containment  measures  being  considered  in- 
clude. 

1.  "Managed  Care"  options  for  Medicaid-eligible 
persons; 

2.  Limitations  on  optional  services  (LB  804). 

A recent  report  from  the  Health  Care  Financing 
Administration  (HCFA)  reveals  Nebraska  to  have  had 
the  lowest  cost  per  beneficiary  in  the  four  state  region. 
Specifically,  the  FY  1 992  cost  per  beneficiary  was  listed 
as: 

Iowa  $4,033  Missouri  $4,418 

Kansas  $4,880  Nebraska  $3,530 


Nebraska's  cost  was  more  than  14%  below  that  of 
Iowa,  the  second  lowest  cost  in  the  region,  and  38% 
below  that  of  Kansas,  the  highest  cost  in  the  region. 

All  possible  means  of  dealing  with  the  budget  deficit 
are  being  considered.  The  Legislature  is  currently  in  the 
process  of  discussing  these  options  in  addressing  the 
Medicaid  budget. 

Enclosed  with  this  report,  is  an  edited  version  of  the 
testimony  provided  to  the  Appropriations  Committee 
earlier  this  year.  Within  this  testimony  are  many  perti- 
nent facts  and  issues  that  surround  the  Medicaid  pro- 
gram and  its  budget  crisis,  as  well  as  additional  informa- 
tion related  to  other  programs  of  the  Department  (see 
Attachment  E). 

1993  CPT  UPDATE 

The  1993  Current  Procedural  Terminology  (CPT) 
Manual  of  the  American  Medical  Association  contains 
many  changes  of  importance.  New  procedure  codes 
will  be  accepted  on  claims  with  dates  of  service  begin- 
ning January  1,  1993.  The  Department  allows  a phase- 
in  period  from  January  1, 1 993,  through  March  31,1 993 
each  year  for  changes  in  CPT  to  be  implemented.  Claims 
with  dates  of  service  after  April  1 , 1 993,  will  require  the 
new  CPT  coding. 

Specific  information  regarding  reporting  services  and 
billing  changes  that  are  affected  by  the  CPT-93  changes 
will  be  mailed  to  all  Nebraska  Medicaid  Physicians  and 
other  Practitioners  during  the  month  of  April,  1993. 
Inquiries  regarding  Nebraska  Medicaid  implementation 
of  CPT-93  coding  changes  may  be  addressed  by  con- 
tacting: 

Judy  Ewell,  R.N. 

Nebraska  Department  of  Social  Services 

Medical  Services  Division 

P.O.  Box  95026 

Lincoln,  NE  68509 

(402)  471-9368 

MEDICAID  PRACTITIONER  FEE  SCHEDULE 

Nebraska  Medicaid  Physicians  and  other  Practitio- 
ners will  receive  a fee  schedule  update  during  April, 
1993.  In  an  effort  to  contain  costs  of  printing  and 
mailing,  this  new  fee  schedule  has  been  revised  and  will 
now  provide  the  procedure  code  and  the  unit  value  or 
dollar  payment  amount.  The  description  for  each  proce- 
dure code  has  been  eliminated.  There  will  be  no  in- 
crease in  the  conversion  factor  due  to  the  Medicaid 
budget;  however,  the  Department  has  adopted  McCraw 
Hill  unit  values  on  procedure  codes  which  are  currently 
designated  as  RNE  (rate  not  established)  or  BR  (by 
report).  There  were  also  new  unit  values  assigned  to 
those  codes  that  previously  were  assigned  interim  val- 
ues. Overall,  the  Department  incurred  some  savings 
with  this  update  and  those  savings  were  utilized  to 
update  codes  that  previously  had  been  assigned  internal 
pricing.  In  particular,  this  would  apply  to  the  Evaluation 
and  Management  Codes  adopted  by  the  American 
Medical  Association  in  CPT-92.  A listing  of  the  new 
Medicaid  reimbursement  on  Evaluation  and  Manage- 
ment codes  and  other  services  of  interest  is  included 
with  this  report  (see  Attachment  F). 

With  the  increase  in  Medicaid-eligible  persons,  has 
come  an  increase  in  claims.  However,  the  claim  turn- 
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around  time  is  still  at  approximately  1 7 days  for  claims 
that  are  not  problematic.  The  total  number  of  claims 
processed  in  1992  was  4,257,534. 

MEDICAID  ELECTRONIC  CLAIMS  SUBMISSION  SYSTEM 

By  early  summer,  the  Department  will  benefit  from 
the  use  of  an  "Electronic  Hospital  Claims  System",  as  a 
result  of  an  agreement  between  the  Department,  Blue 
Cross  and  Blue  Shield  of  Nebraska  and  Richard  D.  Jugel 
and  Co.  This  system,  provided  free  of  charge,  will  assist 
the  Department  in  processing  Medicaid  hospital  claims 
more  efficiently.  The  agreement  is  representative  of  a 
cooperative  effort  by  the  State  of  Nebraska,  the  insur- 
ance industry  and  private  business  to  process  more 
claims  at  a faster  rate  and  at  a lower  cost  to  taxpayers. 
Hospitals  have  long  requested  this  capability  and  antici- 
pate considerable  savings  in  their  operations  also.  Elec- 
tronic claims  processing  will  allow  the  state  the  ability  to 
significantly  reduce  time-consuming  paperwork  and 
administrative  costs.  The  system  will  streamline  the 
claims  payment  process  and  help  in  ongoing  efforts  to 
reduce  costs  in  the  health  care  system.  The  three  groups 
say  that  by  reducing  paper  handling  and  administrative 
time,  as  well  as  postage  costs,  all  the  players  in  the 
health  care  arena,  including  providers,  consumers,  in- 
surers, taxpayers,  and  employers,  will  benefit.  This  ac- 
tion is  seen  as  part  of  a nationwide  movement  toward 
uniform  electronic  claims  submission. 

Blue  Cross  and  Blue  Shield  of  Nebraska  has  exclusive 
rights  to  the  DataTrac  electronic  hospital  claims  system 
in  Nebraska,  which  is  owned  by  Richard  D.  Jugel  and 
Co.,  of  Omaha.  The  company  is  providing  the  system 
and  its  collection  software  package,  V-MED,  to  the  state 
at  no  cost.  Under  the  agreement.  Blue  Cross  and  Blue 
Shield  of  Nebraska  will  allow  hospitals  to  transmit  Med- 
icaid electronic  hospital  claims  directly  to  the  Depart- 
ment free  of  charge. 

The  system  is  expected  to  be  fully  operative  by  early 
summer,  and  will  allow  virtually  all  Nebraska  hospitals  to 
file  Medicaid  claims  in  seconds,  rather  than  days.  After 
they  are  checked  for  errors  or  missing  information, 
claims  are  sent  via  computer  through  telephone  lines  to 
the  Department. 

Jugel's  company  will  train  Department  personnel  to 
use  the  V-MED  system,  and  Blue  Cross  and  Blue  Shield 
of  Nebraska  will  train  hospital  personnel  to  use  the 
DataTrac  system.  Both  companies  will  provide  ongoing 
maintenance  of  the  systems.  The  Department  is  project- 
ing an  annual  savings  of  $1 00,00  to  $1  50,000  utilizing 
DataTrac  and  V-MED. 

RURAL  HEALTH  CLINICS 

Rural  Health  Clinics  in  Nebraska  have  grown  in 
number  in  the  last  twelve  months  from  12  clinics  in 
1992  to  24  clinics  as  of  February  1993.  Nebraska  cur- 
rently has  1 7 Provider  Based  Rural  Health  Clinics  and  7 
Independent  Rural  Health  Clinics. 

A "Provider  Based  Rural  Health  Clinic"  is  defined  as 
an  integral  part  of  a hospital,  nursing  facility,  or  home 
health  agency  that  is  participating  in  Medicare  and  is 
licensed,  governed,  and  supervised  with  departments  of 
the  facility.  An  "Independent  Rural  Health  Clinic"  is 
defined  as  a freestanding  clinic.  Both  clinic  types  must 
provide  specified  services  to  be  considered  a rural 
health  clinic. 


To  become  a Rural  Health  Clinic,  the  facility  must  be 
certified.  State  health  departments  are  given  the  respon- 
sibility of  certifying  the  eligibility  of  potential  sites.  This 
typically  involves  a site  visit  to  inspect  the  compliance 
with  health  and  safety  codes,  the  existence  of  policies 
and  procedures  that  govern  the  use  of  the  mid-level 
practitioner  and  the  availability  of  certain  minimum 
services.  These  minimum  services  include  but  are  not 
limited  to:  (1)  general  clinic  services;  (2)  laboratory;  (3) 
emergency  services. 

To  become  a certified  Rural  Health  Clinic  provider, 
the  applicant  must  meet  three  tests: 

1.  The  facility  must  be  located  in  an  area  that  is 
designated  as  rural  by  the  Bureau  of  Census  and 
has  a population  of  less  than  50,000  people. 

2.  They  must  be  located  in  an  area  that  is  underserved 
which  is  defined  in  regulation  as  a geographic 
area  that  is  certified  as  either  a Health  Manpower 
Shortage  area  or  a medically  underserved  area.  If 
the  provider  meets  neither  of  these  tests  but  has 
been  in  operation  since  7-1-77,  the  statute  has  a 
special  provision  to  allow  such  sites  to  be 
"grandfathered"  in. 

3.  The  provider  must  utilize  the  services  of  a mid- 
level practitioner  at  least  60%  of  the  time  that  the 
site  is  open. 

Physicians  Assistants  are  in  practice  in  all  of  the 
current  Rural  Health  Clinics  in  Nebraska  at  this  time.  It 
is  anticipated  that  Nurse  Practitioners  practicing  in  Rural 
Health  Clinics  will  increase  as  the  new  training  program 
at  Kearney  begins  graduating  current  students. 

Medicaid  reimbursement  to  Rural  Health  Clinics  is 
determined  by  whether  the  clinic  is  certified  as  provider 
based  or  independent,  with  provider  based  reimbursed 
at  the  lower  of  cost  or  charges  as  established  by  Medi- 
care, the  independent  clinics  are  reimbursed  at  a rea- 
sonable cost  rate  per  visit  as  established  by  Medicare. 
For  clients  who  are  eligible  for  Medicare  and  Medicaid, 
Nebraska  Medicaid  will  pay  the  deductibles  and  coin- 
surance as  determined  by  Medicare. 

Information  regarding  certification  can  be  obtained 
from  the  Nebraska  Department  of  Health,  Office  of 
Rural  Health  at  (402)  471-0142. 

Information  regarding  Medicaid  Provider  enrollment 
as  a Rural  Health  Clinic  can  be  obtained  by  contacting 
Sally  Allamby,  R.N.,  at  (402)  471-9368. 

LEAD  SCREENING  MANDATED  AS  PART  OF  THE 
HEALTH  CHECK  (EPSDT)  EXAMINATION 

Childhood  lead  poisoning  is  one  of  the  most  com- 
mon and  preventable  pediatric  health  problems  today. 
All  children  ages  6 months  to  72  months  are  considered 
at  risk.  For  Medicaid-eligible  children,  Federal  regula- 
tions require  that  beginning  at  six  months  of  age  and 
each  periodic  exam  thereafter,  the  screening  physician 
discuss,  with  the  child's  parent  or  guardian,  childhood 
lead  poising  intervention  and  assess  the  child's  risk  for 
exposure. 

LEAD  SCREENING 

Low  risk  children  are  to  be  screened  by  a blood  test 
at  12  months  and  followed  by  a second  blood  lead  test 
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at  24  months.  HIGH  risk  children  are  to  screened  by  a 
blood  lead  test  at  every  Health  Check  (EPSDT)  periodic 
exam  through  72  months  of  age. 

If  a child  between  the  ages  of  24  months  and  72 
months  has  not  received  a screening  blood  test,  then 
that  child  is  to  receive  it  at  the  earliest  opportunity, 
regardless  of  being  determined  to  be  low  or  high  risk. 

LEAD  TESTING 

Capillary  collection  may  be  used  for  the  blood  lead 
test.  Elevated  capillary  blood  lead  test  results  should  be 
confirmed  with  a venous  blood  lead  test. 

LABORATORY 

Blood  lead  collection  kits  are  available  by  contacting 
the  Nebraska  Department  of  Health  State  Laboratory  in 
Lincoln  at  (402)  471-2122.  There  will  be  no  mailing  or 
kit  costs  to  the  screening  physician  as  special  arrange- 
ments have  been  negotiated  with  the  State  Laboratory 
to  perform  blood  lead  analysis  for  Medicaid-eligible 
children.  Use  of  the  State  Laboratory  is  also  encouraged 
to  enhance  public  health  monitoring  and  surveillance  of 
lead  poisoning  prevalence. 

BILLING 

If  a venous  blood  collection  is  performed,  the  physi- 
cian can  be  reimbursed  for  the  collection  by  using  CPT 
procedure  code  36415.  If  a capillary  collection  is  per- 
formed, no  additional  reimbursement  is  available.  The 
analysis  of  the  blood  level  will  be  billed  by  the  State 
Laboratory  directly  to  the  Nebraska  Medicaid  program. 
It  is  imperative  that  the  screening  physician's  office  staff 
mailing  the  specimens  include  the  child's  full  Medicaid 
identification  number,  to  enable  the  laboratory  to  bill 
Nebraska  Medicaid  for  performing  the  testing. 

TREATMENT 

If  a child  is  found  to  have  blood  lead  levels  equal  to 
or  >10  ug/dl,  screening  physicians  are  to  use  their 
professional  judgementwith  reference  to  the  CDC  guide- 
lines covering  patient  management  and  treatment.  The 
CDC  publication  of  guidelines,  "Preventing  Lead  Poison- 
ing in  Young  Children"  is  available  upon  request  from 
the  Departments  of  Health  or  Social  Services. 

For  questions  regarding  the  CDC  guidelines  or  tech- 
nical assistance  for  lead  screening,  please  contact: 

Rita  Westover,  R.N. 

Nebraska  Department  of  Health 
Maternal  and  Child  Health  Division 
P.O.  Box  95007 
Lincoln,  NE  68509 
(402)  471-2907 

For  questions  regarding  Medicaid  coverage  and 
Health  Check  (EPSDT)  requirements,  please  contact: 
Sally  Allamby,  R.N. 

Nebraska  Department  of  Social  Services 
Medical  Services  Division 
P.O.  Box  95026 
Lincoln,  NE  68509 
(402)  471-9119 
or 

Sandi  Kahlandt 

Nebraska  Department  of  Social  Services 

Medical  Services  Division 

P.O.  Box  95026 

Lincoln,  NE  68509 

(402)  471-0366 
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All  Medicaid  enrolled  primary  care  physicians  will  be 
receiving  this  information  on  lead  screening  and  testing 
during  the  spring  of  1993. 

ADOLESCENT  HEALTH  CARE 

As  health  care  makes  the  transition  to  managed  care 
and  cost  controls,  there  is  an  increased  need  for  physi- 
cians to  be  able  to  provide  primary  care  to  all  age 
groups.  Adolescents  have  their  own  special  needs  and 
if  these  can  be  addressed  in  a consistent  and  caring 
manner,  they  can  learn  to  be  knowledgeable  health 
consumers.  They  can  also  develop  an  investment  in 
using  health  care  wisely.  The  primary  care  physician  is  in 
a unique  position  to  provide  education  and  guidance  to 
these  young  consumers. 

Adolescence  is  a time  of  transition  from  dependency 
on  parents  to  self-reliance  and  self-determination.  The 
physician  can  be  involved  in  teaching  the  adolescent 
medical  common  sense,  the  need  for  regular  checkups, 
and  the  importance  of  having  a medical  home  for  health 
care.  By  the  time  adolescents  leave  high  school,  they 
should  have  an  understanding  of  the  following: 

1.  The  fundamentals  of  first  aid  (burn,  cuts,  bruises, 
sprains,  and  strains); 

2.  How  to  care  for  the  common  cold,  the  flu,  diar- 
rhea, and  constipation; 

3.  The  need  for  an  mechanisms  of  contraception; 

4.  When  to  seek  the  care  of  a physician; 

5.  Self-breast  or  testicular  examination; 

6.  The  risks  associated  with  substance  abuse; 

7.  The  appropriate  use  of  over-the-counter  medica- 
tions; and 

8.  The  psychosomatic  nature  of  illness  and  their 
normal  range  of  emotions. 

In  1992,  the  American  Medical  Association  pub- 
lished their  recommended  guidelines  for  treating  ado- 
lescents. These  are  available  by  contacting  the  AMA's 
Adolescent  Medicine  Department  at  (312)  464-5570. 

SUBSTANCE  ABUSE  IN  PREGNANCY 

The  use  of  alcohol  and  other  drugs  continues  to  be 
one  of  the  leading  causes  of  birth  defects,  and  it  contin- 
ues to  be  the  only  completely  preventable  cause  of  birth 
defects.  There  have  been  several  experts  who  have 
noted  that  physicians  increase  their  liability  when  they 
do  not  review  the  risks  of  using  alcohol  and  other  drugs 
with  their  pregnant  patients.  One  expert  has  speculated 
that  this  area  has  the  potential  to  be  the  source  of  major 
malpractice  claims. 

GOOD  BEGINNINGS  PLANNING  INITIATIVE 

Good  Beginnings  is  an  effort,  under  the  direction  of 
the  Governor's  Office,  to  guarantee  a quality  of  life  for 
all  Nebraska  children.  The  Departments  of  Education, 
Health,  and  Social  Services  are  spearheading  the  effort, 
with  assistance  from  other  state  agencies  such  as  the 
Departments  of  Economic  Development  and  Public 
Institutions.  The  mission  of  Good  Beginnings  is  to  en- 
hance community  environments  that  will  lead  to  a 
quality  life  for  all  Nebraska  children  to  include  the 
components  of:  1 ) parent  education;  2)  family  visitation; 
and  3)  early  childhood  education. 

The  goals  of  Good  Beginnings  are  as  follows: 


1.  Ensure  that  all  Nebraska  families  have  access  to 
health  services  and  adequate  nutrition  beginning 
at  preconception  so  that  Nebraska's  children  will 
have  a healthy  start  in  life. 

2.  Assure  that  all  parents  have  access  to  voluntary 
parent  education  programs  to  provide  them  with 
the  information  and  support  they  may  need  to 
carry  out  their  parenting  responsibilities  in  the 
early  years  (0-5)  and  to  understand  the  develop- 
mental stages  of  family  life. 

3.  Create  a system  of  support  for  parents,  including 
a voluntary  family  visitation  program  for  parents 
with  newborns  and  young  children,  with  volun- 
teers and  professionals  working  in  partnership 
with  parents  and  extended  family  members  with 
a prevention  focus. 

4.  Assure  that  all  children  have  access  to  high  quality 
early  child  care  and  education  programs  that 
maximize  young  children's  potential  to  be  suc- 
cessful learners. 

5.  To  promote  the  family's  capacity  to  met  their  own 
needs  by  connecting  with  community  supports 
and  help  all  members  of  the  community  to  recog- 
nize their  responsibilities  for  one  another. 

Good  Beginnings  in  Nebraska  will  be  organized 
around  the  shared  objectives  of  national,  state,  and 
community  efforts,  aimed  at  improving  the  well-being  of 
young  children  and  their  families.  Some  of  these  efforts 
include  Nebraska  2000  (the  National  Education  Goals), 
the  Nebraska  Commission  for  the  Protection  of  Chil- 
dren, Healthy  Children  2000,  and  Nebraska's  High  Per- 
formance Learning  Model.  Good  Beginnings  will  also 
advance  the  goals  of  Child  Health  programs,  mental 
health  initiatives.  Family  Preservation  teams  and  many 
other  state  and  local  community  efforts. 

CHILD  CARE  AND  DEVELOPMENT  DIVISION 

The  publication,  "Caring  for  our  Children",  a joint 
collaborative  project  of  the  American  Public  Health 
Association  and  American  Academy  of  Pediatrics  has 
been  obtained  by  the  Department  and  will  prove  to  be 
a valuable  resource. 

This  publication  identifies  national  health  and  safety 
standards  to  be  used  as  a guideline  for  out-of-home  child 
care  programs. 

A revision  of  the  Nebraska  Rules  for  Family  Day  Care 
is  currently  in  progress.  This  revision  is  intended  to 
address  gaps  in  current  regulations  and  reflect  national 
trends  and  incorporation  of  new  knowledge. 

Coordination  is  occurring  between  the  Department 
of  Social  Services  and  the  Division  of  Disease  Control  of 
the  Nebraska  Department  of  Health  in  developing  im- 
munization record  regulations.  The  intent  is  for  all  child 
care  providers  to  submit  a listing  of  immunizations  that 
children  in  their  care  have  received  to  the  Nebraska 
Department  of  Health.  There  is  a strong  focus  for  all 
children  in  Nebraska  to  be  immunized  against  conta- 
gious diseases. 

The  department  is  currently  looking  at  developing 
regulations  to  serve  programs  wishing  to  care  for  chil- 
dren who  may  be  ill  and/or  children  with  disabilities. 


It  is  unknown  at  this  time  what  impact  the  Americans 
with  Disabilities  Act  (A.D.A.)  will  have  on  these  types  of 
programs. 

.Child  Care  Grant  Funds  are  again  available  to  assist 
early  care  and  education  providers  in  starting  or  expand- 
ing child  care  programs,  especially  infant  and  school  age 
care.  The  focus  will  also  be  on  new  programs  wishing  to 
provide  care  to  children  with  disabilities. 

FOSTER  CARE  HOMES  IN  NEBRASKA 

The  Department  of  Social  Services  has  been  given 
statutory  responsibility  for  the  licensure  of  "Foster  Fam- 
ily Homes"  in  Nebraska.  This  year,  the  Department  plans 
to  revise  foster  home  licensing  regulations  to  ensure 
that  they  are  responsive  to  the  needs  of  children  placed 
in  foster  care  today.  The  regulations  were  last  revised  in 
1983  and  are  thus  somewhat  outdated.  The  process  is 
a cooperative  effort  of  the  Department  of  Social  Ser- 
vices and  the  Fostering  in  Nebraska  Task  Force,  which 
is  a subcommittee  of  the  Child  Protection  Commission. 

CONCLUSION 

Once  again,  the  Department  would  like  to  thank  Dr. 
Chris  Caudill  and  the  members  of  the  NMA  Ad  Hoc 
Medicaid  Committee  for  their  continued  work  on  the 
challenging  issues  concerning  the  Medicaid  program 
and  physician  providers. 

The  Department  looks  forward  to  continuing  this 
process  and  to  working  with  the  Nebraska  Medical 
Association  on  other  issues  of  mutual  concern. 

. Respectfully  submitted, 

Mary  Dean  Harvey,  Director 
Nebraska  Department  of 
Social  Services 
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ATTACHMENT  E 


NEBRASKA  DEPARTMENT  OF  SOCIAL  SERVICES 
1993-1995  Budget  Testimony 
to  the  Appropriations  Committee 
March,  1993 

Good  afternoon,  Senator  Moore  and  members  of  the 
Committee.  My  name  is  Mary  Dean  Harvey.  I am  the 
Director  of  the  Department  of  Social  Services.  I would  like 
to  thank  the  committee  for  dedicating  a full  afternoon  to  our 
budget  hearing.  We  should  have  no  problem  using  the  time 
effectively. 

According  to  the  Preamble  to  the  United  States  Consti- 
tution, one  of  the  objectives  of  government,  along  with 
providing  for  the  common  defense,  is  to  "promote  the 
general  welfare."  The  functions  of  the  Department  of  Social 
Services  fall  under  this  objective  of  government. 

The  work  of  the  Department  of  Social  Services  can  be 
described  in  many  ways.  For  me,  the  most  appropriate 
description  of  the  agency's  work  is  "helping  those  who  have 
been  left  vulnerable  — the  elderly,  the  poor,  the  young,  the 
abused,  the  disabled,  the  sick  persons  in  Nebraska."  In  1 992, 
services  through  NDSS  reached  250,000  Nebraskans. 

I want  to  begin  my  testimony  by  giving  a brief  overview 
of  what  is  happening  in  the  Department  of  Social  Services 
and  economic  trends  that  impact  the  people  we  serve. 

A most  important  fact  of  life  for  all  of  us  in  the  Depart- 
ment is  that  our  caseloads.  . .our  workloads  continue  to 
grow.  Through  the  1 980s  and  into  the  1 990s,  the  number  of 
people  who  access  services  through  the  Department  has 
continued  to  increase. 

Let  me  give  you  some  examples. 

*ln  1 980,  a monthly  average  of  close  to  1 2,400  families 
received  Aid  to  Dependent  Children.  Last  month,  the  De- 
partment provided  payments  to  almost  1 7,000  families.  That 
is  an  increase  of  37%  in  12  years.  . .years  of  economic 
growth,  at  least  for  some. 

"Food  Stamps.  In  1980,  just  over  22,000  households 
participated  in  the  Food  Stamp  Program.  Last  month,  almost 

45.000  households  received  Food  Stamps.  That  is  100% 
increase  in  the  number  of  Nebraska  households  receiving 
Food  Stamps. 

"Child  Welfare.  In  1 980,  there  were  approximately  2,700 
state  and  county  wards.  In  1992,  there  were  4,022  state 
wards,  an  increase  of  49%. 

"Medicaid.  I am  sure  you  have  heard  more  than  you  want 
to  about  the  problems  of  Medicaid.  . .but  the  story  would 
not  be  complete  if  I did  not  highlight  the  growth  of  the 
number  of  people  who  are  relying  on  the  Medicaid  Program 
for  their  health  care  coverage. 

Since  1980,  the  average  monthly  number  of  Medicaid 
eligibles  has  increased  by  98%  from  61,700  in  1980  to 

122.000  in  1990.  In  many  of  our  program  rates  of  growth 
have  been  accelerating  in  recent  years.  For  example,  the 
number  of  Medicaid  eligibles  has  increased  by  42%  since 
January  of  1 990. 

To  put  these  figures  in  perspective,  I ask  you  to  remem- 
ber that  during  the  1980s  Nebraska's  population  grew  less 
than  1%  or  a growth  of  8,560  persons.  During  the  same 
period  the  number  of  persons  eligible  to  receive  Medicaid 
grew  by  over  60,000.  Obviously,  the  growth  in  our  caseload 
has  not  been  driven  by  population  growth.  We  must  look  for 
explanations  elsewhere. 

Let  us  look  for  a moment  at  the  poverty  statistics  for 
Nebraska  that  have  been  developed  by  the  Census  Bureau. 
If  there  is  a trait  that  is  shared  by  most  of  the  Nebraskans  we 


serve,  it  is  that  at  some  time  or  another  they  are  poor. . .they 
do  not  have  enough  resources  to  provide  for  basic  necessi- 
ties. 

According  to  the  1990  Census,  poverty  in  Nebraska 
increased.  Moreover,  it  increased  for  virtually  every  demo- 
graphic category,  but  the  hardest  hit  were  children,  espe- 
cially young  children  and  households  headed  by  women. 

Again,  please  bear  with  me  while  I cite  a few  statistics. . .it 
is  necessary  to  develop  a picture  of  what  is  happening  in  our 
state. 

The  1990  Census  data  for  Nebraska  is  startling. 

"For  families  with  children  under  1 8 years  old,  there  was 
almost  an  1 1%  increase  in  the  poverty  rate. 

"In  Nebraska,  57,000  or  14%  of  Nebraska's  children 
under  age  18  live  below  the  poverty  threshold.  This  is  a 7% 
increase  from  1980. 

"The  poorest  children  tend  to  be  the  younger  children.  In 
Nebraska,  20,000  or  1 7%  of  the  children  under  5 years  old 
are  poor.  An  increase  of  25%  from  1980. 

"Clearly,  the  poorest  families  are  the  families  headed  by 
women.  Of  all  the  families  headed  by  women  in  Nebraska, 

14,000  or  30%  (almost  1 in  3)  live  below  the  poverty 
threshold.  This  is  a 46%  increase  over  1980. 

"Again,  the  Census  data  demonstrate  that  the  poorest 
families  are  the  families  with  very  young  children.  We  should 
be  very  concerned  about  this  because  these  are  families  in 
their  formative  stage. 

"When  you  look  at  the  poverty  rates  by  race  and  His- 
panic origin,  it  is  clear  that  if  you  are  a member  of  a minority 
in  Nebraska  you  have  a greater  chance  of  being  poor.  While 
10%  of  all  white  persons  in  Nebraska  are  poor,  31%  of  all 
African  Americans  are  poor,  46%  of  all  Native  Americans 
are  poor,  20%  of  all  Asians  are  poor,  and  23%  of  those  of 
Hispanic  origin  live  in  poverty. 

These  poverty  statistics  are  important  because  poverty  is 
a root  cause  of  many  of  our  social  ills.  For  example,  children 
living  in  poverty  suffer  more  than  their  share  of  premature 
birth,  malnutrition,  recurrent  health  problems,  psychological 
and  physical  stress,  child  abuse  and  neglect,  and  learning 
disabilities. 

What  is  happening  in  our  society?  What  are  the  forces 
that  are  driving  up  the  poverty  rates,  even  in  relatively  good 
economic  times?  What  are  the  factors  that  continue  to  drive 
our  caseloads  up  other  than  eligibility  changes  mandated  at 
the  federal  level? 

I do  not  pretend  to  know  the  answers  to  the  questions, 
but  I will  offer  a few  observations.  Major  transformations  are 
taking  place  in  our  society.  For  instance,  economists  tell  us 
that  since  1973,  the  median  earnings  of  full-year,  full-time 
workers  have  not  grown.  Many  social  scientists  believe  this 
decline  in  earnings  has  had  serious  side  effects  on  the 
formation  and  stability  of  families.  I believe  the  declining 
fortunes  of  family  life  have  a large  impact  on  our  caseloads. 

We  are  also  witnessing  major  changes  in  the  attitudes 
toward  sex,  marriage  and  family  life.  For  instance,  on  Febru- 
ary 22,  the  Omaha  World-Herald  carried  an  article  entitled 
"Family  Statistics  'Not  Looking  Good'."  The  article  pointed 
out  that  in  1991  about  10,000  Nebraska  children  joined  — 
through  birth  and  divorce  — the  most  economically  vulner- 
able kind  of  families.  . .one  headed  by  a single  mother.  I 
would  predict  that  our  agency  is  being  and  will  continue  to 
be  directly  impacted  by  the  realities  behind  this  statistic. 

These  are  but  two  of  the  major  socio-economic  factors 
that  are  transforming  our  society.  Others  are  the  increasing 
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entrance  of  mothers,  especially  mothers  with  children  under 
6 years  old,  into  the  workforce  outside  the  home,  the  shift 
to  a service  economy,  the  loss  of  the  higher  paying  manufac- 
turing jobs,  the  increase  in  automation,  etc.  While  all  of 
these  factors  are  relevant  here  in  Nebraska,  we  are  working 
with  forces  unique  to  the  Midwest:  In  the  past  decade, 
Nebraska  has  lost  between  25%  and  30%  of  its  farmers.  This 
amounts  to  a deep  structural  change  that  all  of  our  commu- 
nities are  working  through.  Our  agency  is  there  to  help  those 
left  most  vulnerable  by  these  radical  transformations. 

I believe  we  must  remind  ourselves  that  we  are  dealing 
with  social  changes  of  historic  proportions.  We  are  not  in 
control  of  events.  As  we  seek  to  promote  the  general 
welfare,  we  must  protect  those  left  vulnerable  by  these 
historic  shifts  we  are  witnessing  in  our  times.  We  must 
position  the  agency  to  be  responsive  to  the  societal  changes. 

Our  goal  in  the  Department  has  been  and  continues  to 
be  to  increase  opportunities  for  self-sufficiency  and  indepen- 
dence. We  believe  we  best  serve  the  interests  of  our  clients/ 
customers  when  we  help  all  who  are  able  back  to  a life  of 
self-sufficiency  and  independence. 

To  best  serve  the  interests  of  our  clients/customers,  I 
believe  we  . . . and  I mean  both  the  public  and  the  private 
sectors  . . . need  to  change  the  way  we  conduct  our 
business.  If  we  are  going  to  serve  the  best  interests  of  those 
we  in  the  Department  of  Social  Services  intend  to  help,  we 
need  real  welfare  reform. 

Let  me  explain.  Studies  carried  out  by  social  scientists 
show  that  for  most  recipients  reliance  on  public  assistance 
is  a temporary  phenomenon.  That  is,  when  they  examined 
the  changes  of  the  dynamics  of  the  population  of  the 
recipients  on  public  assistance,  they  discover  that  the  major- 
ity of  recipients  remained  on  the  welfare  rolls  for  relatively 
short  periods  of  time.  However,  this  rather  optimistic  picture 
of  the  welfare  system  must  be  tempered  by  the  fact  that 
there  is  a group  of  people  who  remain  on  public  assistance 
more  or  less  permanently.  It  is  this  group  who  more  or  less 
permanently  rely  on  welfare  that  concern  me  most.  We  must 
do  more  for  them,  for  by  relying  on  welfare  system  for  their 
support  they  are  trapped  in  poverty. 

We  must  redesign  our  welfare  system  to  help  those  who 
rely  on  it  to  move  to  a life  of  self-sufficiency  and  indepen- 
dence. During  the  next  few  months,  I will  lead  an  effort  to 
examine  our  programs  and  make  necessary  changes  to 
assure  that  these  programs  truly  support  an  individuals 
movement  toward  self-sufficiency  and  independence.  Many 
of  the  responsibilities  of  the  department  are  30,40,50  and 
even  60  years  old.  It  is  clear  that  the  solutions  of  the  great 
depression  of  the  30's  are  not  necessarily  the  solutions 
needed  in  the  90's.  However,  I want  to  stress  that  we  cannot 
do  this  alone.  We  will  need  help  from  other  government 
agencies  (for  example,  Labor  Economic  Development  and 
Revenue),  the  Legislature,  and  most  importantly,  the  busi- 
ness/labor community.  The  key  to  welfare  reform  is  jobs. . . 
jobs  that  provide  benefits  and  pay  living  wages,  and  for  this 
. . . the  marketplace  is  the  proper  domain  of  the  business/ 
labor  community.  A second  key  is  child  support  — we  must 
insure  that  all  parents  financially  support  their  children. 

Child  support  collections  are  improving  but  we  still  have 
a long  way  to  go.  Only  30%  of  monthly  court  ordered 
support  for  ADC  families  is  collected;  50%  for  non-ADC 
families;  and  only  a fraction  of  the  over  $226  million  owed 
in  total  delinquent  support  in  Nebraska  was  collected  in  FY 
1992. 

Our  budget  document  includes  a request  to  utilize  a 
portion  of  increased  collections  to  improve  the  effectiveness 
of  the  child  support  operation. 

The  responsibilities  for  Child  Support  Enforcement  have 
expanded  rapidly  in  recent  years,  both  in  terms  of  the 


number  of  services  provided  and  the  number  of  parents  and 
children  served.  As  a consequence,  the  complexity  of  the 
program  management  process  itself  has  increased.  In  order 
to  improve  services,  we  must  both  continue  our  efforts  to 
expand  automated  support  and  explore  alternative  ways  of 
providing  services.  Privatization  is  only  one  of  those  alterna- 
tives. We  must  also  make  some  hard  decisions  about  who 
should  pay  for  these  services. 

I am  suggesting  that  we  rethink  the  roles  of  the  public 
and  the  private  sectors  in  relation  to  public  assistance.  The 
ADC  system  was  originally  designed  to  provide  for  widows 
and  their  children.  Today,  it  serves  a vastly  different  popula- 
tion. Given  our  changing  world,  we  must  re-examine  who 
we  are  serving  and  how  we  are  serving  them.  We  must  re- 
examine what  are  society's  obligations  to  public  assistance 
recipients  and  what  are  those  recipient's  obligations  to 
society. 

To  achieve  these  goals  effectively  and  efficiently,  to 
provide  the  quality  service  that  the  citizens  of  Nebraska 
deserve,  we  must  improve  our  productivity.  We  will  accom- 
plish this  in  several  ways. 

First,  we  are  in  the  process  of  reorganizing  the  Depart- 
ment of  Social  Services.  This  is  not  intended  to  be  a one  time 
reshuffle  of  boxes  on  an  organization  chart.  We  are  initiating 
a process  that  will  establish  outcomes,  identify  and  focus 
assistance  and  services  to  specific  client  populations,  and 
reorganize  accordingly.  We  do  know  we  will  very  likely  have 
fewer  managerial  positions.  We  will  have  fewer  supervisory 
positions.  These  resources  will  be  redirected  to  the  direct 
service  component  of  the  Department. 

I have  established  the  first  of  the  changes  in  the  Depart- 
ment through  the  designation  of  the  two  "tracks"  within 
which  further  internal  change  will  occur  — Program  and 
Delivery  of  Service  and  (2)  Operations  to  support  service 
delivery.  I have  full  faith  and  confidence  that  our  two  depu- 
ties (Gerry  Oligmueller  and  Ron  Sorensen)  will  engage  the 
wisdom  of  the  staff  who  do  the  work  and  those  that  we  serve 
to  define  the  work  in  a way  that  will  focus  on  meeting  needs 
and  promoting  self-sufficiency  and  independence  of  those 
who  come  to  us  for  assistance.  I also  believe  that  the 
resulting  organizational  functions  and  structure  will  em- 
power people  to  do  their  work,  be  responsible  for  their  work 
and  this  will  ultimately  deliver  a more  effective  product.  In 
addition,  we  must  have  outcome  based  performance  mea- 
sures. 

Unlike  private  enterprise,  we  do  not  generate  a profit 
that  can  be  used  to  measure  our  success.  Our  measure  of 
success  should  not  be  the  size  of  our  budget,  the  number  of 
customers  we  serve,  or  the  number  of  programs  we  admin- 
ister. Our  measure  of  success  must  become  the  results  or 
desired  outcomes  we  empower  our  customers  to  achieve. 

Secondly,  we  must  look  to  automation.  A study  to  mea- 
sure the  workloads  of  caseworkers  was  recently  completed 
in  the  program  areas  of  Child  Support  Enforcement,  Child 
Protective  Services,  Adult  Protective  Services,  Social  Ser- 
vices, and  Income  Maintenance.  We  found  that  given  cur- 
rent caseloads,  program  policies  and  procedure  require- 
ments, the  workloads  of  staff  are  on  average  at  1 50%  of  the 
recommended  levels.  This  means  that  workers  cannot  man- 
age their  cases  as  they  should.  We  are  simply  stretched  too 
thin.  Under  current  conditions,  we  would  need  an  additional 
622  caseworkers  to  fully  implement  the  recommended 
caseloads.  At  the  same  time  we  recognize  the  political 
reality.  . .we  will  not  be  able  to  hire  an  additional  622  staff. 
Within  the  reality  of  the  budget  and  the  worklaod,  I have 
taken  a position  that  we  can  neither  increase  or  decrease  our 
staffing  resources.  We  are,  however,  in  a position  to  exercise 
control  over  the  resources  we  currently  have  available.  We 
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are  in  a position  to  redefine  our  work,  to  look  at  how  we  do 
our  work  and  how  we  allocate  our  staffing  resources.  One 
of  the  primary  solutions  is  the  use  of  automated  systems  to 
improve  the  productivity  of  our  front-line  staff. 

One  of  the  reports  in  the  workload  study  indicated  that 
caseworkers  on  average  spend  63%  of  their  work  time  in 
case  processing  activities.  If  we  can  reduce  the  processing 
time  through  computerized  processing,  by  even  a third  for 
IM  staff,  for  example,  we  have  in  essence  increased  the 
workforce  by  26%. 

Two  years  ago,  the  Department  began  an  initiative  with 
the  support  of  both  state  and  enhanced  federal  funding  to 
redesign  the  automated  information  processing  system  used 
in  the  department  primarily  for  income  maintenance  work. 
The  intended  outcome  of  this  systems  design  and  planning 
process  would  ultimately  reduce  the  processing  time  spent 
by  income  maintenance  staff  in  an  initial  application  for 
assistance  by  4 Vi  hours  per  case  — a tremendous  reduction 
in  the  initial  time  of  case  processing  for  the  staff. 

Before  getting  into  specific  budget  issues,  I want  to 
review  for  you  some  of  the  changes  in  the  Department  in  the 
last  two  years. 

In  an  effort  to  more  effectively  and  efficiently  serve 
children  and  families  in  Nebraska,  we  are  pleased  to  de- 
scribe a few  initiatives  in  this  area: 

GOOD  BEGINNINGS 

Under  the  direction  of  the  Governor's  Office  and  in 
collaboration  with  the  Departments  of  Education  and  Health 
we  are  involved  in  the  Good  Beginnings  effort.  The  vision 
behind  Good  Beginnings  is  to  guarantee  a quality  life  for  all 
Nebraska  children.  This  will  occur  in  part  through  a focus  on 
three  key  components:  parent  education,  home  visitation 
and  early  childhood  education.  Our  Department  has  com- 
mitted a redirection  of  up  to  $500,000  to  fund  the  develop- 
ment of  a curriculum  for  parent  education  to  be  available  to 
communities  throughout  our  state. 

Good  Beginnings  is  based  on  our  belief  that  prevention 
is  a key  to  promote  the  well-being  of  all  Nebraska  children 
and  a sound  investment  of  public  resources.  This  program  is 
designed  to  support  families  in  their  communities  and  create 
linkages  to  already  existing  programs  and  initiatives. 

NCCV 

This  past  year  staff  from  the  Departments  of  Social 
Services  and  Public  Institutions  have  been  working  together 
to  transition  the  management  of  the  NCCY  campus  1 4 bed 
residential  care  and  treatment  program  in  northeast  Lincoln 
from  the  Department  of  Social  Services  to  the  Department 
of  Public  Institutions.  DPI,  as  the  state  mental  health  author- 
ity will  be  able  to  offer  the  necessary  professional  training 
and  programmatic  support  to  the  campus  program  to  ensure 
continued  quality  service  to  the  adolescents  being  served 
and  their  families.  This  transition  became  effective  January 
25,  1993.  Our  Department  will  provide  the  funding  neces- 
sary to  support  this  program  through  the  purchase  of  pro- 
gram management  and  delivery. 

Our  Departments  have  established  new  ground  within 
the  public  sector  by  financing  the  continued  operation  of  the 
14  bed  residential  care  and  treatment  program  under  a 
customer-provider  agreement.  DPI  will  be  reimbursed  with 
state  general  and  federal  funds  under  the  Medicaid  program 
for  services  provided  to  wards  of  the  Department.  This 
change  allows  the  Department  to  address  administrative 
budget  reductions  made  during  the  special  sessions  of  the 
Legislature  in  the  fall  of  1 992  and  to  support  the  Department 
of  Public  Institutions’  need  to  improve  services  in  the  newly 
created  Adolescent  and  Family  Services  Program. 

NCCY  SCHOOL 

We  discontinued  the  operation  of  the  NCCY  school 


because  Lincoln  Public  Schools  are  better  equipped  to 
educate  students. 

SUPPORTIVE  SERVICES 

NCCY  has  also  operated  five  community-based  group 
homes  for  adolescents  called  Community  and  Family  Re- 
source Service  programs.  Through  a detailed  planning  pro- 
cess, we  have  determined  that  a program  that  supports 
families  directly  on  a statewide  basis  is  a better  use  of  these 
resources.  Residential  group  care  offered  at  the  programs  in 
Bellevue,  Columbus,  Hastings,  Lincoln  and  Seward  ended  in 
the  summer  of  1992  and  our  Department  currently  seeks 
residential  care  from  local  public  and  private  group  homes 
and  services  for  children. 

Our  new  program,  called  Supportive  Services,  is  de- 
signed to  provide  intensive  home-based  services  to  families 
involved  with  Child  Protective  Services  throughout  our  state. 
This  program  will  work  to  prevent  children  from  becoming 
wards  of  the  state,  keep  families  together,  reunify  children 
with  their  families,  or  in  some  instances  help  secure  perma- 
nent placements  for  youths  who  cannot  safely  remain  at 
home. 

This  program,  developed  through  a redesign  of  current 
resources,  is  nearing  the  implementation  stage  and  will  be 
providing  services  later  this  spring. 

PRETRAININC  CPS  WORKERS 

‘Because  too  many  of  our  new  Child  Protective  Service 
workers  were  undertaking  casework  without  adequate  train- 
ing, we  implemented  a pre-service  training  program  for  new 
CPS  workers  prior  to  assignment  of  case  to  them.  Now  CPS 
workers  are  better  equipped  for  the  rigors  of  casework.  We 
have  reduced  the  caseworker  turnover  by  10%  per  year 
since  1990. 

These  changes  are  significant  and  they  are  only  the 
beginning  of  what  needs  to  be  accomplished  to  position  the 
Department  for  the  future.  These  changes  are  good  ex- 
amples of  refinancing  state  resources  more  appropriately. 

As  Nebraska's  Medicaid  Program  expends  the  majority 
of  program  dollars  in  our  agency,  I would  like  to  give  you  a 
review  of  this  program  and  the  changes  that  have  occurred 
here.  First,  I would  like  to  review  Medicaid  cost  containment 
measures  which  I have  implemented  since  the  start  of  the 
current  fiscal  year.  These  include  the  elimination  of  nursing 
facility  incentive  payments,  a rate  freeze  on  all  practitioner 
services,  a 1 5%  reduction  in  payment  for  outpatient  hospital 
services,  the  setting  of  psychiatric/chemical  dependency 
and  day  treatment  rate  limits  at  $50  and  $90,  respectively, 
increased  surveillance  staff  to  reduce  fraud  and  abuse  in 
Medicaid,  deleting  coverage  of  smoking  cessation  products 
and  certain  over  the  counter  drugs,  and  most  recently  the 
elimination  of  Medicaid  coverage  of  Medically  Needy  Care- 
taker Relatives.  In  addition  to  the  measures  already  enacted, 
I intend  to  proceed  with  implementation  of  Medicaid  man- 
aged care  as  outlined  in  Legislature's  LR  393  task  force 
report.  If  our  deficiency  request  is  funded,  the  next  phase  of 
that  project  will  be  to  complete  a Request  for  Proposal  (RFP) 
to  conduct  the  actuarial  studies  needed  to  ensure  the  finan- 
cial success  of  the  project. 

These  studies  should  be  complete  by  late  summer,  at 
which  time  we  will  begin  negotiations  with  potential  man- 
aged care  providers  for  the  Omaha  area.  I originally  re- 
quested $100,000  general  fund  to  cover  the  start-up  costs  of 
managed  care  in  our  deficit  letter.  Because  of  timing  issues, 

I now  ask  that  $50,000  general  fund  be  appropriated  in  the 
current  year  and  $50,000  general  fund  in  FY  1994.  If  our 
analysis  indicates  that  the  project  will  be  cost  beneficial,  I 
ask  that  intent  language  be  added  to  Program  348  allowing 
us  to  spend  up  to  $440,000  general  fund  in  FY  1 994  and  up 
to  $61 6,000  in  FY  1 995  for  ongoing  costs  of  administering 
a managed  care  plan.  These  costs  will  be  offset  by  lower 
Medicaid  payments. 


July  1993  Nebraska  Medical  Journal  211 


In  our  deficit  letter,  we  requested  funding  to  move  to  a 
fiscal  agent  to  handle  processing  of  medical  claims.  The 
reasoning  is  to  improve  response  time  of  systems  changes 
which  would  enable  us  to  implement  changes  in  Medicaid 
coverage  quickly  and  make  use  of  state  of  the  art  claims 
processing  systems  available  in  the  private  sector.  Included 
in  this  initiative  is  the  development  of  a system  that  will  do 
point  of  sale  adjudication  of  drug  claims,  which  should  help 
the  Department  reduce  administrative  and  program  costs  in 
this  service  area.  This  part  of  the  initiative  will  be  our  priority. 

Point  of  sale  technology  is  a method  that  allows  the 
pharmacy  provider  to  transmit  a drug  claim  to  a payor  at  the 
time  the  prescription  is  actually  being  filled.  This  transmis- 
sion is  accomplised  through  either  a leased  "black  box"  or 
directly  via  the  pharmacies'  PC. 

The  system  has  been  used  for  over  5 years  in  the  private 
insurance  industry  and  has  virtually  eliminated  paper  claims. 
It  allows  for  the  immediate  verification  of  eligibility,  third 
party  liability,  coverage  limitations  and  covered  drugs.  In 
addition,  the  system  practically  eliminates  any  possible  cli- 
ent abuse  of  the  program  and  allows  for  prospective  drug 
utilization  review  (i.e.,  the  RX  can  be  reviewed  for  duplica- 
tion, over  utilization,  interactions,  etc.). 

Obviously  each  of  these  features  will  benefit  the  Depart- 
ment and  produce  savings  in  both  the  administrative  and 
program  budgets.  As  over  90%  of  our  providers  are  already 
using  this  technology,  implementation  can  be  accomplished 
in  a relatively  short  time  period.  Consultant  services  are 
needed  to  review  different  options  that  could  be  used  to 
implement  such  a system  as  well  as  to  conduct  a complete 
cost-benefit  analysis. 

In  discussion  of  specific  decisions  this  committe  has 
made  about  our  agency  budget,  I would  like  to  offer  the 
following  comments.  I will  speak  first  to  the  items  in  our 
deficiency  request. 

I wish  to  thank  you  for  your  recommendations  to  ap- 
prove funding  for  the  hospital  settlement,  modificaions  to 
our  claims  processing  system  to  handle  increased  volume, 
the  first  of  six  installments  to  repay  the  cost  of  stolen  food 
stamps  and  various  cash  fund  authorizations  we  have  re- 
quested. Each  of  these  decisions  is  significant  in  allowing  our 
Department  to  move  forward  and  operate  productively  and 
I am  appreciative  of  your  support. 

In  addition,  $850,000  of  the  general  fund  request  is 
related  to  an  appeal  by  this  agency  of  a federal  decision  to 
disallow  continued  Medicaid  match  for  DSS  staff  who  pro- 
vide case  management  service.  If  this  dispute  is  resolved  in 
our  favor,  the  additional  general  fund  support  will  not  be 
needed. 

I would  like  to  explain  to  the  committee  the  process  we 
used  to  develop  our  budget.  It  was  not  simply  to  request 
continuation  of  past  expenditures,  but  involved  a critical 
review  and  planned  expectations  to  control  growth  in  our 
programs.  Specifically,  our  Child  Welfare  Program  was  grow- 
ing at  an  annual  rate  of  2 1 %.  We  have  requested  an  increase 
of  only  1 1%.  We  will  manage  this  budget  by  taking  specific 
actions  to  return  youth  placed  out-of-state  to  Nebraska  at 
lesser  costs.  This  part  of  a greater  reframing  of  Nebraska's 
Child  Welfare  Program. 

In  regard  to  the  items  your  committee  is  considering 
from  our  modification  budget  I must  say,  I am  well  aware  of 
the  difficulty  of  making  hard  decisions  to  balance  the  bud- 
get. I express  my  appreciation  to  the  committee  for  working 
from  the  Department's  list,  however,  I am  most  reluctant  to 
eliminate  funding  for  the  Title  XX  Children  and  Family  ser- 
vices including  Family  Support,  Transportation  and  Home- 
maker, because  these  services  are  particularly  designed  to 
prevent  family  disruption  and  promote  self-sufficiency.  If  we 


are  to  limit  the  growth  in  our  caseloads  we  must  do  more  up 
front  to  prevent  crises.  . .to  keep  families  together.  I would 
suggest  that  other  items  of  lesser  priority  on  our  modifica- 
tion list  be  considered. 

The  committee's  recommendation  shows  a savings  for 
elimination  of  Medicaid  Caretaker  Relative  coverage.  As 
you  know  we  have  administratively  eliminated  this  cover- 
age. We  have  made  this  hard  decision  in  order  to  manage 
this  Program  within  our  existing  appropriation.  In  this  same 
vein  the  Department  has  made  modification  to  chore  ser- 
vices considered  less  essential  to  maintain  people  in  their 
own  home.  In  addition,  the  Department  has  implemented 
the  program  reductions  enacted  during  the  special  session 
including  reductions  in  the  State  Ward  Education  Program 
and  elimination  of  the  ADC  coverage  for  pregnant  women 
during  the  first  two  trimesters. 

With  respect  to  other  modifications  dealing  with  the 
ADC  standard,  ADC  last  trimester  coverage,  maintenance 
payments  for  former  wards,  maintenance  for  court  wards 
and  medical  practitioner  fees,  I must  point  out  that  both 
clients  and  providers  will  be  negatively  impacted  but  I 
realize  the  difficult  decisions  you  must  make. 

As  you  study  our  budget,  I want  to  point  out  that  many 
of  our  programs  receive  federal  matching  funds.  We  do  not 
normally  view  DSS  programs  as  economic  development. 
Nonetheless,  last  year,  our  programs  brought  into  the  state 
over  $516  million  (over  Vi  a billion  dollars)  in  federal  funds. 
. .this  may  even  surpass  federal  dollars  supporting  farm 
programs.  While  our  budget  accounts  for  a large  portion  of 
the  State's  budget,  from  an  economic  standpoint  these  funds 
percolate  through  Nebraska's  economy.  The  multiplier  ef- 
fect of  our  federal  matching  funds  alone  ($516  million) 
conservatively  amounts  to  over  $1  billion  to  Nebraska's 
economy. 

These  funds  are  spent  on  Nebraskans,  and,  by  and  large, 
in  Nebraska.  Most  of  the  providers  of  the  benefits  and 
services  we  purchase  are  located  in  Nebraska.  For  example, 
over  50%  of  Nebraska's  nursing  home  population  is  sup- 
ported by  Medicaid. 

Before  closing,  I must  say  something  about  the  Medicaid 
program  change  eliminating  coverage  for  parents  and  care- 
takers. My  decision  was  not  easy.  I knew  people  would 
suffer.  The  lesson  here  is  that  when  we  reduce  coverage,  real 
people  will  find  accessing  these  services  difficult.  While  the 
programs  we  administer  are  complex  and  expensive,  they 
are  intended  to  provide  access  to  basic  services,  meeting 
basic  needs  when  there  are  no  other  access  points  available. 

Another  point.  As  we  continue  to  examine  the  popula- 
tion affected  by  this  change,  it  is  becoming  increasingly 
apparent  that  Medicaid  is  being  used  as  a health  benefit 
program  by  the  working  poor.  Increasingly,  employers  are 
not  providing  adequate  health  coverage  to  their  workers. 
Undoubtedly,  it  is  because  of  the  cost.  But,  then  we  have  to 
ask  ourselves  if  we  want  government  to  provide  health  care 
benefits  through  Medicaid.  Is  this  an  appropriate  function 
for  government?  Until  we  have  medical  reform  in  place, 
should  it  not  be  the  function  of  an  employer  to  provide  his 
employees  with  adequate  health  benefits?  Isn't  the  state, 
through  programs  like  Medicaid,  subsidizing  an  employers' 
cost  of  doing  business?  If  so,  is  this  what  we  want?  (It  should 
be  noted  here  that  on  the  basis  of  anecdote,  the  employers 
I have  in  mind  here  are  not  all  small  businesses.) 

I am  very  pleased  to  be  Director  of  the  Department  of 
Social  Services.  I am  very  pleased  to  be  serving  at  a time  of 
great  change  and  great  opportunity  to  redefine  the  services 
and  work  of  the  Department  to  achieve  the  goals  of  the  state 
and  the  needs  of  the  citizens  of  the  state.  I am  very  pleased 
to  serve  2,100  of  the  most  dedicated  and  creative  employ- 
ees of  state  government.  They  continue  to  rise  to  the  chal- 
lenge of  the  important  work  of  public  human  services. 
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ATTACHMENT  F 

NEBRASKA  MEDICAID  PRACTITIONER  FEE  SCHEDULE  ALLOWABLES 


sval.'at::?*  \no  management  services  : f c : : ; visits) 


New 


*>t  :ent 


59201 
99292 
♦ 923) 
9923* 
99203 


Office  visit 
visit 
Office  /ttit 
Office  /tilt 
Office  /me 


(problem  focused) 

(expanded  problem  focused) 
'.derailed  - Low  complexity) 
(comprehens ive  • mod  complex) 
(comprehens ive  • high  complex) 


514.36  $13.27 

22. <6  26.70 

33. U 39.34 

30.36  36. 20 

73.36  73.36 


Established  ?>::en: 


99211 

99212 

99213 
992i« 
99213 


Office  visit 
Office  visit 
'Office  visit 
Office  via ic 
Office  visit 


( with/ without  physician  present) 
(problem  focused) 

(expanded  problem  focused) 
(detailed  • mod.  complex) 
(comprenensive  - hi gn  complex) 


5 9.34  9.34 

16.36  16.36 

23.29  23.29 

37.94  37.3% 

61.32  34.30 


Hospital  Inpatient  Services 

99221  Initial  Hospital  care,  per  day  (low  complex)  $33.72 

99222  Initial  Hospital  care,  per  day  mod  complex)  30.36 

99223  InitiaL  Hospital  care,  per  day  (hign  complex)  73.06 

99231  Subsequent  Hospital  care,  per  day  (low  complex)  21.07 

99232  Subsequent  Hospital  care,  per  fay  (mod  complex)  33.72 

99233  Subsequent  Hospital  care,  per  lay  (high  complex)  36.20 

99239  Hospital  discharge  day  Management  43. *7 


33.13 

61.32 

60.39 

21.38 

33.72 

36.29 

43. «7 


Consultations 


99241  Office  consultation  (problem  focused) 

99242  Office  consultation  (expanded  problem) 

99243  Office  consultation  (detailed) 

99244  Office  consultation  (comp.-  mod.  complex) 

99243  Office  consultation  (comp.-  high  complex) 


S3Z.-J  33.72 

44.90  47.77 

62.42  61.32 

79.32  78.48 

104.77  106.78 


99231  Initial  inpatient  consultation  (problem  focua) 

99232  Initial  inpatient  consultation  (expanded) 

♦9233  Initial  inpatient  consultation  detailed) 

9923-  Initial  inpatient  consultation  comprehensive) 

99233  Initial  inpatient  consultation  comp,  high) 


$32.4$  36.33 

44.90  30.38 

62.42  64.43 

79.32  84.30 

104.77  112.-0 


99261  rol low-up  consultation  problem  focused) 

99252  ?ollow-up  consultation  (expanded  focus) 

99243  rollow-up  consultation  ■.  detailed;  high  complex) 


$14.39  16.36 

22.-6  23.29 

32.32  32.32 


99271 

99272 
992'3 
9927- 

99273 


Confirmatory 

Confirmatory 

Confirmatory 

Confirmatory 

Confirmatory 


consultation 
consultation 
consultation 
consultation 
consuitat ion 


problem  focus) 
expanded ) 
detailed) 

corns  mod.  ccmo-exi 
comp . high  comp. ex 


$19.67  22.-8 

2339  33.72 

33.72  44.36 

44.96  41.32 

49.18  31  .9 


Emergency  Department  Services* 


992ei  ER  visit  (problem  focused) 

99282  ER  visit  i expanoed / lov  complex) 
99263  ER  visit  i expanded /mod . complex) 
99284  ER  visit  (Oetaileddnod.  complex) 


$14.89  £14.  e9 

23.29  23.29 

37.93  37.93 

44.96  44.96 


99285  ER  visit  (comp. /high  complex) 
99288  Physician  direction  of  (OdS) 


73.06  72.06 

$112.40  112.40 


' * > ER  Services  are  nc  longer  distmguisheC  between  assigned  and  non-assigned 
physicians . 


Critical  Cere 

1-1-92 

t. 

■ 1-93 

99291 

99292 

Critical  care  (first  hour} 

Critical  care  (each  additional  30  minutes) 

sue. 02 

59.01 

S116.C2 

59.01 

HEALTH 

CHECK  (EPSDT)  Screening  Services 

1-1-92 

-1-93 

100014 

- HEALTH  CHECK  (EPSDT)  Examination  WITHOUT 
vision  testing  and  audiometric  testing 
(vision  and  hearing  is  performed  by 
history  and/or  observation) 

$ 42.00 

$ 

42.00 

100G1S 

- Complete  HEALTH  CHECK  (EPSDT)  examination 
that  INCLUDES  formal  vision  testing  and 
audiometric  testing  (to  begin  approximately 

at  age  three) 

52.25 

52.25 

Obstetrical  Services 

1-1-92 

-1-93 

39400 

- Routine  obstetric  care  including  antepartum  ca 
vaginal  delivery  (with  or  without  episiotomy. 
and/or  forceps)  and  postpartum 

re.  824.77 

644.00 

59410 

- Vaginal  delivery  only 

507.00 

50*7 .00 

59510 

- Routine  obstetric  care  including  antepartum 
care,  ceearean  delivery,  and  postpartum  care 

1247.23 

1200.00 

39313 

- C-Sectior.  delivery  only 

606.32 

705  80 

Hospitel  Observation  Services 

1-93 

99218 

99219 

99220 

Initial  observation  care,  per  day;  (detailed) 
Initial  observation  rare,  per  day;  (moderate) 
Initial  observation  cere  per  day.  (complex) 

S 

33.72 

60.42 

75.87 

keonati 

i.  Intensive  Care  Services 

4- 

1-93 

9929! 

99296 

99297 

Initial  KXCU  care  per  cay.  critically  ill  neonete  RUE  (•) 
Subsequent  KXCU  care;  per  day.  critically  ill  neonete  RNE  (•) 
Subsequent  KXCU  cere:  per  oey.  critically  ill  end  RNE  (•) 
stable  neonete 

•Rate  i 

not  established  - 

oe/gyn 

Services  (Annual  Gyn  exam/pap  smesr) 

4- 

1-93 

99385 

99389 

99395 

99396 

New  patient  (16-35  vears)_ 

New  patient  (4C-64  years) 
Established  patient  (16-39  vears) 
Established  patient  (40-64  years) 

$ 

44.96 

47.77 

33.72 

36.53 

Manmop 

rams 

76092 

76090 

76091 

Screening  mammogram 

Diagnostic  mammogram  (unilateral) 

Diagnostic  mammogram  (bilateral) 

$ 

67.77 
67.77 
96 . 38 

JE : KK2064F 
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REPORT  OF  THE  NEBRASKA 
MEDICAL  FOUNDATION,  INC. 

The  Nebraska  Medical  Foundation  will  complete 
forty-four  years  of  service  in  1993. 

The  foundation  will  again  present  two  scholarships 
during  this  Annual  Session.  One  student  from  the  Uni- 
versity of  Nebraska  College  of  Medicine  and  one  from 
the  Creighton  University  School  of  Medicine  will  re- 
ceive a check  in  the  amount  of  $1,000.  The  remaining 
$1,000  payments  will  be  provided  to  each  of  the  two 
students  when  they  have  completed  a written  report  of 
their  activity  and  it  has  been  submitted  to  the  Founda- 
tion office. 

The  Foundation's  C.A.  McWhorter,  M.D.,  Memorial 
Scholarship  will  again  be  presented  at  this  Annual  Ses- 
sion. This  scholarship  was  established  by  the  House  of 
Delegates  in  September  1988  and  was  funded  through 
financial  contributions  from  Doctor  McWhorter's  col- 
leagues and  friends.  This  is  an  annual  scholarship  to  a 
student  enrolled  in  medicine  at  the  University  of  Ne- 
braska College  of  Medicine.  The  amount  of  the  scholar- 
ship for  1993  will  be  $1,000,  payable  from  interest 
generated  from  the  fund. 

The  Nebraska  Medical  Foundation's  Frank  H.  Tanner, 
M.D.,  Memorial  Scholarship,  in  the  amount  of  $1,000, 
will  be  presented  during  this  Annual  Session.  This  schol- 
arship alternates  annually  between  the  University  of 
Nebraska  College  of  Medicine  and  the  Creighton  Uni- 
versity School  of  Medicine.  The  1 993  scholarship  will  be 
presented  to  a Creighton  University  School  of  Medicine 
medical  student. 

A Nebraska  Medical  Foundation/Lancaster  County 
Medical  Auxiliary  Foundation  Scholarship  will  be 
awarded  during  this  Annual  Session.  This  scholarship 
was  established  as  a result  of  a financial  contribution 
from  members  of  the  Lancaster  County  Medical  Auxil- 
iary Foundation.  The  scholarship  will  be  awarded  to  a 
student  from  Lancaster  County  enrolled  in  medicine  at 
the  University  of  Nebraska  College  of  Medicine.  The 
amount  of  the  scholarship  will  be  $2,000. 

All  scholarships  will  be  awarded  during  the  House 
of  Delegates  session  on  Sunday,  April  25. 

The  H.  Bernice  Shanklin  Fund  continues  to  accumu- 
late earnings  and  additional  payments  from  the  estate. 
At  such  time  as  the  fund  is  sufficient  to  allow  the 
earnings  to  provide  a $1,000  scholarship  in  her  memory 
on  an  annual  basis,  the  scholarship  program  will  be 
initiated. 

The  Nebraska  Cancer  Registry  Program  continues  to 
operate  under  the  auspices  of  the  Foundation  through 
an  agreement  with  the  Nebraska  Department  of  Health 
and  the  Howard  HuntTumor  Registry/Methodist  Hospi- 
tal. F.  William  Karrer,  M.D.,  who  chairs  the  Ad-Hoc 
Committee  on  Tumor  Registry,  along  with  his  commit- 
tee, deserve  a great  deal  of  credit  for  carrying  out  this 
important  activity. 

While  the  Foundation  continues  to  guarantee  stu- 
dent loans,  activity  in  this  area  has  been  rather  limited 
due  to  the  availability  of  education  assistance  funds  and 
to  the  interest  rates  that  are  necessary  under  which  the 
Foundation's  program  operates.  The  balance  of  out- 
standing loans  is  approximately  $140,000. 


The  Foundation  is  pleased  to  report  that  physicans 
contributed  $9,270.00  during  the  past  year.  In  addition, 
$773.00  was  contributed  by  and  through  the  efforts  of 
the  Nebraska  Medical  Association  Auxiliary.  The  Ne- 
braska Medical  Foundation  is  most  appreciative  of  the 
contributions  and  support  shown  by  Association  mem- 
bers and  Auxilians. 

Respectfully  submitted, 

Sushil  S.  Lacy,  M.D.,  President 


REPORT  OF  THE 

NEBRASKA  MEDICAL  ASSOCIATION  - 
MEDICAL  STUDENT  CHAPTER,  UNMC 

The  Nebraska  Medical  Association  - Medical  Student 
Chapter's  primary  objectives  are  to  implement  pro- 
grams which  expose  its  members  to  the  various  aspects 
of  organized  medicine  and  to  actively  serve  the  commu- 
nity. 

NMA-MSC  enjoyed  an  especially  active  year  in  meet- 
ing both  of  these  objectives.  With  a total  membership  of 
1 50  students,  our  chapter  earned  honors  from  the  AMA 
for  outstanding  recruitment.  We  worked  very  hard  to 
involve  as  many  of  the  members  as  possible,  particularly 
new  students,  so  that  they  might  become  even  more 
active  in  the  future.  Furthermore,  in  an  effort  to  improve 
membership  and  involvement  among  upper  level  medi- 
cal students,  a strong  majority  of  this  year's  members 
signed  up  for  multiple  year  memberships,  through  either 
their  third  or  fourth  year  of  medical  school. 

We  sponsored  a voter  registration  booth  at  UNMC 
in  the  fall,  and  received  a good  response  from  the  many 
students  who  are  away  from  their  home  district  while  at 
school.  In  concordance,  we  held  a seminar  on  the 
presidential  candidates'  positions  on  health  care  reform. 
Finally,  a paper  on  this  same  topic  was  submitted  by  our 
chapter  and  was  distributed  by  the  AMA  to  medical 
students  throughout  the  country.  Students  participated 
in  an  outreach  program  which  delivered  an  anti-smok- 
ing and  anti-drug  message  to  area  elementary  school 
children.  Sufficient  funding  was  secured  from  the  NMA, 
and  AMA  and  many  departments  at  UNMC  to  send  its 
two  AMA  delegates,  Jeff  Helmink  and  Jean  Amoura,  and 
ten  other  officers  to  the  interim  meeting  in  Nashville. 
Scott  Shipman  was  appointed  as  chairperson  of  the 
Credentials  Committee  at  this  meeting,  continuing  our 
chapter's  involvement  on  the  national  level.  A major 
issue  discussed  in  Nashville  was  the  "Push  for  Primary 
Care,"  and  the  development  of  the  AMA-MSS  stance  on 
this  issue.  Our  chapter  has  been  chosen  to  submit  a 
paper  for  distribution  at  the  1 993  Annual  Meeting  of  the 
AMA-MSS  summarizing  the  student  position  on  primary 
care  quotas  for  medical  schools. 

The  NMA-MSC  was  again  fortunate  to  have  mem- 
bers attend  the  commission  meetings  of  the  NMA.  This 
involvement  is  very  much  appreciated,  as  it  gives  the 
students  a close-up  view  of  organized  medicine  at  work, 
and  allows  them  to  meet  and  talk  with  some  of  the 
leading  physicians  in  the  state.  Bob  Drvol,  NMA  del- 
egate and  liaison  to  the  Metro  Omaha  Medical  Society, 
worked  with  MOMS  director  Sandy  Johnson  to  include 
student  representation  on  each  of  its  committees. 

Spring  has  been  equally  productive  for  the  NMA- 
MSC.  Three  members  attended  the  AMA  National  Lead- 
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ership  Conference  in  Atlanta.  We  presented  the  sixth 
biennial  Residency  Symposium  in  March,  which  attracted 
over  160  students  and  received  much  positive  feed- 
back. We  are  co-sponsoring  a 10K  road  race  for  the 
American  Cancer  Society,  will  volunteer  our  time  at  the 
Nebraska  Special  Olympics,  and  continue  to  participate 
in  a litter  control  "Adopt-A-Highway"  project  for  a stretch 
of  Highway  275  outside  of  Valley,  NE. 

We  are  indebted  to  the  Nebraska  Medical  Associa- 
tion for  its  continued  support  and  guidance  of  the 
student  chapter.  We  have  made  great  strides  this  year  in 
broadening  student  involvement,  particularly  at  the  na- 
tional level.  In  this  era  of  inevitable  change  in  medicine, 
we  have  worked  to  educate  our  members  about  the 
importance  of  organized  medicine  as  well  as  expose 
them  to  it.  None  of  this  is  possible  without  the  full- 
fledged  backing  we  receive  from  the  NMA.  This  dedica- 
tion to  tomorrow's  physicians  serves  the  profession  and 
the  community  well,  now  and  in  the  future. 

Respectfully  submitted, 

Scott  A.  Shipman 
President,  NMA-MSC  (UNMC) 

REPORT  OF  THE  COMMISSION  ON 
ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Kearney  - Chairman;  Herbert  A.  Hartman,  Jr., 
M.D.,  Omaha  - Board  Liaison;  David  R.  Little,  M.D.,  Hastings  - Board  Liaison; 
Cordon  D.  Bainbridge,  M.D.,  Grand  Island;  Robert  M.  Cochran,  II,  M.D., 
Omaha;  Stuart  P.  Embury,  M.D.,  Holdrege;  Michelle  S.  Knolla,  M.D.,  Omaha; 
Bernard  L.  Kratochvil,  M.D.,  Omaha;  Walter  J.  O'Donohue,  Jr.,  M.D.,  Omaha; 
Frederick  F.  Paustian,  M.D.,  Omaha;  Richard  A.  Raymond,  M.D.,  Omaha; 
Jeffry  L.  Strohmyer,  M.D.,  Papillion;  John  C.  Wilcox,  M.D.,  Aurora;  Sha 
Valencia,  Omaha. 

The  Commission  on  Association  Affairs  has  met  on 
two  occasions  to  consider  items  referred  to  it  by  the 
House  of  Delegates  and  the  Board  of  Directors.  The 
Commission  proposes  the  following  Bylaw  amendments 
and  recommends  their  adoption  by  the  House  of  Del- 
egates. 

1.  PRO  Overview  Committee 

The  NMA  PRO  Overview  Committee  suggested  that 
additional  sub-sections  be  added  to  the  portion  of  the 
NMA  Bylaws  which  define  its  scope  of  function.  NMA 
legal  counsel  drafted  the  requested  wordage  and  it  has 
been  approved  by  the  NMA  Commission  on  Associa- 
tion Affairs  for  submission  to  the  House  of  Delegates. 
The  specific  amendments  we  are  presenting  to  the 
House  of  Delegates  for  approval  are  as  follows: 

Amend  Chapter  XIII,  Section  2,  Subparagraph  B(1 8): 

(18)  Establish  a PRO  Overview  Committee  which 
shall: 

a.  Serve  as  an  advocate  for  Nebraska  physicians 
and  their  patients,  where  appropriate,  includ- 
ing when  the  PRO  process  compromises  qual- 
ity of  care  or  fails  to  follow  reasonable  due 
process; 

b.  Investigate  and  review  problems  experienced 
by  Nebraska  Medical  Association  members 
involving  the  professional  review  organization; 

c.  Review  the  professional  review  organization, 
including  its  policies  and  contractual  relation- 
ships; 


d.  Advise  and  make  recommendations  to  the 
Board  of  Directors  and  the  President  of  the 
NMA  on  issues  concerning  the  professional 
review  organization; 

e.  Interact  with  the  contracted  PRO  organization 
for  Nebraska  in  support  of  Nebraska  physi- 
cians where  appropriate;  emf 

f.  Establish  a subcommittee  on  grievances  to 
review,  assess  and  evaluate  complaints  from 
Nebraska  physicians  concerning  the  profes- 
sional review  organization  medical  utilization 
review  process  and  subsequently  make  rec- 
ommendations for  action  to  the  PRO  Over- 
view Committee; 

g.  Interact  with  contracted  PRO  organizations 
for  Nebraska  in  support  of  Nebraska  physi- 
cians where  appropriate  and  define  quality  as 
related  to  delivery  of  health  care; 

h.  Aid  a provider  or  practitioner,  in  prompt  prepa- 
ration for  discussion,  directly  or  through  coun- 
sel. with  patient  records  disclosed  to  this  com- 
mittee  so  they  may  serve  as  expert  witnesses 
without  violating  any  nondisclosure  require- 
ments. all  in  accordance  with  the  PRO  Manual. 
Paragraph  6025(c)  (1 ):  and 

j.  This  Committee  shall  have  the  confidentiality 
provisions  of  a Peer  Review  Committee  in 
accordance  with  Nebraska  statutes,  where  ap- 
propriate. 

2.  Commission  on  Association  Affairs  Amendment 

The  Commission  discussed  whether  it  was  still  appro- 
priate to  retain  wordage  in  the  Bylaws  which  prohibits 
an  officer  or  director  of  Blue  Cross/Blue  Shield  of  Ne- 
braska from  serving  on  the  Commission  on  Association 
Affairs.  Due  to  the  desirability  of  maintaining  communi- 
cation and  working  with  various  insurance  carriers,  it 
was  felt  appropriate  that  this  restriction  should  be  elimi- 
nated from  the  Bylaws.  The  Commission  on  Association 
Affairs  therefore  recommends  that  the  following  amend- 
ment to  the  section  of  the  Bylaws  dealing  with  the 
definition  of  responsibilities  of  the  Commission  on  Asso- 
ciation Affairs  be  adopted. 

Amend  Chapter  XIII,  Section  2,  Subparagraph  A(1) 

(1)  Concern  itself  with  insurance  contracts  perti- 
nent to  the  practice  of  medicine  and  of  impor- 
tance to  the  Association  member.  Serve  as  a 
liaison  between  the  members  of  the  Nebraska 
Medical  Association  and  all  health  insurance 
carriers.  No  membef  shall  be  eligible  to  serve 
on  this  commission,  who  is-an  officer  or  direc- 
tor of  Blue  Cross  and  Blue  Shield  of  Nebraska. 

3.  Delegate  Representation 

The  Bylaws  of  the  Association  specify  that  in  the 
event  that  the  proportion  of  delegates  from  other  than 
Lincoln  (Lancaster  County)  and  Omaha  (Douglas  County) 
is  less  than  55%  of  the  total  House  of  Delegates'  mem- 
bership, the  Board  of  Directors  shall  cause  the  table  of 
apportionment  to  be  revised  so  as  to  provide  that  the 
outstate  representation  shall  exceed  55%.  The  Commis- 
sion feels  that  this  wordage  needs  clarification.  First  of 
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all,  the  names  of  the  county  medical  societies  have 
changed.  Consequently,  in  the  first  instance,  the  termi- 
nology should  be  the  "Lancaster  County  Medical  Soci- 
ety" and  in  the  second  instance,  the  terminology  should 
be  the  "Metro  Omaha  Medical  Society".  Secondly,  the 
situation  has  now  developed  that  if  you  include  the  Past 
Presidents  in  the  count  for  these  county  medical  societ- 
ies, and  the  student  count,  the  percentage  factor  has 
exceeded  45%.  It  is  the  Commission's  feeling  that  this 
Bylaw  stipulation  is  intended  to  refer  only  to  delegates 
from  the  Lancaster  County  Medical  Society  and  the 
Metro  Omaha  Medical  Society.  Consequently,  we  are 
recommending  the  following  wordage  change.  In  addi- 
tion, we  feel  that  this  statement  within  the  Bylaws 
should  be  placed  in  the  positive  sense  rather  than  in  the 
negative  sense  as  currently  worded.  The  revision  that 
the  Commission  recommends  is  as  follows: 

Amend  Chapter  VI,  Section  1,  Second  Paragraph: 

In  the  event  the  proportion  of- delegates  from 
other  than  Lincoln  (Lancaster  County)  and 
Omaha  (Douglas- County)  is  less  than  55%  of 
the  total  House  of-DcIcgatcs  membership,  the 
Board  of  Directors  shall  cause  the'  table-of 
apportionment  to  be  revised  so  as  to  ptovide 
that  the  outstatc  representation- shati-exeeed 

"In  the  event  that  the  proportion  of  delegates 
from  the  Lancaster  County  Medical  Society 
and  the  Metro  Omaha  Medical  Society  shall 
exceed  45%  of  the  total  House  of  Delegates 
membership,  the  Board  of  Directors  shall  cause 
the  table  of  apportionment  to  be  revised  so  as 
to  provide  that  the  Lancaster  County  Medical 
Society  and  Metro  Omaha  Medical  Society 
delegate  court  remains  less  than  45%  of  total 
House  of  Delegates'  membership." 

The  Commission  on  Association  Affairs  also  recom- 
mends that  the  reference  committee  and  the  House  of 
Delegates  assess  whether  or  not  this  restriction  should 
remain  as  a portion  of  the  Association's  Bylaws. 

4.  Peer  Review  Hearing  Process 

The  AMA  Council  on  Constitution  and  Bylaws  has 
recommended  consideration  be  given  to  constituent 
medical  association  bylaws  as  they  refer  to  provisions 
for  peer  review  hearings.  While  the  Nebraska  Medical 
Association's  Bylaws  have  contained  provisions  for  peer 
review  hearings,  the  Commission  on  Association  Affairs 
recommends  adoption  of  updated  wordage,  which  would 
put  our  Bylaws  in  compliance  with  the  provisions  of  the 
Health  Care  Quality  Improvement  Act  of  1 986.  This  Act 
provides  board  immunity  provisions  for  certain  types  of 
peer  review  actions,  if  the  hearing  procedures  meet  the 
standards  established  in  the  Act.  The  Commission  on 
Association  Affairs  therefore  recommends  that  the  fol- 
lowing revisions  regarding  peer  review  hearings  be 
adopted  for  inclusion  in  the  NMA  Bylaws. 

Amend  Chapter  XI,  Section  4,  Item  (f): 

(f)  If  the  complaint  is  deemed  to  have  merit, 
the  Chairman  of  the  Board  of  Councilors 
shall  convene  a hearing  before  the  Board  of 
Councilors  giving  due  notice  to  all  parties 
involved.  The  investigator  shall  report  the 


result  of  his/her  investigation  and  his/her 
conclusions  in  writing  to  such  convened 
meeting.  If  the  person  initiating  the  com- 
plaint or  the  investigator  is  a member  of  the 
Board  of  Councilors,  he/she  shall  not  vote 
in  determining  the  Board's  action. 

(1 ) Notice  to  Physician  of  Proposed  Action 

(a)  Upon  completion  of  the  investiga- 
tion, the  appropriate  committee  shall 
notify  the  physician  in  writing  of  the 
adverse  action  proposed  to  be  taken 
against  the  physician's  membership 
in  the  Association. 

(b)  The  notice  may  be  delivered  in  per- 
son to  the  physician  or  sent  by  U.S. 
Mail  properly  addressed  to  the  phy- 
sician at  the  address  currently  on 
file  in  the  offices  of  the  Association. 
The  notice  shall  set  forth: 

U The  reasons  for  the  proposed 
action.  (The  Charges). 

2}  That  the  physician  has  the  right 
to  request  a formal  hearing  on 
the  proposed  action.  Such  re- 
quest must  be  made  within  30 
days  of  receipt  of  the  notice. 

3)  A summary  of  the  physician's 
rights  in  the  hearing. 

(2)  Scheduling  of  Hearing 

(a)  If  the  physician  requests  a formal 
hearing  on  the  proposed  action,  the 
Chairman  of  the  Board  of  Council- 
ors shall  select  a panel  of  three  phy- 
sician members  of  the  Association 
who  are  not  in  economic  competi- 
tion with  the  physician,  and  have  no 
other  conflicts  of  interest  with  the 
physician,  to  conduct  the  formal 
hearing  on  the  charges  which  give 
rise  to  the  proposed  action. 

(b)  The  hearing  panel  shall  set  the  date, 
time  and  place  of  the  hearing  which 
shall  not  be  less  than  30  days  from 
the  date  the  physician  receives  no- 
tice of  the  scheduling  of  the  hear- 
ing. 

(c)  The  appropriate  official  shall  pro- 
vide notice  of  the  hearing  to  the 
physician  together  with  a list  of  wit- 
nesses who  may  testify  at  the  hear- 
ing against  the  physician  and  in  sup- 
port  of  the  charges. 

(3)  Postponing  of  Hearing 

fa)  For  good  cause  shown,  the  panel 
may  postpone  the  scheduled  hear- 
ing at  the  request  of  the  physician 
or  at  the  request  of  a panel  mem- 
ber. 

(b)  The  physician  shall  be  given  written 
notice  of  the  date,  time  and  place  of 
the  rescheduled  hearing. 
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(4)  Forfeiture  of  Hearing 

If  the  physician  fails,  without  good  cause. 

to  attend  the  scheduled  hearing,  said 

physician  may  forfeit  the  right  to  a hear- 
ing. 

(5)  Conduct  of  Hearing 

(a)  The  physician  has  the  right  to  be 
represented  at  the  hearing  by  an 
attorney  or  by  any  other  person  of 
the  physician's  choice. 

(b)  A verbatim  transcript  of  the  pro- 
ceedings will  be  made  by  either  a 
stenotvpe  transcription  or  a tape 
recording.  The  physician  is  entitled 
to  receive  a copy  of  the  transcript  of 
the  proceedings  at  cost. 

(c)  Those  supporting  the  charges 
against  the  physician  have  the  bur- 
den of  proof  and  shall  have  the 
obligation  of  opening  the  hearing 
by  presenting  their  evidence.  They 
also  have  the  right  to  close  the  hear- 
ing by  offering  evidence  in  rebuttal 
to  the  physician's  evidence. 

(d)  All  evidence  presented  at  the  hear- 
ing must  be  relevant  to  the  issues 
before  the  panel,  but  shall  not  be 
subject  to  formal  rules  of  evidence 
as  in  a court  of  law.  The  panel  shall 
permit  all  evidence  that  they  deter- 
mine to  be  relevant  to  the  issues  to 
be  presented  to  the  hearing. 

(e)  At  the  conclusion  of  the  evidence 
offered  in  support  of  the  charges 
against  the  physician,  the  panel  may 
dismiss  the  charges  against  the  phy- 
sician. 

(f)  If  the  panel  finds  that  there  is  some 
evidence  to  support  the  charges 
against  the  physician,  the  physician 
may  present  relevant  evidence  in 
defense  and  may  call,  examine  and 
cross-examine  witnesses. 

(g)  The  panel  may  continue  the  hearing 
to  another  date  and  time  and  place, 
if  necessary. 

(h)  At  the  conclusion  of  the  presenta- 
tion of  all  evidence,  the  panel  may, 
at  their  discretion,  permit  a brief 
closing  argument  by  each  side. 

(i)  The  physician  shall  also  have  the 
right  to  submit  a written  statement 
to  the  panel  after  the  conclusion  of 
the  hearing,  within  a time  period 
specified  by  the  panel. 

(6)  Decision  of  FHearing  Panel 

(a)  The  hearing  panel  shall  convene  in 
executive  session  after  receiving  the 


physician's  written  statement.  In 
executive  session  the  hearing  panel 
shall  review  all  of  the  evidence  pre- 
sented at  the  hearing  and  shall  reach 
a decision. 

(b)  In  executive  session,  the  panel  shall 
draft  a report  presenting  their  find- 
ings and  conclusions,  including  the 
basis  upon  which  they  reached  their 
conclusion. 

(c)  The  hearing  panel  shall  submit  their 
report  in  writing  to  the  Board  of 
Councilors  of  the  Association,  and 
shall  simultaneously  mail  a copy  of 
their  report  to  the  physician.  This 
report  is  a recommendation  of  the 
Board  of  Councilors. 

(7)  Action  of  Board  of  Councilors 

(a)  The  Board  of  Councilors  of  the 
Association  shall  convene  in  execu- 
tive session  to  consider  the  report 
of  the  hearing  panel  and  to  take 
action  thereon.  In  executive  session, 
the  Board  of  Councilors  shall  draft  a 
written  decision,  including  an  expla- 
nation for  their  decision,  and  shall 
file  the  original  in  records  of  the 
Association  and  shall  mail  a copy  to 
the  physician, 

(b)  If.theaction  of  the  Board  ofCouncil- 
ors  is  to  dismiss  the  charges  against 
the  physician,  the  matter  is  at  an 
end.' 

(c)  If  the  action  of  the  Board  of  Council- 
ors is  to  authorize  the  proposed 
action  against  the  physician,  the 
physician  must  also  be  informed  of 
his  or  her  rights  to  take  an  appeal 
pursuant  to  the  provisions  of  these 
bylaws. 

(8)  Confidentiality 

Except  as  required  in  Section  (4)  (I)  hereaf- 
ter. the  decision  and  the  proceeds  leading 
to  that  decision  shall  be  and  remain  confi- 
dential peer  review  information  and  shall 
not  be  disclosed  unless  required  by  law. 

5.  Board  Member  Indemnification 
Bylaw  Amendment 

The  Nebraska  Non-Profit  Corporation  Act  provides 
that  the  Association  has  the  power  to  indemnify  Direc- 
tors, Officers,  employees  or  agents  of  the  Association 
should  the  individual(s)  be  threatened  or  sued  when 
functioning  in  behalf  of  the  NMA.  It  is  felt  by  the 
Commission  on  Association  Affairs  that  provision  for 
such  a mechanism  should  be  incorporated  in  the 
Association's  Bylaws.  With  the  advice  of  legal  counsel, 
the  Commission  on  Association  Affairs  is  recommend- 
ing that  an  item  be  added  to  the  responsibilities  of  the 
Board  of  Directors  which  would  specify  that  an  addi- 
tional Board  responsibility  be  that  of  adopting  an  indem- 
nification policy  for  the  Association.  The  wordage  that 

July  1993  Nebraska  Medical  Journal  217 


will  accomplish  this  process  is  as  follows  and  the  Com- 
mission on  Association  Affairs  recommends  its  adop- 
tion: 

Amend  Chapter  X Section  1 by  adding  a new  (1 6)  as 
follows: 

(16)  Shall  adopt  and  maintain  an  indemnifica- 
tion policy. 

6.  Transfer  from  Associate  Membership  Status  to 
Life  Membership  Status 

The  Commission  on  Association  Affairs  has  consid- 
ered the  matter  of  whether  an  Associate  member  (prac- 
ticed 25  years  and  is  totally  retired)  should  be  able  to 
transfer  to  Life  Membership  status,  with  county  medical 
society  approval,  at  such  time  as  the  individual  attains 
40  years  since  date  of  graduation  from  medical  school, 
and  remains  retired.  It  is  the  Commission's  opinion  that 
this  amendment  should  be  incorporated  in  the  Bylaws 
and  we,  therefore,  present  the  following  wordage  for 
adoption: 

Amend  Chapter  1,  Section  6 by  adding  at  the  end  a 
new  parapraph  as  follows: 

An  associate  member  who  has  practiced  25  years 
and  is  totally  retired  may  transfer  to  Life  Member- 
ship status,  with  county  medical  society  approval, 
at  such  time  as  the  individual  attains  40  years 
since  date  of  graduation  from  medical  school,  and 
he/she  remains  retired. 

7.  Membership  Category  for  Physicians  Practicing 
Part-time 

The  Commission  on  Association  Affairs  considered 
the  resolution  referred  to  it  by  the  Board  of  Directors 
which  dealt  with  the  study  of  the  feasibility  of  develop- 
ing categories  of  membership  for  physicians  practicing 
part-time.  The  commission  has  considered  this  matter 
on  an  initial  basis  following  its  referral  by  the  Board.  The 
Board  of  Directors  has  indicated  to  the  Commission  that 
it  has  concern  about  the  confusion  and  cumbersome 
nature  of  determining  and  monitoring  various  levels  of 
part-time  activity  when  functioning  in  the  practice  of 
medicine.  The  Commission  on  Association  Affairs  will 
be  studying  this  matter  in  greater  detail  and  will  report 
back  to  the  Board. 

8.  Life  Membership 

The  Commission  considered  a resolution  referred  to 
it  by  the  House  of  Delegates  which  deals  with  the 
possible  change  of  provisions  regarding  the  point  at 
which  a member  is  eligible  to  apply  for  Life  Member- 
ship. This  matter  is  still  under  study  by  the  Commission 
and  will  be  considered  further  when  the  Commission 
next  meets. 

9.  Insurance  Policies 

The  Commission  on  Association  Affairs  was  asked  to 
consider  a resolution  which  was  adopted  by  the  House 
of  Delegates  at  the  1 992  Annual  Session  which  directed 
that  we  address  the  PPO/HMO  issues  harmful  to  our 
patients.  The  subject  of  this  consideration  is  that  of 
insurance  policies  restricting  physicians/hospitals  from 
participating  and  providing  care  when  they  are  agree- 
able to  accepting  the  same  fee  structure  as  that  ac- 
cepted by  the  PPOs'  contractual  members.  It  is  the 
Commission's  opinion  that  contract  law  would  come 


into  play  regarding  this  matter,  and  Association  legal 
counsel  has  been  requested  to  explore  this  matter  from 
that  aspect.  The  Commission  on  Association  Affairs  will 
be  considering  this  matter  in  greater  detail  when  the 
background  information  is  developed  by  counsel. 

The  Commission  submits  this  report  to  the  House  of 
Delegates  for  its  approval. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  C.  Bosley,  M.D.,  Grand  Island  - Chairholder;  Robert  G.  Osborne, 
M.D.,  Lincoln  - Board  Liaison;  Joseph  R.  Ellison,  M.D.,  Omaha;  Richard  W. 
Hammer,  M.D.,  Lincoln;  Kurt  W.  Lesh,  M.D.,  York;  Morris  B.  Mellion,  M.D., 
Omaha;  Marjorie  J.  Mellor,  M.D.,  Central  City,  Wesley  G.  Wilhelm,  M.D., 
Omaha;  Mylan  R.  VanNewkirk,  M.D.,  Scottsbluff;  Tony  Griess,  Omaha. 

The  Committee  has  had  no  formal  meetings  since  its 
last  report  to  the  House  of  Delegates.  A member  of  the 
Committee  has  continued  to  work  with  the  State  De- 
partment of  Education  on  the  development  of  its  health 
education  curriculum.  This  curriculum  has  now  been 
approved  by  the  State  Board  of  Education,  and  distribu- 
tion to  school  districts  will  begin  this  spring  and  summer. 
A copy  of  this  will  be  available  at  the  annual  meeting  of 
the  EHouse. 

The  Department  continues  to  look  forward  to  the 
assistance  of  the  Auxiliary  in  introducing  this  curriculum 
to  administrators  and  teachers  in  our  schools.  The  De- 
partment will  invite  members  of  the  Auxiliary  to  attend 
orientation  meetings  in  those  districts  where  the  curricu- 
lum will  be  introduced  and  will  invite  comments  from 
those  members  and  their  suggestions  for  promotion  of 
the  curriculum. 

The  Committee  will  continue  to  study  the  teaching  of 
health  education  in  colleges  in  Nebraska.  At  its  last 
meeting,  the  Committe  heard  a discussion  of  the  pro- 
gram at  the  University  of  Nebraska.  We  have  invited 
representatives  of  other  departments  of  education,  but 
it  has  not  been  possible  to  arrange  meetings  through  the 
summer  of  1992,  and  the  activity  in  the  colleges  has 
apparently  made  it  difficult  to  set  these  meetings  later  in 
the  year.  We  will  continue  to  facilitate  this  study,  and 
will  continue  our  discussions  with  faculties  in  the  col- 
leges where  programs  of  teacher  education  are  offered. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merlon  A.  Quaife,  M.D.,  Omaha  - Chairholder;  Robert  G.  Osborne, 
M.D.,  Lincoln  - Board  Liaison;  Allen  D.  Dvorak,  M.D.,  Omaha;  Albert  R. 
Frank,  M.D.,  Omaha;  Rodrigo  Gomez-Cordero,  M.D.,  Spencer;  Martin  R. 
Lohff,  M.D.,  Omaha;  W.E.  Lundak,  M.D.,  Lincoln;  David  C.  McMaster,  M.D., 
Auburn;  William  H.  Northwall,  M.D.,  Kearney;  Jim  Partridge,  Omaha. 

Monitoring  and  evaluation  of  the  licensing  process 
for  the  Low  Level  Radioactive  Waste  Disposal  facility  in 
the  Central  States  Compact  continues.  The  State  of 
Nebraska,  the  licensing  authority,  has  announced  an 
intent  to  deny  the  License.  Hearings  relative  to  this  are 
currently  underway. 

The  committee  met  by  teleconference  on  March  1 9, 
1 993,  and  reviewed  interim  information  on  the  progress 
to  implement  federal  and  state  legislative  requirements. 
No  new  issues  relative  to  health  were  identified,  and  the 
existing  policy  statement  of  the  Nebraska  Medical  Asso- 
ciation was  reaffirmed.  While  the  hearing  process  on  the 
facilities  license  proceeds  concern  with  regard  to  meet- 
ing legislative  timelines  continues.  Imposition  of  penal- 
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ties  and  denial  of  access  to  existing  waste  disposal  sites 
under  the  law  may  ocur. 

The  committee  discussed  the  continuing  role  of  our 
committee  within  the  governance  structure  of  the  NMA. 
The  consensus  indicated  a desire  to  continue  the  moni- 
toring and  evaluation  role  at  the  pleasure  of  the  Presi- 
dent. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairholder;  Kenton  L.  Shaffer, 
M.D.,  Kearney  - Vice-Chairholder;  Ronald  W Klutman,  M.D.,  Columbus  - 
Board  Liaison;  Mark  Horton,  M.D.,  Lincoln  • Dept,  of  Health  Liaison;  Bruce 
T.  Rowe,  Lincoln,  - MCH  Liaison. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

C.  William  Orr,  M.D.,  Omaha  - Director;  lames  H.  Elston,  M.D.,  Omaha;  L. 
Palmer  Johnson,  M.D.,  Lincoln;  Charles  W.  Marlowe,  M.D.,  Omaha;  Myrna  C. 
Newland,  M.D.,  Omaha;  Terence  K.  Foote,  M.D.,  Hastings 

SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Omaha  - Director;  Cary  D.  Milius,  M.D.,  Lincoln;  Daniel 
C.  Bohi,  M.D.,  Omaha;  Ernest  K.  Bussinger,  M.D.,  Scottsbluff;  Bruce  A.  8uehler, 
M.D.,  Omaha;  Craig  A.  Bassett,  M.D.,  Omaha. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Kenton  L.  Shaffer,  M.D.,  Kearney  - Director;  Howard  W.  Needleman, 
M.D.,  Omaha;  Cerald  W.  Luckey,  M.D.,  David  City;  Lawrence  C.  Bausch, 
M.D.,  Lincoln;  Fred  ).  Pettid,  M.D.,  Omaha. 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Cregg  F.  Wright,  M.D.,  Lincoln  - Director;  David  P.  Schor,  M.D.,  Lincoln;  )on 
A.  Vonderhoof,  M.D.,  Omaha;  Kurt  W.  Lesh,  M.D.,  York;  Clarence  Davis,  )r.,  M.D., 
Osceola;  Paige  Charleston,  Omaha;  Marty  Luedke,  Omaha. 

The  Ad-Hoc  Committee  on  Maternal  & Child  Health 
of  the  Nebraska  Medical  Association  met  on  Wednes- 
day, March  31,  1993,  at  the  NMA  Headquarters  Office, 
Lincoln,  Nebraska.  Doctor  Bausch  called  the  meeting  to 
order.  The  first  item  of  business  dealt  with  a review  of 
the  minutes  of  the  previous  meeting.  It  should  be  pointed 
out  that  following  restructuring  of  the  Committee  into 
four  subcommittees  that  the  subcommittees  have  been 
functioning  well  according  to  the  new  reorganization 
plan.  It  was  suggested  that  the  Chancellor  of  the  Univer- 
sity of  Nebraska  be  contacted  regarding  the  importance 
of  the  death  review  process.  This,  however,  has  not 
been  necessary  as  several  members  of  the  committee 
who  are  faculty  members  of  the  Medical  Center  have 
ready  access  to  information  for  review,  it  should  also  be 
noted  that  the  Committee  has  developed  a contact 
person  in  the  Department  of  Vital  Statistics  who  is  Linda 
Salac  and  Mr.  Stan  Cooper  who  will  assist  us  in  her 
absence. 

The  issue  of  Hepatitis  B screening  among  pregnant 
women  in  Nebraska  was  again  addressed  at  an  earlier 
meeting.  A request  has  been  made  to  the  Nebraska 
Association  of  Pathologists  for  assistance  in  attempting 
to  determine  the  occurrence  of  surface  antigen  positive 
mothers.  The  pathologists  reported,  however,  that  this 
was  not  feasible  because  they  were  not  able  to  generate 
specific  test  results  relative  to  pregnant  women.  The 
Committee  then  asked  the  Department  of  Health  repre- 
sentative, Doctor  David  Schor,  for  assistance  in  this 
review  as  Hepatitis  B is  a reportable  disorder. 

The  Committee  was  informed  of  the  NMA's  support 
of  LB  431  which  is  intended  to  create  a state  child  health 
review  team.  Information  gathered  from  the  Section  on 
Infant  Mortality  Review  would  be  shared  in  a coopera- 
tive effort  with  the  Child  Death  Review  Team.  At  the 
present  time,  there  is  no  way  that  information  could  be 


shared  with  the  Department  of  Health  because  of  the 
confidentiality  statutes.  The  bill  will  also  allow  for  a 
standardization  of  autopsies  throughout  the  State  of 
Nebraska  to  ensure  consistent  quality  and  accuracy  of 
diagnosis.  Again,  it  should  be  emphasized  that  all  infor- 
mation that  is  shared  between  the  Section  on  Infant 
Mortality  Review  and  the  Child  Death  Review  Team 
shall  be  confidential  and  exempt  from  disclosure,  and 
may  only  be  disclosed  as  necessary  to  carry  out  the 
Team's  purpose  and  duties.  Only  statistical  compilations 
of  data  made  by  the  Team  which  do  not  contain  any 
information  that  would  permit  the  identification  of  any 
person  or  persons  shall  be  made  a matter  of  public 
record. 

Doctor  Bill  Orr  reported  on  the  maternal  mortality 
for  the  State  of  Nebraska  in  1 991 . He  emphasized  to  the 
Committee  the  importance  of  maternal  deaths  being 
defined  by  the  death  of  a women  up  to  90  days  follow- 
ing the  termination  of  pregnancy.  In  summary,  there 
were  six  maternal  deaths  in  1991  and  the  majority  of 
cases  had  reasonably  complete  information.  A determi- 
nation was  made  as  to  whether  the  death  was  a direct 
or  indirect  obstetrical  death.  The  cases  were  evaluated 
to  determine  if  there  were  preventable  factors.  It  was 
pointed  out  that  consideration  should  be  given  in  trying 
to  calculate  a pregnancy  death  rate  rather  than  just  a 
maternal  mortality  rate.  Ectopic  pregnancies,  molar  preg- 
nancies and  spontaneous  abortions  are  not  reported  at 
the  present  time.  Doctor  Orr  also  suggested  that  he 
would  like  to  see  the  Committee  monitor  all  abortion 
related  deaths  to  be  sure  that  women  of  Nebraska  are 
getting  proper  care  in  that  area.  The  Committee  com- 
mended Doctor  Orr'  and  his  subcommittee  for  their 
excellent  report  and  it  was  recommended  that  the  de- 
tails of  the  report  be  presented  in  article  form  in  the 
Nebraska  Medical  lournal. 

The  Subcommittee  on  Fetal  Death  has  been  active  in 
the  process  of  acquiring  and  reviewing  information  and 
reports  that  there  are  still  some  difficulties  in  obtaining 
accurate  and  timely  information.  Because  of  the  some- 
what larger  volume  of  data,  the  Committee  has  re- 
quested additional  time  before  presenting  a formal  re- 
port relative  to  their  review. 

The  Subcommittee  on  Infant  Mortality  Review  dis- 
cussed five  years  of  data  regarding  neonatal  mortality. 
The  purpose  of  the  review  was  to  determine  if  infants 
delivered  in  level  I community  hospitals  were  being 
appropriately  referred  to  level  II  and  level  III  units  for 
continuing  care.  Although  the  Committee  agreed  that 
some  cases  are  going  to  require  additional  information 
before  any  conclusions  can  be  reached,  it  was  con- 
cluded that  the  most  recent  year's  data,  that  is  the  year 
1991,  indicates  that  community  physicians  outside  of 
the  metro  Omaha  and  Lincoln  areas  have  done  an 
excellent  job  of  referring  appropriate  infants  for  continu- 
ing care.  A few  cases  that  will  require  additional  inves- 
tigation occurred  in  level  I nurseries  of  hospitals  in  the 
metro  Omaha  and  Lincoln  areas  and  these  cases  will  be 
reviewed  as  a separate  group. 

Doctor  David  Schor,  the  Director  of  Maternal  and 
Child  Health  advised  the  Committee  of  four  new  devel- 
opments in  the  Department  of  Health.  The  first  was  the 
federal  funding  of  an  adolescent  health  director  for  the 
State  of  Nebraska;  second,  the  development  of  a child 
health  review  team  coalition;  third,  a re-evaluation  of 
childhood  lead  poisonings  based  on  new  lower  limits  of 
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lead  levels  as  potentially  harmful  for  children;  and  fourth, 
the  development  of  a maternal/child  health  advisory 
committee  which  will  include  representation  by  several 
members  of  the  Ad-Hoc  Committee  on  Maternal  and 
Child  Health. 

The  final  item  of  committee  discussion  related  to  the 
issue  of  a centralized  laboratory  for  screening  of  new- 
born disorders.  Doctor  Schor  presented  the  review  of 
the  final  report  of  the  Department  of  Health  and  Human 
Services'  Select  Panel  on  Newborn  Screening  site  visit  to 
Nebraska.  Among  the  items  highlighted  in  the  review 
was  the  finding  that  out  of  approximately  80  laborato- 
ries in  the  United  States  doing  newborn  screening,  18 
laboratories  were  located  in  Nebraska  or  approximately 
20%  of  all  newborn  screening  facilities  in  the  United 
States  were  found  in  Nebraska.  It  was  also  pointed  out 
that  there  was  an  extremely  wide  range  of  charges  for 
newborn  screening  and  that  the  methodology  for  screen- 
ing in  Nebraska  differed  somewhat  among  the  different 
labs.  The  pathologists  presented  a historical  perspective 
relative  to  newborn  screening  leading  up  to  the  fact  that 
the  newborn  screening  regulations  of  1989,  which  in- 
cluded public  hearings,  were  never  signed  and  insti- 
tuted by  the  Governor,  inasmuch  as  they  were  not 
approved  by  the  Attorney  General's  office.  Much  dis- 
cussion followed  and  the  conclusions  reached  by  the 
Committee  were  as  follows:  1.)  The  State  of  Nebraska 
needs  to  develop  and  enact  rules  and  regulations  re- 
garding laboratory  screening  of  newborn  disorders;  2.) 
There  needs  to  be  a standardization  of  procedures 
throughout  the  participating  laboratories  in  the  State  of 
Nebraska  and  there  should  be  some  minimal  number  of 
tests  required  to  allow  for  adequate  efficiency  and 
accuracy  of  data.  The  Committee,  as  well  as  the  Board 
of  Directors,  will  be  given  copies  of  the  report  of  the 
Health  and  Human  Services  Select  Panel  on  Newborn 
Screening  and  will  review  the  issue  in  further  depth  at 
the  next  scheduled  meeting. 

The  Ad-Hoc  Committee  on  Maternal  and  Child  Health 
presents  this  report  to  the  House  of  Delegates  for  its 
approval. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Christopher  C.  Caudill,  M.D.,  Lincoln  - Chairholder;  Perry  T.  Williams, 
M.D.,  Omaha  - Board  Liaison;  Judith  A.  Butler,  M.D.,  Superior;  Dale  W.  Ebers, 
M.D.,  Lincoln;  Richard  M.  Fruehling,  M.D.,  Grand  Island;  Roger  A.  Jacobs, 
M.D.,  Seward;  Luke  P.  Lemke,  M.D.,  Columbus;  Dale  E.  Michels,  M.D., 
Lincoln;  Michael  R.  Nabity,  M.D.,  Omaha;  Harold  M.  Nordlund,  M.D.,  York; 
Samuel  H.  Perry,  II,  M.D.,  No.  Platte;  Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln; 
Eugene  A.  Waltke,  M.D.,  Omaha;  Wayne  K.  Weston,  M.D.,  Lexington; 
Catherine  A.  Leadabrand,  Omaha. 

The  Ad-Hoc  Committee  on  Medicaid  Services  did 
not  meet  as  such  after  the  Fall  Session.  Two  issues  will 
be  discussed  in  this  report  with  respect  to  interim  activ- 
ity, however. 

Resolution  #5  from  Reference  Committee  #1  and 
from  the  Metro  Omaha  Medical  Society  dealt  with  "lock 
in"  of  Medicaid  participants  and  the  inability  of  the 
designated  provider  to  have  the  option  of  accepting  or 
rejecting  the  patient  based  on  knowledge  of  the  patient's 
medical  history  and  reason  for  the  "lock  in"  status.  This 
was  referred  to  Chris  Wright,  M.D.,  of  the  Nebraska 
Department  of  Social  Services  and  a formal  response  is 
anticipated  shortly. 

Your  chairman,  in  conjunction  with  the  Executive 
Committee  and  our  legislative  lobbyists,  has  been  ex- 
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tremely  busy,  actively  interacting  with  this  Legislature, 
the  Department  of  Health,  the  Governor's  office,  and 
lobbyists  for  the  Hospital  Association  and  the  Nursing 
Home  Association  as  bills  were  anticipated,  introduced, 
and  discussed  in  committee  before  coming  out  to  the 
floor.  Over  20  bills  addressing  the  Medicaid  "crisis”  were 
presented  either  to  the  Health  and  Human  Services 
Committee  or  the  Revenue  Committee  of  which,  LB  805 
was  of  direct  interest  to  the  membership  of  the  NMA. 
This  bill  mandates  a $500.00  per  year  fee  for  licensure, 
of  which,  $449.00  would  go  to  the  general  fund  to  be 
used  to  match  with  federal  dollars  to  deal  with  the 
Medicaid  deficit.  This  bill  finds  precedent  in  the  Minne- 
sota "Health  Right"  legislation  and  is  obviously  another 
tax  upon  physicians.  Our  position  was  to  point  out  that 
among  the  various  providers  who  participate  in  Medic- 
aid, there  is  not  a "level  playing  field"  in  that  all  but  one 
hospital  in  the  state  are  "nonprofit"  and  therefore  ex- 
empt from  taxation  as  are  over  half  of  the  nursing 
homes.  Physicians  do  not  enjoy  this  luxury  and  are 
contributing  well  beyond  the  delivery  of  service  which 
under  the  present  level  of  Medicaid  reimbursement 
provides  for  overhead  costs,  and  at  times  a loss,  to 
primary  care  particularly.  We  strongly  urged  the  Depart- 
ment of  Health,  the  legislators,  as  well  as  the  Governor's 
office  and  any  members  of  the  "Noah's  Ark"  Committee 
who  might  listen  that  we  would  be  amenable  to  a 
financial  contribution  if  and  when  hospitals  and  nursing 
homes  were  paying  their  fair  share  of  tax  to  the  State  of 
Nebraska.  We  have  been  fighting  an  uphill  battle  trying 
to  point  out  the  lack  of  logic  of  all  providers  contributing 
proportionately  to  their  share  of  the  Medicaid  expendi- 
ture, but  this  idea  seems  to  permeate  all  of  the  groups 
involved.  We  have  been  continually  asked  what  we  will 
"bring  to  the  table"  as  solution  to  the  Medicaid  crisis,  and 
our  response  is  and  has  been  that  we  have  incessantly 
worked  to  assure  that  we  were  involved  with  the  solu- 
tion search  and  involved  with  dealing  with  access  prob- 
lems, but  that  no  one  provider  group  is  responsible  for 
the  Medicaid  deficit,  and  the  residents  of  Nebraska  as  a 
whole  should  shoulder  the  burden  of  providing  for  this 
segment  of  our  population  through  appropriate  taxa- 
tion. Dr.  Loschen  and  Dr.  Shapiro  presented  our  posi- 
tion at  the  hearing  of  the  Committee  on  Health  and 
Human  Services,  making  our  points  succinctly. 

Shortly  after  the  aforementioned  hearing,  the  articles 
in  the  Omaha  World-Herald  appeared  with  which  most 
of  you  should  be  familiar.  This  raises  serious  possibilities 
of  the  expansion  of  activities  of  the  Board  of  Examiners 
which  would  require  additional  funding  through  the 
licensure  fees.  Given  these  events  and  with  the  lack  of 
support  from  the  Governor  as  presented  by  his  particu- 
lar plan  for  dealing  with  the  Medicaid  crisis  (LB  834, 
which  taxes  hospitals  and  involves  an  interagency  trans- 
fer), LB  805  in  its  initial  form  hopefully  may  not  survive 
the  committee  and  come  to  the  floor.  In  a meeting  on 
March  31,  1993,  with  Senator  Wesely,  I was  given  the 
opportunity  to  comment  on  a plan  which  he  has  to 
modify  the  bill  to  provide  a $ 1 50.00  per  year  addition  to 
the  licensure  fee,  the  funds  to  be  directed  into  the 
general  fund  and  earmarked  for  a primary  care  reim- 
bursement increase.  I reiterated  our  support  for  increas- 
ing the  level  of  reimbursement  for  primary  care  to 
facilitate  access  in  greater  Nebraska  as  well  as  in  our 
metropolitan  areas,  but  told  the  Senator  that  the  idea  of 
a surcharge  which  was  legislated  was  undersirable  as  it 
would  be  unlikely  that  it  would  ever  leave  the  "books" 
and  that  the  precedent  which  is  established  was  unac- 


ceptable.  The  perception  of  it  among  physicians  would 
be  more  of  a punitive  tax  since  the  absolute  number  of 
dollars  being  funneled  into  primary  care  could  not  be 
that  great.  This  would,  in  my  estimation,  create  a poten- 
tially serious  problem  with  access  and  physician  partici- 
pation in  the  Medicaid  program,  which  was  undersirable 
from  any  standpoint.  I applauded  his  motives  and  goals 
but  suggested  that  perhaps  it  was  premature  to  be 
pursuing  this  as  we  did  not  know  exactly  what  the 
Medicaid  system  would  even  be  in  the  near  future,  or 
what  the  requirements  might  be  to  increase  the  capabil- 
ity of  the  Board  of  Examiners.  The  Senator  indicated  that 
there  would  be  time  for  further  discussion,  but  once 
again  asked  what  we  could  contribute  to  the  solution  in 
a more  concrete  fashion  rather  than  mere  words.  I 
believe  this  offers  the  opportunity  for  further  dialogue 
with  Senator  Wesely  and  perhaps  indicates  a need  to 
more  formally  spell  out  what  we  have  done  and  what 
we  can  be  doing  in  the  arena  of  access  while  continuing 
to  request  a "level  playing  field",  and  reiterating  our 
commitment  to  try  to  make  the  Medicaid  program 
successful. 

As  in  every  state,  the  Medicaid  situation  is  in  turmoil 
and  a number  of  people  are  in  a major  bind:  In  Nebraska 
this  specifically  includes  physicians,  hospitals,  nursing 
homes,  the  Governor  and  the  Legislature  (particularly 
Senator  Wesely  and  Senator  Moore).  There  will  be 
some  solution  and  it  is  for  certain  that  the  hospitals  will 
be  a major  part  of  it.  Your  Executive  Committee  and  the 
Ad-Hoc  Committee  on  Medicaid  Services  will  continue 
to  participate  in  the  legislative  process  trying  to  protect 
our  interests  as  well  as  the  interests  of  our  patients.  We 
have  tried  to  continually  take  "the  high  road"  and  main- 
tain a good  working  relationship  with  the  Legislature 
and  the  Governor's  office  as  well  as  the  Department  of 
Health  and  the  Department  of  Social  Services.  I believe 
that  to  this  point  in  time  we  are  "holding  our  own"  but 
continued  participation  and  vigilance  will  be  necessary 
to  see  our  goal's  achieved. 

The  Medicaid  referral  program  of  Lancaster  County 
received  a very  favorable  review  by  American  Medical 
News  on  March  22,  1993.  In  fact  the  Department  of 
Social  Services  is  going  to  propose  a form  of  managed 
care  for  the  Douglas/Sarpy  County  areas  but  has  no 
plans  to  make  any  changes  in  the  Lancaster  County 
area.  It  will  be  important  to  monitor  this  plan  as  it 
evolves  in  order  to  assure  that  all  patients  are  served; 
that  there  is  equitable  physician  participation;  and  that 
any  benefits  offered  to  Douglas/Sarpy  physicians  for 
their  participation  is  likewise  offered  to  Lancaster  County 
physicians  who  currently  participate  in  the  rotational 
system. 


REPORT  OF  THE  AD-HOC  COMMITTEE  RE: 
MEDICARE 

Paul  E.  Collicott,  M.D.,  Lincoln  - Chairholder;  Robert  F.  Shapiro,  M.D., 
Lincoln  - Board  Liaison;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Richard  A. 
Blatny,  M.D.,  Fairbury;  David  H.  Filipi,  M.D.,  Omaha;  J.A.  Crubbe,  M.D., 
Lincoln;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Loren  H.  Jacobsen,  M.D., 
Broken  Bow;  Alan  W.  Langvardt,  M.D.,  Beatrice;  Donald  J.  Pavelka,  M.D., 
Omaha;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Eric  W.  Pierson,  M.D.,  Lincoln; 
Richard  M.  Pitsch,  Sr.,  M.D.,  Seward;  Richard  A.  Raymond,  M.D.,  Omaha; 
Steven  R.  Thomas,  M.D.,  York;  Hiram  R.  Walker,  M.D.,  Kearney;  Scott  Stuart, 
Omaha;  Mark  Tafoya,  Omaha. 

The  Nebraska  Medical  Association's  Ad-Hoc  Com- 
mittee Re:  Medicare  met  with  Kansas  Blue  Cross/Blue 
Shield  representatives  to  discuss  concerns  of  the  House 


as  well  as  the  membership  regarding  Medicare  issues 
that  have  surfaced  since  the  NMA  Fall  Session.  The 
Kansas  Blue  Cross/Blue  Shield  representatives  were 
Joseph  Leiker,  M.D.,  J.D.;  Kay  Vondemkamp;  Rusty 
Doty;  Kim  Justice;  Doug  Klise;  John  Hines;  and  Jay 
Lohmann. 

Specifically,  the  House  of  Delegates'  referral  regard- 
ing Medicare  Provider  numbers  for  residents  was  dis- 
cussed as  well  as  new  physician  payments  and  autolo- 
gous blood  issues.  In  regards  to  Resolution  #1,  the 
attached  summary  in  Appendix  A outlines  the  proce- 
dure whereby  residents  may  apply  for  a Medicare  billing 
number.  Additionally,  new  physician/practitioner  pay- 
ment schedules  as  presently  implemented  are  attached 
for  the  House's  information.  Insofar  as  Item  16,  or  the 
report  of  the  Directors  regarding  bundling  of  fees  for 
autologous  blood,  this  has  been  determined  to  be  a Part 
A Medicare  issue  rather  than  a Part  B matter  for  which 
the  Ad-Hoc  Committee  Re:  Medicare  had  been  origi- 
nally established.  Since  the  Association  is  concerned 
primarily  with  Part  B Medicare  issues,  it  was  felt  that 
further  delineation  of  these  matters  would  be  best 
handled  by  the  Nebraska  Hospital  Association. 

Additionally,  attached  for  the  House's  information  is 
a brief  overview  of  several  issues  that  are  either  reflec- 
tive of  recent  changes  in  policy  or  clarification  of  estab- 
lished policy  by  HCFA,  as  presented  in  the  November 
25,  1 992,  Federal  Register.  Additionally,  the  geographic 
practice  cost  indices  (GPCI's)  used  to  determine  pay- 
ment for  physician  services  under  Medicare  have  re- 
ceived a great  deal  of  attention  by  Nebraska  physicians, 
and  nationally  at  the'AMA  level.  In  response,  the  AMA 
has  through  its  lobbying  efforts  had  a bill  introduced  by 
Senator  David  Pryor,  S242,  with  co-sponsorship  from 
Senators  John  Glenn,  Richard  Bryan,  and  William  Cohen 
to  improve  the  accuracy  of  GPCI  data.  This  bill  would 
require  that  the  GPCI's  be  based  on  the  most  recently 
available  data,  rather  than  utilizing  the  current  GPCI's 
which  are  based  upon  1 970  data  and  are  not  consistent 
with  current  practice  costs. 

The  Kansas  Blue  Cross/Blue  Shield  representatives 
discussed  the  current  random  monitoring  of  E&M  codes. 
The  carrier  pulled  five  files  from  random  providers  to 
assess  the  consistency  of  documentation  and  the  subse- 
quent level  of  coding.  This  audit  was  done  on  an  educa- 
tional basis  in  order  to  provide  the  physician  provider  a 
better  understanding  of  what  documentation  would  be 
required.  From  the  reviews  by  the  Medical  Director  and 
the  Co-Medical  Director  the  components  as  suggested 
by  the  "SOAP"  outline  were  considered.  The  "SOAP" 
outline  does  not  have  to  be  followed  to  any  consistent 
degree,  but  the  components  should  be  in  the  record.  It 
was  noted  that  "hard  core  facts  and  treatments"  are  the 
most  important  facet  of  the  chart  audit.  The  carrier 
representatives  also  reported  that  the  distribution  of  the 
educational  video  supplied  to  Nebraska  physicians  at  a 
nominal  fee  from  the  carrier,  and  incidentally  suggested 
by  your  Ad-Hoc  Committee,  has  been  quite  useful  as  an 
educational  tool.  Presently,  there  is  no  federal  directive 
to  specify  further  audits  of  E&M  codes  although  the 
carrier  will  be  allowed  by  HCFA  to  audit  these  codes 
when  they  have  reasonable  cause. 

For  the  period  of  January  through  June  of  1992, 
Kansas  Blue  Cross/Blue  Shield  reviewed  the  top  30 
submitted  procedures  for  all  of  the  51  specialties  repre- 
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sented  on  Medicare's  list  of  providers,  and  compared 
the  reimbursement  levels  for  Nebraska  against  the  na- 
tional average.  For  those  procedures  that  fall  out  above 
the  national  average,  the  carrier  will  conduct  reviews  to 
determine  if  and  why  this  has  occurred.  The  carrier 
stated  that  when  this  review  is  completed,  they  will  also 
be  looking  for  physicians  they  feel  might  be  over  utiliz- 
ing certain  codes,  and  subsequently  conduct  a provider 
audit.  This  by  no  means  implies  that  the  physician  may 
be  practicing  outside  of  the  norm  with  his/her  specialty, 
but  the  physician  may  be  indeed  utilizing  an  erroneous 
code  when  another  code  may  be  more  appropriate.  The 
Ad-Hoc  Committee  Re:  Medicare  suggested  to  the  car- 
rier that  when  a physician  is  selected  for  this  audit  that, 
inasmuch  as  possible,  the  carrier  provide  a personal 
interaction  with  the  provider  to  inform  the  physician  as 
to  exactly  what  the  Provider  Audit  List  (PAL)  is,  and  how 
it  works.  It  was  stated  by  the  carrier  that  in  all  cases 
where  physically  possible  this  would  be  accomplished. 

The  PAL  audit  should  not  be  confused  with  the 
focused  medical  review  that  also  has  occurred  in  the 
past  year  in  which  providers  were  audited  that  were 
essentially  outliers  in  regards  to  frequency  of  billing  of 
certain  CPT  codes. 

Specific  issues  that  were  addressed  with  the  carrier 
included  the  utilization  with  the  modifier  "QB"  for  those 
physicians  in  a Health  Professional  Shortage  Area  (HPSA) 
in  which  if  utilized,  the  physician  would  be  entitled  to 
incentive  payments  for  his/her  services.  This  modifier 
must  be  used  on  all  codes  and  the  service  must  be 
provided  in  the  HPSA  region.  These  regions  are  not 
designated  by  state  governments,  but  rather  by  the 
federal  government  and  HCFA. 

Additionally,  use  of  the  discharge  management  reim- 
bursement CPT  code  #99238  was  discussed  when  used 
by  a primary  care  physician  when  a surgical  procedure 
is  done  for  a secondary  diagnosis  made  when  the 
patient  is  hospitalized.  Medicare  will  not  reimburse 
discharge  day  management  if  the  surgical  procedure  is 
performed  for  the  primary  diagnosis,  however,  if  the 
surgery  is  done  because  of  a secondary  diagnosis  and 
the  primary  physician  dictates  the  discharge  summary, 
Medicare  will  reimburse  for  that  management  provided 
there  is  a different  diagnosis.  Additionally,  discussion 
regarding  the  specific  use  of  HCPC  code  A4550  versus 
CPT  code  99070  for  reimbursement  of  surgical  supplies 
ensued.  Currently,  Medicare  does  not  recognize  CPT 
99070  and  will  only  reimburse  with  the  HCPC  code 
A4550. 

Considerable  discussion  was  held  with  the  carrier 
regarding  denial  of  payment  for  certain  lab  procedures 
done  prior  to  cataract  surgery.  Under  the  original  Social 
Security  Law,  Medicare  reimbursement  will  not  be  al- 
lowed for  routine  screening  tests.  Through  the  Carrier 
Procedure  Monitoring  Report  done  by  the  Nebraska/ 
Kansas  Blue  Shield,  it  was  found  that  CPT  code  36415 
and  CPT  code  85024  ranked  #2  and  #3  respectively  for 
the  most  frequently  billed  services  for  Medicare  pa- 
tients. A selected  review  was  then  carried  out  and  the 
situation  found  to  be  most  frequent  with  patients  under- 
going elective  surgery,  specifically  cataract  surgery.  It 
was  explained  to  the  carrier  representatives  that  most 
hospitals  require  the  patient  to  have  a current  hemoglo- 
bin prior  to  undergoing  surgery  and  many  times  a 
potassium  determination,  particularly  if  undergoing  any 


sort  of  anesthesia.  It  was  implied  by  the  carrier  represen- 
tatives that  if  physicians  list  preop  " " surgery  as 

primary  diagnosis  or  reason  for  the  procedure,  then  this 
would  be  considered  a screening  test  rather  than  done 
for  any  specific  diagnosis.  If  another  diagnosis  is  listed 
justifying  utilization  of  the  code,  then  there  should  be  no 
problem  with  reimbursement.  It  was  pointed  out  by  the 
committee  that  indeed  many  times  these  tests  are  done 
for  routine  screening  purposes  based  upon  require- 
ments by  the  hospital  and  by  the  PRO.  It  seems  that  the 
physician  is  being  placed  in  a "catch  22"  situation  and 
nothing  can  be  done  about  it  except  change  the  federal 
law.  In  that  regard,  the  Committee  suggests  a resolution 
be  drafted  to  be  taken  to  the  Annual  Meeting  of  the 
AMA  to  see  if  this  can  be  accomplished. 

Based  upon  a survey  conducted  by  the  Nebraska 
Medical  Association,  it  was  found  that  despite  the  in- 
creasing rules  and  regulations  and  decreasing  reim- 
bursement from  Medicare,  presently  the  citizens  of 
Nebraska,  Medicare  age,  are  not  having  a problem  with 
access  to  medical  care.  The  total  number  of  Medicare 
claims  for  Nebraska  in  1992  was  3,155,569  compared 
to  2,963,898  in  1991.  The  average  payment  per  claim, 
however,  decreased  from  $52.99  in  1991  to  $51.90  in 
1 992.  Additionally,  there  was  an  increase  in  the  number 
of  physicians  participating  in  the  Medicare  program  by 
accepting  assignment,  going  from  63%  in  1 992  to  72.8% 
in  1993. 

In  1993,  the  carrier  will  institute  a project  called  the 
Focus  Medical  Review  Program  which  will  review  at 
least  40  physicians  and  at  least  15  medical  policies  of 
prepayment  screens.  This  review  has  been  mandated  by 
HCFA.  Dr.  Leiker  stated  that  this  program  focuses  on 
one  code  which  has  a high  utilization  pattern  in  Ne- 
braska compared  to  what  is  happening  nationally.  He 
stated  that  HCFA  will  probably  utilize  the  Focus  Medical 
Review  Program  and  discard  the  PAL  program  over  a 
period  of  time.  It  was  suggested  to  the  carrier  that  the 
Nebraska  Medical  Association  would  be  more  than 
happy  to  provide  a list  of  qualified  physicians  such  as 
has  been  supplied  to  the  PRO  program  to  provide 
reviewers  for  this  project.  It  was  strongly  emphasized  to 
the  carrier  that  Nebraska  physicians  prefer  to  be  re- 
viewed by  peers  in  their  specialty  and  in  their  state 
rather  than  out  of  state  reviewers.  The  carrier  expressed 
willingness  to  accept  such  a list  and  to  develop  review 
criteria  for  the  physicians  that  would  be  willing  to  do  this 
review.  The  physicians  would  be  reimbursed  for  their 
time  spent  in  reviewing  the  program  much  like  the  PRO 
reviewers  are  at  the  present  time. 

The  Committee  agrees  with  Dr.  Mellion  in  that  the 
current  crisis  in  health  care  and  its  subsequent  reim- 
bursement cannot  be  solved  within  the  current  para- 
digm (the  way  in  which  we  view  a system  or  view  the 
world  as  it  relates  to  our  profession  or  ourselves).  Dr. 
Mellion  has  long  talked  of  a "paradigm  shift".  The  Ne- 
braska physicians  must  drastically  rearrange  the  way  we 
deal  with  these  reimbursement  issues.  In  that  regard,  the 
basic  problem  appears  to  be  consistently  that  of  the 
physician  being  unwilling  to  be  properly  informed  as  to 
correct  coding  procedures  or  changes  in  reimburse- 
ment policies.  These  changes  are  consistently  communi- 
cated to  the  Nebraska  physicians  through  the  Nebraska 
Medicare  Communique'.  It  is  strongly  suggested  that 
this  document,  published  by  the  carrier,  be  read  by  the 
physician  before  it  is  distributed  to  the  office  staff.  The 
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physician  must  take  the  initiative  in  informing  himself/ 
herself  as  to  the  changes  that  are  taking  place  in  the 
reimbursement  program  rather  than  relying  upon  "some- 
one else". 

This  Committee  will  continue  to  work  diligently  with 
the  carrier.  We  will  be  discussing  particular  issues  and 
policies  that  will  be  outside  of  the  scope  of  the  newly 
formed  statewide  Medical  Advisory  Committee  (see 
Appendix  B),  whose  general  role  is  to  disseminate  draft 
information  and  general  medical  information  to  the 
doctors  they  represent.  The  statewide  Medical  Advisory 
Committee  serves  in  an  advisory  capacity  only  on  local 
medical  review  policy.  Real  issues  of  concern  to  our 
membership  can  only  be  effectively  handled  through  a 
small  working  committee  such  as  your  Ad-Hoc  Commit- 
tee Re:  Medicare. 

APPENDIX  A 

The  information  contained  in  this  packet  has  been 
compiled  for  the  Nebraska  Medical  Association  by  the 
Reimbursement  Department  of  Medicare  Part  B at  Blue 
Cross  and  Blue  Shield  of  Kansas.  This  information  pro- 
vides a brief  overview  of  several  issues  listed  below  that 
are  either  reflective  of  recent  changes  in  policy  or 
clarification  of  established  policy. 

X. A  Medicare  Reimbursement  for  Surgical  Supplies 

XI.  A 1 Medicare  Provider  Number  For  Residents 

XI. A2  New  Physician/Practitioner  Payment 

XI. B.  The  1993  Medicare  Fee  Schedule  Update 

XI. B.  Limiting  Charge  Information 

REIMBURSEMENT  FOR  SUPPLIES 

Procedure  code  #99070  (supplies  and  materials)  has 
been  identified  as  a bundled  code  (Status  B)  under  the 
Physician  Fee  Schedule.  Therefore,  no  RVUs  or  pay- 
ment amounts  are  established.  When  these  services  are 
covered,  payment  is  subsumed  by  the  payment  for  the 
services  to  which  they  are  incident. 

HCFA  has  established  a list  of  facility-based  proce- 
dure codes  for  which  supplies  may  be  paid  separately  if 
the  service  is  furnished  in  the  office.  Code  #A4550 
(surgical  trays),  which  is  an  active  code  (Status  A)  is 
appropriate  for  use  in  these  instances.  The  1993  fee 
schedule  amount  for  A4550  for  Nebraska  is  $30.31 . The 
specific  procedures  pertaining  to  this  rule  are  listed 
below: 


HCPCS 

DESCRIPTION 

19101 

Biopsy  of  Breast 

19120 

Removal  of  Breast  Lesion 

20200 

Muscle  Biopsy 

20205 

Deep  Muscle  Biopsy 

20220 

Bone  Biopsy,  Trocar/Needle 

20225 

Bone  Biopsy,  Trocar/Needle 

20240 

Bone  Biopsy,  Excisional 

25111 

Remove  Wrist  Tendon  Lesion 

28290 

Correction  of  Bunion 

28292 

Correction  of  Bunion 

28293 

Correction  of  Bunion 

28294 

Correction  of  Bunion 

28296 

Correction  of  Bunion 

28297 

Correction  of  Bunion 

28298 

Correction  of  Bunion 

28299 

Correction  of  Bunion 

32000 

Drainage  of  Chest 

37609 

Temporal  Artery  Procedure 

38500 

Biopsy/Removal  Lymph  Node(s) 

HCPCS 

DESCRIPTION 

43200 

Esophagus  Endoscopy 

43202 

Esophagus  Endoscopy,  Biopsy 

43220 

Esophagus  Endoscopy,  Dilation 

43226 

Esophagus  Endoscopy,  Dilation 

43234 

Upper  Gl  Endoscopy,  Exam 

43235 

Upper  Gl  Endoscopy,  Diagnosis 

43239 

Upper  Gl  Endoscopy,  Biopsy 

43245 

Operative  Upper  Gl  Endoscopy 

43247 

Operative  Upper  Gl  Endoscopy 

43251 

Operative  Upper  Gl  Endoscopy 

45378 

Diagnostic  Colonoscopy 

45379 

Colonoscopy 

45380 

Colonoscopy  and  Biopsy 

45382 

Colonoscopy,  Control  Bleeding 

45383 

Colonoscopy,  Lesion  Removal 

45385 

Colonoscopy,  Lesion  Removal 

49080 

Puncture,  Peritoneal  Cavity 

57520 

Biopsy  of  Cervix 

58120 

Dilation  and  Curettage 

62270 

Spinal  Fluid  Tap,  Diagnostic 

85095 

Bone  Marrow  Aspiration 

85102 

Bone  Marrow  Biopsy 

96440 

Chemotherapy,  Intracavitary 

96445 

Chemotherapy,  Intracavitary 

96450 

Chemotherapy,  Into  CNS 

RESIDENT/INTERN  REQUIREMENTS 

Residents  or  Interns  must  make  application  for  a 
Medicare  billing  number  anytime  medical  and  surgical 
services  are  performed  outside  the  facility  where  they 
have  their  training  program  and  the  facility  in  which 
services  are  being  performed  are  not  related  to  their 
residency  program.  A Unique  Physician  Identification 
Number  (UPIN)  must  also  be  assigned  for  ordering/ 
referring  purposes.  Residents  and  Interns  are  addition- 
ally subject  to  New  Physician  Reductions. 

In  order  to  assign  an  intern  or  resident  a Medicare 
provider  number,  the  following  information  is  required. 
This  information  is  contained  within  the  Medicare  pro- 
vider number  application. 

• Group  or  Clinic  name  the  resident  or  intern  will  be 
practicing  with 

• Effective  Date  services  will  be  rendered  by  the 
resident  or  intern 

• License  Number 

• Date  of  Birth 

• Medical  School  Attended 

• State  where  Medical  School  is  located 

• Year  Graduated  from  Medical  School 

• Is  the  practice  setting  in  conjunction  with  their 
residency  program 

• Information  to  determine  applicable  year  of  prac- 
tice with  the  Medicare  program,  as  outlined  in  the 
preceding  new  physician  guidelines 

Applications  for  the  assignment  of  Medicare  Billing 
Numbers  may  be  obtained  through  your  Professional 
Relations  Representative. 

NEW  PHYSICIAN/PRACTITIONER  PAYMENT 

Services  of  physicians  and  non-physician  practitio- 
ners whose  payments  are  linked  to  the  Physician  Fee 
Schedule  are  limited  as  follows: 
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Year(s)  in 

Percentage  of 
Fee  Schedule 

Practice 

Amount 

First 

80% 

Second 

85% 

Third 

90% 

Fourth 

95% 

Fifth 

1 00% 

The  limitations  are  applied  to  services  of  each  physi- 
cian and  practitioner,  including  those  who  are  members 
of  a group.  They  do  not  apply  in  rural  health  professional 
shortage  areas  (HPSAs).  They  also  do  not  apply  to  the 
payment  of  physician  primary  care  services,  office  visits, 
home  visits,  nursing  facility  visits,  emergency  room  vis- 
its, code  92002  and  92004. 

The  1993  Limiting  Charge  is  115%  of  the  appropri- 
ately reduced  non-participating  fee  schedule  amount. 
Therefore,  the  1993  Limiting  Charge  would  be  calcu- 
lated as  follows: 

1993  Participating  Physician  Fee  Schedule  x 95  per- 
cent x Appropriate  New  Physician  Reduction  Percent- 
age x 1 15%  - Limiting  Charge  For  New  Physician. 

The  first  year  of  practice  is  defined  as  the  first  full 
calendar  year  during  the  first  six  months  of  which  ser- 
vices are  furnished  for  which  payment  may  be  made 
under  Medicare  Part  B.  Any  providers  with  effective 
dates  after  June  30  will  have  to  complete  the  remainder 
of  that  year  and  remain  a first-year  physician  the  follow- 
ing year. 

The  second,  third  and  fourth  year  of  practice  will  be 
each  consecutive  year  in  which  the  provider  bills  for  a 
Medicare  service.  If  Medicare  services  are  not  billed  for 
a calendar  year  that  calendar  year  will  not  be  consid- 
ered a year  of  practice  with  the  Medicare  program. 

In  order  to  determine  a provider's  applicable  year  of 
practice,  the  following  information  must  be  forwarded 
to  our  office. 

• Name  of  previous  Medicare  Carrier,  if  applicable 

• Previous  Medicare  provider  number(s) 

• Was  the  practice  outside  the  scope  of  residency? 

• Dates  of  practice  at  previous  location 

• Previous  address 

If  you  have  been  a Medicare  provider  in  more  than 
one  previous  location,  the  above  information  must  be 
submitted  for  each  location. 

Providers  can  be  held  liable  for  assigned  claim  over- 
payments made  for  services  at  an  unreduced  amount 
for  services  furnished  on  or  after  January  1,  1992.  A 
provider's  year  of  practice  is  determined  by  the  informa- 
tion forwarded  to  our  office.  Therefore,  should  you  not 
agree  with  this  year  of  practice  Medicare  currently  has 
established,  please  contact  our  office  at  (913)  291- 
7822,  (913)  291-8507,  or  (913)  291-7582. 

The  1993  Medicare  Physician  Fee  Schedule  Update 

Implementation  of  the  1993  fee  schedule  consisted 
of  updating  codes  subject  to  the  transition  calculation 
and  also  those  paid  at  the  full  fee  schedule  in  1992. 
Services  subject  to  the  transition  in  1992  will  remain  in 
transition  regardless  of  the  amount  or  direction  of  the 
relative  value  unit  (RVU)  change.  In  the  same  aspect, 


codes  priced  at  the  full  fee  schedule  in  1 992  will  be  paid 
at  the  fee  schedule  in  1993. 

Two  update  factors  were  applied  for  appropriate 
1 993  increase  adjustments.  Surgical  procedures  received 
an  update  of  3.1  percent;  non-surgical  procedures  re- 
ceived a separate  update  of  0.8  percent.  These  factors 
reflect  a 2.7  percent  increase  in  the  Medicare  Economic 
Index  (MEI)  adjusted  by  performance  under  the  Medi- 
care Volume  Performance  Standard  (MVPS).  For  fiscal 
year  1991,  the  MVPS  for  surgical  services  was  3.3 
percent  and  actual  expenditures  went  up  by  2.9  percent 
or  0.4  percent  less  than  the  standard,  resulting  in  an 
update  of  3.1  percent  (2.7  percent  increase  in  the  MEI 
plus  0.4  percent).  The  MVPS  for  non-surgical  services 
was  8.6  percent  and  actual  expenditures  went  up  by 
1 0.5  percent  or  1 .9  percent  more  than  the  standard.  This 
results  in  an  update  of  0.8  percent  (2.7  percent  increase 
in  the  MEI  minus  1.9  percent).  The  surgical  services  are 
those  performed  50%  or  more  by  surgical  specialists. 

Another  factor  that  can  cause  variances  in  1993  fee 
schedule  amounts  is  the  fact  that  changes  were  realized 
in  the  relative  value  units  as  a result  of  physician  com- 
ments on  the  fee  schedule  as  well  as  the  requirement 
that  adjustments  to  relative  value  units  be  budget  neu- 
tral. 

In  1992,  Geographic  Practice  Cost  Indices  (GPCIs) 
were  established  for  every  Medicare  payment  locality 
for  each  of  the  three  components  of  a procedure's  RVU 
(work,  overhead  and  malpractice).  In  Nebraska  fee  sched- 
ule implementation  included  replacing  locality  GPCIs 
with  statewide  GPCIs.  These  indices  were  not  affected 
by  the  1 993  update. 

The  following  attachments  illustrate  the  effect  of 
surgical  and  non-surgical  classification  on  the  reimburse- 
ment of  selected  procedure  codes.  Also  illustrated  are 
the  different  calculations  used  for  codes  in  transition 
versus  codes  that  are  priced  at  the  full  fee  schedule 
amount. 

Attachments  1A  and  IB  reflect  a sampling  of  codes 
with  the  appropriately  identified  update  factor  used  for 
each.  These  illustrations  include  allowance  comparison 
for  fee  screen  years  1992  and  1993. 

Attachment  1A  represents  the  fee  schedule  changes 
that  have  occurred  for  codes  receiving  the  surgical 
update  factor. 

Attachment  1 B represents  the  fee  schedule  changes 
that  have  occurred  for  codes  receiving  the  non-surgical 
update  factor. 

Attachments  1C  and  ID  illustrate  the  formula  used 
in  calculating  1 993  reimbursement  amounts  for  services 
that  are  paid  at  the  full  fee  schedule  and  service  that  are 
paid  based  on  a transition  amount. 

Attachment  1C  illustrates  the  calculation  logic  for 
surgical  procedures. 

Attachment  ID  illustrates  the  calculation  logic  for 
non-surgical  procedures. 

Attachment  IE  lists  the  sampling  of  codes  with  cor- 
responding nomenclature  for  reference. 
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ATTACHMENT  1A 
NEBRASKA 

ALLOWANCE  COMPARISON  - 1992  AND  1993 
SURGERY  UPDATE 


PROCEDURE 

CODE 

1992  PAR 
PEE  SCHEDULE 

1993  PAR 
PEE  SCHEDULE 

THE  1993  PAR  PEE  SCHEDULE 
REPRESENTS: 

17000 

32.27 

3315 

Transition  Amount  Above  full 
Fee  Schedule 

19120 

243.60 

244.32 

Pull  Fee  Schedule  Amount 

27447 

1705.67 

1714.92 

Transition  Amount  Above  Puli 
Pee  Schedule 

33512 

2292.50 

2245.62 

Transition  Amount  Above  Pull 
Pee  Schedule 

43630 

964.95 

934.19 

Puli  Pee  Schedule  Amount 

47600 

593.99 

603.25 

Transition  Amount  Above  Pull 
Pee  Schedule 

52000 

94.38 

98.64 

Transition  Amount  Below  Pull 
Pee  Schedule 

52601 

763.97 

771.11 

Transition  Amount  Above  Pull 
Pee  Schedule 

58150 

713.16 

714 . 87 

Puli  Pee  Schedule  Ano-.nt 

64721 

286.14 

290.93 

Transition  Amount  Abo  e Pull 
Pee  Schedule 

66984 

1070.39 

1038.55 

Transition  Amount  Above  Pull 
Pee  Schedule 

ATTACHMENT  IB 
NEBRASKA 

ALLOWANCE  COMPARISON  - 1992  AND  1993 
NON-SURGERY  UPDATE 


PROCEDURE 

CODE 

1992  PAR 
PEE  SCHEOULE 

1993  PAR 
PEE  SCHEDULE 

THE  1993  PAR  PEE  SCHEDULE 
REPRESENTS: 

20610 

29.10 

31.49 

Transition  Amount  Below  Pull 
Pee  Schedule 

69210 

12.68 

15.97 

Transition  Amount  Below  Pull 
Fee  Schedule 

71320 

32.73 

31.46 

Transition  Amount  Above  Pull 
Pee  Schedule 

92553 

20.55 

20.25 

Transition  Amount  Above  Pull 
Pee  Schedule 

93015 

85.20 

07 .45 

Transition  Amount  Below  pull 
Pee  Schedule 

93307 (261 

106.79 

95.45 

Transition  Amount  Above  Pull 
Pee  Schedule 

964  10 

106.70 

91.38 

Transition  Amount  Above  Pull 
Pee  Schedule 

99212 

10.57 

19.19 

Transition  Amount  Below  Pull 
Pee  Schedule 

99214 

35.52 

37.99 

Transition  Amount  Below  Pull 
Pee  Schedule 

99244 

104.13 

104 . 16 

Pull  Pee  Schedule  Amount 

ATTACHMENT  1C 


TO  CALCULATE  SURGICAL  CODES  PAID  AT  FULL  FEE  SCHEDULE  IN  1993 


National  Conversion 

Factor  ♦ 

1993  Surgical 
Update  Factor  - 

1993  Updated 
Conversion  Pactor 

31.001  ♦ 

3.1%  (.031) 

131.962 

Relative  Value 
Units  (RVUr) 
(Adjusted  for 
1993) 

X 

Geographic 
Pract ice 
Cost  Index 

(crci) 

Sum  of 
Totals 

X 

1993  Updated 
Convers ion 
Pactor 

Updated 
(1993)  Pull 
Fee 

Schedule 

Amount 

Example : 

work  • 4.95 

X 

.960 

= 

4.75200 

rroc.  Code 

rractlce  ■ 2.97 

X 

.883 

« 

2.62251 

19120 

Malpractice  - . 62 

X 

.435 

■ 

_1>26970 

7.64421 

X 

31 .962 

■ 

$744 .32 

TO  CALCULATE  SURGICAL  CODES  PAID  AT  A TRANSITION  AMOUNT  IN  1993 


1992 

Surgical  Update 

Updated  1992 

Transition  Amount 

X 

Pactor  (3.1%) 

• 

Transition  Amount 

Updated  1992 
Transition  Amdunt  x 75% 

4 

Updated  1993  Pull 
Pee  Schedule  Amount  x 25% 

_ 

1993  Transition 
Payment  Amount 

Example : 
Proc.  Code 
33512 

2363.57  x 75%  - $1772.68 

1891.76  x 25%  - 472.94 

_ 

$2245.62 

ATTACHMENT  ID 

TO  CALCULATE  NON- SURGICAL  CODES  PAID  AT  PULL  FEE  SCHEDULE  IN  1993 


National  Conversion 

Pactor  ♦ 

1993  Non -Surgical 

Update  Factor  = 

1993  Updated 
Conversion  Pactor 

31.001  ♦ 

0.8%  (.008) 

$31,249 

Relative  Value 
Units  (RVUs) 
(Adjusted  for 
1993) 

X 

Geographic 
Practice 
Cost  Index 
(GPCI ) 

Sum  of 
Totals 

x 

1993  Updated 
Convers ion 
Pactor 

Updated 
(1993)  Pull 
Pee 

Schedule 

Amount 

P.xarrple  r 

Work  - 2.30 

X 

.960 

= 

2.20800 

Proc.  Code 

Practice  - 1.22 

X 

.883 

- 

1.07726 

99244 

Ma lpractice -.11 

X 

.435 

= 

. 04785 

3 .33311 

X 

31.249 

" 

$104  16 

TO  CALCULATE  NON-SURGICAL  CODES  PAID  AT  A TRANSITION  AMOUNT  IN  1993 


1992 

Non -Surgical  Update 

Updated 

1992 

Transition  Amount 

X 

Pactor  (0.8%) 

Transition 

Amount 

Updated  1992 
Transition  Amount  x 75% 

Updated  1993  Full 
Pee  Schedule  Amount  x 25% 

. 

1993  Transition 
Payment  Amount 

Example : 
Proc.  Code 
964  10 

107.55  x 75\  = 180.66 

4 

42.89  x 25%  = 10.72 

_ 

$91.38 
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ATTACHMENT  IE 
SURGERY  CODES 


PROCEDURE 

CODE  NOMENCLATURE 

1 7000  Destruction  by  any  method,  including  laser,  with  or 
without  surgical  curettement,  all  benign  facial  lesions 
or  premalignant  lesions  in  any  location,  or  benign 
lesions  other  than  cutaneous  vascular  proliferative 
lesions,  including  local  anesthesia;  one  lesion 

19120  Excision  of  cyst,  fibroadenoma,  or  other  benign  or 

malignant  tumor,  aberrant  breast  tissue,  duct  lesion  or 
nipple  lesion  (except  19140),  male  or  female,  one  or 
more  lesions 


27447 


33512 

43630 


47600 

52000 

52601 


58150 

64721 

66984 


20610 

69210 


Arthroplasty,  knee  condyle  and  plateau;  medial  AND 
lateral  compartments  with  or  without  patella  resurfac- 
ing ("total  knee  replacement") 

Coronary  artery  bypass,  vein  only;  three  coronary 
venous  grafts 

Hemigastrectomy  or  distal  subtotal  gastrectomy  in- 
cluding pyloroplasty,  gastroduodenostomy  or 
gastrojejunostomy;  without  vagotomy 
Cholecystectomy 

Cystourethroscopy  (separate  procedure) 
Transurethral  resection  of  prostate,  including  control 
of  postoperative  bleeding,  complete  (vasectomy, 
meatotomy,  cystourethroscopy,  urethral  calibration 
and/or  dilation,  and  internal  urethrotomy  are  included) 
Total  abdominal  hysterectomy  (corpus  and  cervix), 
with  or  without  removal  of  tube(s),  with  or  without 
removal  of  ovary(s) 

Neuroplasty  and/or  transposition;  median  nerve  at 
carpal  tunnel 

Extracapsular  cataract  removal  with  insertion  of  in- 
traocular lens  prosthesis  (one  stage  procedure),  manual 
or  mechanical  technique  (eg,  irrigation  and  aspiration 
or  phacoemulsification) 

Arthrocentesis,  aspiration  and/or  injection;  major  joint 
or  bursa  (eg,  shoulder,  hip,  knee  joint,  subacromial 
bursa) 

Removal  impacted  cerumen  (separate  procedure),  one 
or  both  ears 


71020 

92553 

93015 


93307(26) 

96410 

99212 


99214 


99244 


Radiologic  examination,  chest,  two  views,  frontal  and 
lateral 

Screening  test,  pure  tone,  air  and  bone 
Cardiovascular  stress  test  using  maximal  or  submaximal 
treadmill  or  bicycle  exercise;  continuous  electrocar- 
diographic monitoring,  and/or  pharmacological  stress, 
with  physician  supervision,  with  interpretation  and 
report 

Echocardiography,  real-time  with  image  documenta- 
tion (2D)  with  or  without  M-mode  recording;  interpre- 
tation only 

Chemotherapy  administration,  intravenous;  infusion 
technique,  up  to  one  hour 

Office  or  other  outpatient  visit  for  the  evaluation  and 
management  of  an  established  patient,  which  requires 
at  least  two  of  these  three  key  components: 

• a problem  focused  history: 

• a problem  focused  examination 

• straightforward  medical  decision 
making 

Office  or  other  outpatient  visit  for  the  evaluation  and 
management  of  an  established  patient,  which  requires 
at  least  two  of  these  three  key  components: 

• a detailed  history; 

• a detailed  examination; 

• medical  decision  making  of  moderate 
complexity 

Office  consultation  for  a new  or  established  patient, 
which  requires  three  three  key  components: 

• a comprehensive  history; 

• a comprehensive  examination; 
and 

• medical  decision  making  of  moderate 
complexity 


THE  COMPREHENSIVE  LIMITING 
CHARGE  COMPLIANCE  PROGRAM 

The  Omnibus  Budget  Reconciliation  Act  of  1989 
(OBRA  89)  included  simplification  of  the  rules  govern- 
ing charge  limits  on  unassigned  claims  of  non-participat- 
ing physicians  effective  January  1,  1991,  as  part  of 
Physician  Payment  Reform  (PPR). 

In  1992  the  Health  Care  Financing  Administration 
(HCFA),  recognizing  that  changes  to  our  monitoring 
procedures  were  needed  to  provide  physicians  with 
timely  notification  of  potential  overcharge  situations, 
directed  us  to  establish  a new  Comprehensive  Limiting 
Charge  Compliance  Program. 

This  program  advises  you  promptly  when  excesses 
do  occur  so  that  you  can  take  corrective  action  - both  on 
the  case  identified  and  on  future  Medicare  claims. 

These  "limiting  charges"  serve  to  protect  Medicare 
beneficiaries  from  undue  balance  billing  expenses.  The 
limiting  charge  effective  for  services  January  1,  1993  is 
115  percent  of  the  Medicare  Non-Participating  Physi- 
cian Fee  Schedule  allowance. 

We  send  reports  to  non-participating  physicians  and 
nonphysician  practitioners  and  suppliers  who  bill  for 
services  covered  by  limiting  charges  semi-monthly,  if 
our  records  indicate  the  limiting  charge  has  been  ex- 
ceeded on  unassigned  claims  processed  during  the 
preceding  two  weeks.  The  reports  are  called  Limiting 
Charge  Exception  Reports  (LCER). 

The  LCER,  which  you  will  only  receive  if  we  identify 
that  your  billed  charge  exceeds  the  limit,  is  designed  to 
be  informative. 

The  LCER  is  based  on  a review  of  all  your  unassigned 
claims  and  only  reports  back  to  you  information  on 
those  we  identify  with  exceptions  to  the  charge  limits. 

We  include  messages  to  beneficiaries  on  their  "Expla- 
nation of  Your  Medicare  Part  B Benefits"  (EOMB)  citing 
the  charge  permitted  for  the  procedure  if  the  billed 
charge  exceeds  the  limiting  charge.  Your  LCER  provides 
you  with  notification  of  the  same  information  at  approxi- 
mately the  same  time  the  beneficiary  receives  his  or  her 
EOMB.  No  reports  to  physicians  or  EOMB  messages  to 
beneficiaries  are  sent  if  there  are  no  limiting  charge 
exceptions  identified. 

Since  implementation  of  the  Comprehensive  Limit- 
ing Charge  Compliance  Program  in  October,  1992,  we 
have  identified  several  situations  that  appear  with  high 
frequency  on  the  Limiting  Charge  Exception  Reports. 
These  situations  are  outlined  below  in  order  to  provide 
clarification  of  billing  guidelines  that  will  hopefully  cor- 
rect inadvertent  submission  errors. 

• Multiple  Surgeries 

• Bilateral  Surgeries 

• Global  Billing  of  EKG 

Multiple  Surgery  Guidelines 

Fee  schedule  amounts  are  reduced  when  more 
than  one  surgical  procedure  is  performed  by  the 
same  physician  on  the  same  day. 

The  highest  valued  procedure  is  paid  at  1 00%,  the 
second  highest  at  50%,  the  third  through  the  fifth 
procedure  at  25%,  and  additional  procedures  will 
be  paid  based  on  individual  consideration. 
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The  Limiting  Charge  is  115%  of  the  reduced 
amount  for  each  procedure. 

For  Example: 

An  established  physician  performs  three  separate 
payable  procedures  on  the  same  day,  the  first 
with  a fee  schedule  of  $800.00,  the  second  with 
a fee  schedule  of  $400.00,  and  the  third  with  a fee 
schedule  of  $350.00 

The  Limiting  Charge  for  each  procedure  is  calcu- 
lated as  follows: 

First  Procedure  - $800.00  ( 1 00%)  x 1 1 5%  -$920.00 
(LC) 

Second  Procedure  - $200.00  (400.00  x 50%)  x 
115%  - $230.00  (LC) 

Third  Procedure  - $87.50  ($350.00  x 25%)  x 
115%  - $100.63  (LC) 

Bilateral  Surgery  Guidelines 

Some  surgical  procedures  are  bilateral  by  CPT  - 4 
definition,  e.g.,  27395  and  52290.  Modifier  "50" 
should  not  be  used  in  reporting  the  bilateral  sur- 
gery for  these  procedures. 

If  a procedure  is  not  identified  by  its  CPT  - 4 
definition  as  a bilateral  procedure  the  bilateral 
surgery  should  be  reported  as  a single  line  item 
using  modifier  ”50”.  Since  multiple  surgery  pricing 
rules  apply,  the  charge  is  limited  by  100%  of  the 
limiting  charge  plus  50%  for  the  second  surgery. 

For  Example: 

Procedure  code  27447,  Arthroplasty,  when  billed 
as  a bilateral  procedure  should  be  shown  as  one 
line  item,  2744750.  The  Limiting  Charge  then  is 
calculated  by  multiplying  the  Non-participating 
Fee  Schedule  Amount  of  $1 629.1  7 by  1 50%.  This 
amount  is  then  muliplied  by  1 1 5%  to  arrive  at  the 
1993  Limiting  Charge  of  $2810.32. 

Global  Billing  for  EKG 

Payment  for  global  EKG  procedures,  (CPT  codes 
93000  and  93040)  are  limited  to  the  tracing  por- 
tion of  the  service,  i.e.  93005  and  93041  respec- 
tively. The  1993  Limiting  Charge  for  93005  and 
93041  for  Nebraska  is  listed  below.  These  limiting 
charges  should  be  used  when  billing  for  the  global 
EKG  procedure. 

NEBRASKA 

CODE  LIMITING  CHARGE 

93005  $22.95 

93041  $12.49 


NEBRASKA  CARRIER  ADVISORY 
COMMITTEE  MEMBERS 
December  10,  1992 

Nebraska  Medical  Association 

Darroll  J.  Loschen,  M.D.,  President 
2101  Lincoln  Avenue 
York,  Nebraska  68467 
Office  (402)  362-5555 
Fax  (402)  362-7137 

Allergy 

Waiting  Confirmation 


Anesthesia 

Charles  Gregorius,  M.D. 

Anesthesiology  P.C. 

3112  South  13th  Street 
Lincoln,  Nebraska  68502 
Office  (402)  423-1280 

Cardiology 

Richard  Collins,  M.D. 

Midwest  Heart  Center 

6801  North  72nd  Street 

Omaha,  Nebraska  68122 

Office  (402)  571-1600 

Fax  (402)  571-9939 

Alternate:  Michael  Dehning,  M.D. 

Cardiovascular/Thoracic  Surgery 
Deepak  Gangahar,  M.D. 
Cardiovascular  Surgery 
1919  South  40th  Street,  #300 
Lincoln,  Nebraska  68506 
Office  (402)  489-6553 
Fax  (402)  489-8266 

Chiropractic 

Ritch  Miller,  D.C. 

Downtown  Chiropractic  Health  Center 
2111  Douglas  Street 
Omaha,  Nebraska  68102 
Office  (402)  354-7500 

Dermatology 

David  Bigler,  M.D. 

Gateway  Dermatologic  Surgeons 
600  North  Cotner.Blvd.,  #311 
Lincoln,  Nebraska  68505 
Office  (402)  467-4361 
Fax  (402)  489-8266 

Emergency  Medicine 
Richard  Walker,  M.D. 

University  Nebraska  Medical  Center 

Emergency  Department 

600  South  42nd  Street 

Omaha,  Nebraska  68198 

Office  (402)  559-4020 

Fax  (402)  559-8333 

Endocrinology 

Timothy  Wahl,  M.D. 

Internal  Medicine  Associates 
4242  Farnam  Street 
North  Tower;  650  Doctors  Bldg. 
Omaha,  Nebraska  68131 
Office  (402)  552-2600 
Fax  (402)  552-2680 

Family  Practice  (*unable  to  attend) 

Carl  Cornelius,  M.D. 

1116  1 0th  Avenue 
Sidney,  Nebraska  69162 
Office  (308)  254-5575 
Fax  (308)  254-3831 

Gastroenterology 
Michael  Jones,  M.D. 

Gastroenterology  and  Liver  Disease 
801 9 Dodge  Street 
Omaha,  Nebraska  68114 
Office  (402)  397-7057 
Fax  (402)  397-6656 
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General  Surgery 

F.  William  Karrer,  M.D. 

Surgery  West,  P.C. 

81 1 1 Dodge  Street,  #263 
Omaha,  Nebraska  68114 
Office  (402)390-8163 
Fax  (402)  392-1360 

Hematology 

Scot  Sorensen,  M.D. 

Prairie  View  Clinic 
1919  South  40th  Street,  #222 
Lincoln,  Nebraska  68506 
Office  (402)  489-1919 
Fax  (402)  489-7646 

Infectious  Disease 
Robert  Penn,  M.D. 

Infectious  Disease  Associates 
8300  Dodge  Street,  #326 
Omaha,  Nebraska  68114 
Office  (402)  390-8155 
Fax  (402)  392-1989 

Internal  Medicine 

Jeffery  Grubbe,  M.D. 

Wedgewood  Medical  Center 
120  Wedgewood  Drive 
Lincoln,  Nebraska  68510 
Office  (402)  489-8821 
Fax  (402)  483-0591 

Maxillofacial  Oral  Surgery 
Harold  Tu,  M.D.,  D.D.S. 

University  Nebraska  Medical  Center 
Maxillofacial/Oral  Surgery  Department 
600  South  42nd  Street 
Omaha,  Nebraska  68198 
Office  (402)  559-4285 
Fax  (402)  559-4920 

Medical  Oncology 

Herbert  Hartman,  Jr.,  M.D. 

Oncology  Associates 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
Office  (402)  572-3697 
Fax  (402)  572-3695 

Nephrology 

Jerry  Fischer,  M.D. 

Internal  Medicine  Associates 
4242  Farnam  Street 
North  Tower;  650  Doctors  Bldg. 
Omaha,  Nebraska  68131 
Office  (402)  552-2600 
Fax  (402)  552-2680 
Alternate:  Thomas  Knight,  M.D. 

Neurology 

Waiting  Confirmation 

Neurosurgery 

Eric  Pierson,  M.D. 

Neurological  Surgery 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 
Office  (402)  475-4948 
Fax  (402)  475-0122 


Obstetrics/Gynecology  (unable  to  attend) 
Larry  Roffman,  M.D. 

Omaha  Ob-Gyn  Associates 
4239  Farnam  Street 
734  Doctors  Bldg. 

Omaha,  Nebraska  68131 
Office  (402)  552-2700 
Fax  (402)  475-2709 

Ophthalmology 

Dean  Forgey,  M.D. 

1520  South  70th  Street,  #102 
Lincoln,  Nebraska  68506 
Office  (402)  483-2323 
Fax  (402)  483-6184 

Optometric  Association 
Lana  Peppie,  Director 
Third  Party  Payors 
Nebraska  Optometric  Association 
P.O.  Box  81706 
Lincoln,  Nebraska  68501 
Office  (402)  474-7716 
Fax  (402)  476-6547 

Orthopedic  Surgery 
Christopher  Ihle,  M.D. 

Heartland  Orthopedic  Sports  Clinic 
450  East  23rd  Street 
Fremont,  Nebraska  68025 
Office  (402)  721-0090 
Fax (402)  721-9661 

Osteopathic 

James  Schiefen,  D.O. 

P.O.  Box  95 

Imperial,  Nebraska  69033 
Office  (308)  882-7247 
Fax  (308)  882-5950 

Otolaryngology 

James  Huerter,  M.D. 

University  Nebraska  Medical  Center 
Otolaryngology  Department 
600  South  42nd  Street 
Omaha,  Nebraska  68198 
Office  (402)  559-4433 
Fax  (402)  559-7782 

Pathology 

Robert  Shapiro,  M.D. 

Saint  Elizabeth  Community  Flealth  Center 

555  South  70th  Street 

Lincoln,  Nebraska  68510 

Office  (402)  486-7118 

Fax  (402)  489-3953 

Pediatrics 

Lawrence  Bausch,  M.D. 

Saint  Elizabeth  Community  Health  Center 

555  South  70th  Street 

Lincoln,  Nebraska  68510 

Office  (402)  486-7480 

Fax  (402)  489-6037 

Peripheral  Vascular  Surgery  (unable  to  attend) 
Paul  Collicott,  M.D. 

Lincoln  Surgical  Group 
4740  "A"  Street,  #100 
Lincoln,  Nebraska  68510 
Office  (402)  483-7825 
Fax  (402)  483-7839 
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Physical  Medicine  and  Rehabilitation 
Kip  Burkman,  M.D. 

Immanuel  Rehabilitation  Center 
6901  North  72nd  Street 
Omaha,  Nebraska  68122 
Office  (402)  572-2154 
Fax  (402)  572-2632 

Plastic  and  Reconstructive  Surgery 
Philip  Metz,  M.D. 

Plastic  Surgical  Arts 
801  South  48th  Street 
Lincoln,  Nebraska  68510 
Office  (402)  483-2572 
Fax  (402)  483-2619 

Podiatric  Medicine 
Waiting  Confirmation 

Psychiatry 

James  Sorrell,  M.D. 

Two  West  42nd  Street 
Scottsbluff,  Nebraska  69361 
Office  (308)  630-1  780 

Pulmonary  Medicine 
Bob  Bleicher,  M.D. 

Pulmonary  Specialities 
1919  South  40th  Street;  #320 
Lincoln,  Nebraska  68506 
Office  (402)  483-1919 
Fax  (402)  483-0357 

Radiation  Oncology 

Robert  Thompson,  M.D. 

Radiation  Oncology  Associates 
Clarkson  Cancer  Center 
44th  and  Dewey  Avenue 
Omaha,  Nebraska  68105 
Office  (402)  552-3844 
Fax  (402)  552-3013 

Radiology 

Allen  Dvorak,  M.D. 

Nebraska  Iowa  Radiology  Consultants  Inc. 
401  East  Gold  Coast  Road;  #102 
Papillion,  Nebraska  68128 
Office  (402)  339-8974 
Fax  (402)  339-6741 

Rheumatology 

William  Palmer,  M.D. 

Internal  Medicine  Associates 

4242  Farnam  Street 

North  Tower;  650  Doctors  Bldg. 

Omaha,  Nebraska  68131 
Office  (402)  552-2600 
Fax  (402)  552-2680 

Urology 

Charles  Damico,  M.D. 

Hastings  Urological  Associates,  P.C. 

2115  North  Kansas 
Hastings,  Nebraska  68901 
Office  (402)  462-5109 
Fax  (402)  462-6368 

Beneficiary 

Ms.  Luke  Yearly 
2740  North  60th  Street 
Lincoln,  Nebraska  68505 


Medical  Group  Managers  Association 
Ryan  Page 
Kearney  Clinic 
21 1 West  33rd  Street 
Kearney,  Nebraska  68848 
Office  (308)  237-2141 
Fax  (308)  236-7879 

Sunderbruch  Corporation 
(Professional  Review  Organization) 

Gayle  Peterson,  M.D. 

Medical  Director 
1221  "N"  Street;  #800 
Lincoln,  Nebraska  68508 
Office  (800)  247-3004 
Fax  (402)  474-4710 

Fiscal  Intermediary 
William  Marr,  M.D. 

Medical  Director 
Mutual  of  Omaha 
Mutual  of  Omaha  Plaza 
Omaha,  Nebraska  68175 
Office  (402)  978-5089 
Fax  (402)  978-2776 
Alternate:  Leslie  Franson 

David  Bouda,  M.D. 

Medical  Director 

Blue  Cross  and  Blue  Shield  of  Nebraska 

P.O.  Box  3248 

Omaha,  Nebraska  68180 

Office  (402)  390-.1863 

Fax  (402)  398-3737 

Nebraska  Hospital  Association 
Larry  Rennecker 

Senior  Vice  President  of  Operations 
Nebraska  Hospital  Association 
1640  "L"  Street;  Suite  D 
Lincoln,  Nebraska  68508 
Office  (402)  476-0141 
Fax  (402)  475-4091 


OBSERVERS 

Fran  White 
District  Director 
Senator  J.  James  Exon 

Dorothy  Anderson 
Deputy  District  Office  Manager 
Representative  Doug  Bereuter 
Lanny  Morris 
Legislative  Assistant 
Congressman  Bill  Barrett 

William  Schellpeper 
Executive  Director 
Nebraska  Medical  Association 

Jim  Ruigh 

Assistant  Executive  Director 
Nebraska  Medical  Association 
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KEY  CARRIER  PERSONNEL 


Claim  Submission 

Medicare  Part  B 

Blue  Cross/Blue  Shield  of  Nebraska 
P.O.  Box  3106 

Omaha,  Nebraska  68103-0106 

Professional  Representatives  (See  Attached  Map) 
Doug  Klise  (402)  390-1806 
Kim  Justice  (402)  398-3740 

Reimbursement-Medicare  Fee  Schedule 

Ruth  Hasty  (913)  291-8297 
Betty  Perriman  (913)  291-8148 
Leanne  Raine  (913)  291-7759 

Reimbursement-Supplier 

Roberta  Gibbs  (913)  291-7881 

Reimbursement-Practitioner 

Roberta  Duran  (913)  291-7787 
Kathy  Dehart  (913)  291-7107 

Limiting  Charge 

Jodie  Bevens  (913)  291-8508 
Mary  Jo  Cooke  (913)  291-8291 
Mike  Hodgson  (913)  291-7099 
Lynn  McMillin  (913)  291-8281 
Rich  Whyrick  (913)  291-7098 


Claim  Inquiries/Reviews 

Medicare 

Blue  Cross/Blue  Shield  of  KS 

P.O.  Box  3512 

Topeka,  Kansas  66601-3512 

General  Questions 

Provider  Line  (913)  232-2022 
8:30  am  to  4:30  pm 
Monday  - Friday 

UPIN  Questions 

Vicki  Wisdom  (913)  291-7165 

Provider  Records 

Carliese  Bass  (913)  291-7582 
Bonnie  Brown  (913)  291-7252 
Sharyn  Francis  (913)  291-8507 
Michael  Postma  (913)  291-8156 

Paperless  System 

Bob  Driscoll  (402)  390-1889  or  (800)  328-4104 

Medical  Director 

Dr.  Joseph  Leiker  (913)  291-8448 


NEBRASKA  REPRESENTATIVE  TERRITORIAL  MAP 


October  1,  1992 


NORTH 

DOUG  KLISE,  MANAGER 
PROFESSIONAL 
PROVIDER  RELATIONS 
(402)  390-1806 


SOUTH 

REPRESENTATIVE 

KIM  JUSTICE 
(402)  398-3740 

LINCOLN  AREA 
(402)  477-1406 
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REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Omaha  - Chairholder;  Perry  T.  Williams,  M.D., 
Omaha  - Board  Liaison;  J.D.  Akerson,  M.D.,  Sidney;  Carnel  J.  Blatchford, 
M.D.,  Omaha;  Margaret  Block,  M.D.,  Omaha;  Krynn  K Buckley,  M.D., 
Lincoln;  Susanne  E.  Eilts,  M.D.,  Omaha;  James  A.  Fosnaugh,  M.D.,  Lincoln; 
Verlin  K.  Janzen,  M.D.,  Nebraska  City;  Tamara  R.  Johnson,  M.D.,  Cambridge; 
Robert  J.  McQuillan,  M.D.,  Omaha;  Royce  A,  Mueller,  M.D.,  Lincoln;  Kirk  B 
Muffly,  M.D.,  Omaha;  Edward  P.  Raines,  M.D.,  Lincoln;  Roselyn  M.  Remington, 
"M  D.,  Schuyler;  Jerry  K.  Seiler,  M.D.,  Hastings;  Kay  M.  Shilling,  M.D.,  Omaha; 
Jeffrey  L.  Susman,  M.D.,  Omaha;  Keith  W.  Vrbicky,  M.D.,  Norfolk;  Curtis  Fox, 
Omaha;  Jeff  Helmlnk,  Omaha. 

The  Ad-Hoc  Committee  on  Young  Physicians  has 
met  twice  since  our  last  Nebraska  Medical  Association 
House  of  Delegates  meeting  - on  October  24,  1 992,  in 
Grand  Island  and  March  24,  1993,  in  Lincoln.  Several 
subjects  were  discussed  in  each  session.  The  pertinent 
highlights  are  as  follows: 

1.  Medicare  pay  disparity  for  Young  Physicians.  Al- 
though legislation  passed  in  1992  to  repeal  the 
current  law,  this  was  vetoed  by  President  Bush. 
Current  legislation  (H.R.  21  - Rostenkowski,  S.31 
- McCain,  S.1 76  - Dole)  has  been  reintroduced  in 
the  House  and  Senate,  calling  for  elimination  of 
the  disparity.  The  YPS  at  the  national  level  sup- 
ports these  all  in  concept,  but  calls  for  no  specific 
action  at  this  time.  The  feeling  is  the  disparity  will 
disappear  in  the  upcoming  budget/health  reform 
package.  We  have  received  support  from  Senator 
Kerrey,  Senator  Exon,  Congressman  Bereuter,  and 
Congressman  Barrett  on  this  issue  and  letters 
thanking  them  for  past  and  future  support  have 
been  sent.  Congressman  Hoagland  has  been  the 
sole  uncommitted  legislator. 

2.  There  were  no  nominations  sent  by  the  county 
medical  societies  for  the  NMA  alternate  delegate 
to  the  AMA  YPS  position.  The  Committee  dis- 
cussed the  issue  with  some  potential  candidates 
who  stated  they  could  not  serve  due  to  time 
constraints.  Dr.  Tamara  Johnson  was  approached 
and  she  stated  she'd  be  glad  to  accept  the  nomi- 
nation and  continue  to  represent  the  outstate 
physicians;  it  was  decided,  therefore,  to  submit 
Dr.  Johnson's  name  as  our  nominee  to  this  posi- 
tion. 

3.  We  discussed  the  need  for  more  direct  interaction 
with  students/residents  by  NMA  representatives; 
to  develop  and  encourage  increased  membership 
and  participation.  This  has  been  approached  by 
the  joint  NMA/  Creighton  Coordinating  Commit- 
tee and  it  is  our  hope  that  these  areas  can  be 
aggressively  pursued.  We  feel  participation  in 
organized  medicine  is  an  important  aspect  of  a 
medical  education  and  future  practice,  and  that 
the  state's  medical  schools  and  residency  pro- 
grams need  to  emphasize  this  as  another  part  of 
a physician's  development. 

4.  Immunization  programs  for  our  state  were  dis- 
cussed, and  the  Ad-Hoc  Committee  on  Young 
Physicians  stands  in  support  of  measures  to  in- 
crease availability  of  vaccine  to  all  people  of  the 
state  in  conjunction  with  proper  medical  exami- 
nation as  the  ideal  goal.  Increasing  attempts  at 
parental  education  regarding  vaccinations,  mak- 
ing vaccines  available  at  a lesser  cost,  and  the 
development  of  a centralized  tracking  system 
should  be  some  of  the  basic  improvements  the 
NMA  seeks 


5.  One  resolution  has  been  passed  on  to  the  NMA 
House  of  Delegates  for  consideration  in  the  up- 
coming April  meeting. 


REPORT  OF  THE 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  jr.;  M.D.,  Omaha  - Chairholder;  Robert  F.  Shapiro, 
M.D.,  Lincoln  - Board  Liaison;  David  L.  Bacon,  M.D.,  Kearney;  Cary  W.  Barth, 
M.D.,  Hastings;  William  F.  Becker,  M.D.,  Norfolk;  A.H.  Bergman,  M.D., 
Fremont;  Dennis  M.  Connolly,  M.D.,  Lincoln;  Doak  P.  Doolittle,  M.D., 
Holdrege;  Glen  A.  Forney,  M.D.,  Scottsbluff;  C.T.  Frerichs,  M.D.,  Beatrice; 
Thomas  F.  Gallagher,  M.D.,  Omaha;  Richard  E.  Jackson,  M.D.,  Pawnee  City; 
Tamara  R.  Johnson,  M.D.,  Cambridge;  Jack  K.  Lewis,  M.D.,  Omaha;  M.  Jack 
Mathews,  M.D.,  Lincoln;  Frederick  F.  Paustian,  M.D.,  Omaha;  John  L.  Reed, 
M.D.,  Lincoln;  John  C.  Sage,  M.D.,  Omaha;  T.  J.  Clinch,  Omaha. 

Since  the  Fall  Session  of  the  House  of  Delegates,  the 
NMA  PRO  Overview  Committee  and  NMA  Grievance 
Committee  have  met  on  two  occasions:  the  first  was 
November  12,  1992,  and  the  second  was  March  25, 
1993. 

Quality  Level  II  & III  Concerns 

Through  November  12th,  the  PRO  Grievance  Com- 
mittee had  received  1 8 letters:  3 from  Omaha,  1 5 from 
out-state,  and  none  from  Lincoln.  There  was  one  Level 
1,  seven  Level  M's,  three  Level  Ill's,  and  miscellaneous 
other  non-level  letters.  Of  the  three  Quality  III  concerns, 
one  physician  decided  to  bypass  the  Committee  and 
handle  his  own  appeal.  A second  physician  accepted 
the  support  of  the  Grievance  Committee  and  his  sup- 
port by  the  Committee  is  still  in  the  process.  The  third 
Level  III  concern  was  not  able  to  be  supported  by  the 
PRO  Grievance  Committee. 

Since  the  November  1 992  meeting,  there  have  been 
no  additional  letters  of  quality  level  concerns  received 
by  the  PRO  Grievance  Committee.  Further  direct  discus- 
sion with  the  subcommittee  chairmen  from  Omaha, 
Lincoln,  and  out-state  indicates  that  there  are  no  Level 
II  or  III  concerns  that  they  are  aware  of  that  have  not 
been  referred  to  the  Committee.  Mr.  Joseph  Connolly  of 
Sunderbruch  indicates  that  effective  October  1,  1993, 
there  will  be  no  further  Quality  Levels  I,  II  or  III,  and  no 
further  point  accumulations.  The  Committee  still  stands 
ready  to  receive  upheld  Level  II  or  Level  III  concerns 
through  the  October  1,  1993  implementation  of  the 
Fourth  Scope  of  Work. 

The  Fourth  Scope  of  Work  was  presented  to  the 
leadership  by  Mr.  Connolly  and  Dr.  Peterson  at  the 
November  12th  meeting,  and  at  the  March  25th  meet- 
ing to  the  entire  Committee.  The  Fourth  Scope  of  Work 
will  be  implemented  in  Nebraska  on  October  1,  1993. 
Mr.  Connolly  noted  that  HCFA  is  trying  to  change  the 
way  PROs  do  business.  He  noted  that  in  the  last  five 
years,  Medicare  Discharge  Review  has  decreased  from 
approximately  30%  to  10%  of  all  cases,  and  under  the 
Fourth  Scope  of  Work  he  hopes  this  will  range  about 
5%.  In  addition  to  that,  there  will  be  a 4%  Cooperative 
Cardiovascular  Review  Project  and  a 1%  Equalization 
Sample  Review,  as  well  as  a 2%  Focused  Medical  Re- 
view. One  major  change  will  be  that  HCFA  will  be 
looking  for  patterns  of  care  and  not  just  negative  situa- 
tions. The  PRO  will  profile  each  physician  and  hospital 
at  the  end  of  the  quarter  and  show  how  many  of  their 
cases  were  reviewed  and  what  the  results  of  that  review 
were.  There  will  no  longer  be  Levels  I,  II  and  III.  The  point 
system,  once  again,  will  be  eliminated. 
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There  will  be  a new  position  of  a Clinical  Coordinator 
which  will  require  a physician  to  participate.  That  posi- 
tion will  be  advertised  in  the  Nebraska  Medical  Journal 
for  interested  members. 

The  Committee  was  still  unclear  about  the  exact 
mechanism  of  the  process  to  identify  quality  concerns  in 
the  new  Fourth  Scope  of  Work.  This  situation  will  be 
monitored  closely.  An  additional  problem  that  was  noted 
in  the  November  meeting  was  the  Equalization  Review 
indicating  that  the  sampling  requirements  may  adversely 
affect  rural  Nebraska  hospitals  since  50  cases  are  re- 
quired, and  that  may  reflect  a whole  year's  output  for 
some  of  the  hospitals. 

Mr.  Connolly  and  Sunderbruch  have  agreed  to  have 
their  staff  and  the  NMA  staff  work  on  a plan  that  can  be 
submitted  again  to  HCFA  for  an  improvement  of  this 
apparent  oversight.  Dr.  Loschen  has  written  a letter  to 
the  Department  of  Health  and  Human  Services  pointing 
out  this  discrepancy.  Hopefully,  the  PRO  Committee 
and  the  NMA  can  effectively  improve  this  situation  for 
Nebraska  physicians  and  hospitals. 

Role  of  PRO  Committee 

Over  the  last  two  years,  the  role  of  the  PRO  Commit- 
tee was  to  evaluate  the  distribution  of  Level  II  and  III 
concerns  and  how  it  affected  the  NMA  members.  The 
Committee  was  to  function  as  an  advocate,  if  possible, 
for  those  members  who  denied  support  with 
Sunderbruch  to  ameliorate  the  Level  concerns.  It  is  the 
impression  of  the  Chairman,  and  also  of  Dr.  John  Sage, 
the  Chairman  of  the  PRO  Grievance  Committee,  as  well 
as  the  entire  Committee  plus  the  NMA  officers  that  this 
role  has  been  effectively  completed.  While  the  Commit- 
tee will  continue  to  support  upheld  Level  II  and  Level  III 
concerns  that  may  occur  over  the  next  six  months,  it  was 
seen  that  the  focus  will  change  after  October  1,  1993. 

The  Committee  wanted  to  make  it  clear  that  the  PRO 
Grievance  Committee  is  still  available  to  review  cases 
that  have  Level  II  and  III  concerns,  but  that  if  the  PRO 
Grievance  Committee  agreed  with  the  Level  attached, 
that  it  could  not  and  would  not  move  further  on  behalf 
of  the  member.  The  Committee  members,  leadership 
Board  and  officers  and  legal  counsel  reemphasized  that 
the  function  of  the  PRO  Grievance  committee  was  to 
serve  as  an  advocate,  if  possible,  for  the  member  who 
brought  the  concern. 

The  role  that  may  evolve  is  not  entirely  clear.  The 
Chairman  believes  that  the  PRO  Committee  will  have  an 
increasing  role  just  as  a communication  vehicle  with 
Sunderbruch.  At  this  point  in  time,  there  is  good  com- 
munication with  Sunderbruch.  It  would  also  seem  that 
quality  concerns  will  continue  to  happen  in  the  Fourth 
Scope  of  Work  and  that  the  NMA  PRO  Committee  and 
its  PRO  Grievance  Committee  will  be  available  to  evalu- 
ate those  concerns  presented  by  the  members  of  the 
NMA,  and  if  able  to  advocate  for  that  member,  it  will  do 
so  in  the  new  Fourth  Scope  of  Work. 

I personally  wish  to  thank  all  those  members  of  the 
PRO  Committee  and  the  PRO  Grievance  Committee 
who  have  taken  time  to  participate  over  this  last  year. 
Attendance  has  been  excellent,  including  members  com- 
ing from  great  distances  to  participate. 


REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Lincoln  - Chairholder;  Allen  D.  Dvorak,  M.D., 
Omaha  - Vice-Chairholder;  Darroll  J.  Loschen,  M.D.,  York  - Board  Liaison; 
Charles  L.  Barton,  M.D.,  Lincoln;  Paul  E.  Collicott,  M.D.,  Lincoln;  John  J. 
Hoesing,  M.D.,  Omaha;  Mark  B.  Horton,  M.D.,  Lincoln;  Dale  E.  Michels, 
M.D.,  Lincoln;  Frederick  F.  Paustian,  M.D.,  Omaha;  Jerald  R.  Schenken,  M.D., 
Omaha;  Patricia  A.  Siftring,  M.D.,  Omaha;  Mylan  R.  VanNewkirk,  M.D., 
Scottsbiuff;  Gregg  F.  Wright,  M.D.,  Lincoln;  Christopher  Caudill,  Omaha; 
Christopher  C.  Madden,  Omaha. 

The  Committee  has  met  three  times  since  the  Fall 
Session  of  the  House  of  Delegates.  We  spent  consider- 
able time  in  discussion  on  Medicaid  reform  since  sev- 
eral groups  were  meeting  under  the  auspices  of  the 
Governor  and  the  Legislature.  The  Committee  also  dis- 
cussed managed  care  concepts  in  great  detail  to  pro- 
vide input  to  the  "Noah's  Ark"  Committees  with  regard 
to  any  managed  care  system  they  might  recommend  for 
Nebraska's  Medicaid  program  and  to  clarify  Association 
input  for  any  legislation  or  regulations  on  managed  care 
systems  for  Medicaid. 

In  addition  to  the  Medicaid  reform  discussions,  the 
Committee  discussed  in  detail  issues  relating  to  variable 
cost-sharing,  practice  parameters  and  managed  compe- 
tition. The  Committee  submits  the  following  three  pa- 
pers on  these  issues  for  ratification  by  the  House  for 
inclusion  in  the  Association's  white  paper,  Nebraska 
Health  Care  Reform,  adopted  by  the  House  at  A92. 

Managed  Competition 

The  new  word  on  the  national  scene  is 
"managed  competition."  This  has  become 
politically  acceptable  on  the  national  scene 
and  has  appealed  to  both  liberals  and  con- 
servatives, regulators  and  market  force  pro- 
ponents, etc.  The  reasons  for  this  general 
appeal  are  obvious  - liberals  are  enamored 
with  the  "managed”  or  regulatory  aspects  of 
the  system,  while  conservatives  favor  the 
emphasis  on  competition.  The  various  pro- 
posals which  have  been  advanced  are 
shaped  in  large  measure  by  the  political 
philosophy  of  their  proponents.  The  overall 
thought  on  this  is  that  "markets  can  control 
health  costs  better  than  price  setting  or 
excessive  regulatory  controls."  The  bottom 
line,  however,  should  and  must  be  the  im- 
pact on  the  patient. 

Managed  competition  was  originally  pro- 
posed by  Stanford  Business  School  Profes- 
sor, Alain  Enthoven,  and  enlarged  upon 
through  the  Jackson  Hole  Group  including 
Paul  Elwood  and  others.  The  Jackson  Hole 
Group  (JHG)  then  proposed  "The  2 1 st  Cen- 
tury American  Health  System."  Since  then, 
there  have  been  various  proposals  offering 
different  wrinkles  on  this  basic  structure. 

The  Jackson  Hole  Group  loan  is  based  on 
the  fact  that  providers  and  insurers  alike 
require: 

1.  Vast  improvements  in  clinical  infor- 
mation systems  to  improve  medical 
decision  making. 

2.  Accountable  insurer  and  provider 
organizations  and  relationships  that 
are  effective,  yet  unobtrusive  in  day- 
to-day  decision  making. 
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3.  A competitive  market  structure  that 
rewards  insurers  and  providers  for 
balancing  medical  care  costs,  quality 
and  patient  satisfaction;  that  is,  for 
improving  the  value  of  medical  care 
and  prohibiting  competition  based 
on  biased  risk  selection  and  under- 
writing practices. 

JHG  advocates  accountable  health 
partnerships  including  providers  and  insur- 
ers that  must  be  publicly  accountable  for 
their  costs  and  effectiveness  and  patient 
satisfaction.  These  accountable  health  part- 
nerships will  deliver  uniform,  effective  health 
benefits.  Major  points  of  the  Jackson  Hole 
Group  initiatives  are  as  follows: 

1.  Federal  legislation  would  ensure  that 
all  persons  have  access  to  uniform, 
effective  health  benefits  provided  by 
accountable  health  partnerships,  fi- 
nanced through  a combination  of 
mandated  employer  contributions, 
government  assistance  and  their  own 
financial  resources. 

2.  Within  each  state,  at  least  one  health 
insurance  purchasing  corporation 
would  be  established  to  act  as  a col- 
lective purchasing  agent  for  small 
employers,  allowing  for  the  advan- 
tage of  economies  of  scale  and  the 
ability  to  spread  and  manage  risk. 

3.  A trio  of  health  care  standard  setting 
boards  would  be  established,  spon- 
sored by  consumers,  insurers,  health 
care  providers  and  industry  groups. 
The  charter  of  these  boards  would 
ensure  uniform  definitions  and  stan- 
dards of  performance  to  improve  data 
regarding  clinical  effectiveness  and 
to  put  in  place  the  necessary  ground 
rules  that  would  allow  marketplaces 
to  work  most  efficiently. 

The  standard  boards  would  consist  of: 

1.  The  Outcomes  Management  Stan- 
dard Board  which  would  promulgate 
generally  accepted  health  service 
accounting  practices  so  that  account- 
ability would  be  feasible; 

2.  The  Health  Standards  Bo^.rd  which 
would  accumulate  clinical  epidemio- 
logical data  to  be  used  to  identify 
technologies  and  treatments  that  are 
sufficiently  effective  in  relationship  to 
their  costs  and  risks  to  justify  inclu- 
sion in  the  uniform  effective  health 
benefits  package,  and; 

3.  The  Health  and  Service  Standard 
Board  which  would  establish  under- 
writing practices,  ensuring  the  com- 
petition can  take  place  on  the  basis  of 
health  care  costs,  quality  and  patient 
satisfaction. 


These  private  sector  boards  would  re- 
port to  a national  health  board.  This  board 
would  serve  as  an  independent,  quasi-gov- 
ernmental  agency  such  as  the  Securities 
and  Exchange  Commission  and  would  serve 
to  ensure  a competitive  market.  The  Jack- 
son  Hole  Initiative  also  recommends  revis- 
ing the  federal  tax  code  to  eliminate  the 
reverse  taxing  and  subsidies  system  that 
currently  exists  in  the  health  care  arena. 

Obviously,  the  devil  lies  in  developing 
the  details.  Managed  competition  propos- 
als could  be  manipulated,  with  skirmishes 
between  the  centrists  and  the  locals  or  the 
regulators  and  those  that  favor  competitive 
market  forces.  However,  those  that  believe 
markets  can  control  health  costs  better  than 
a single-payer  regulated  system  favor  man- 
aged competition.  Managed  competition 
would  provide  more  equitable  government 
subsidies  and  if  control  can  be  maintained 
at  the  local  level,  state-based  reform  would 
be  more  responsive  and  innovative.  All 
appropriate  details  have  to  be  carefully  re- 
viewed before  adoption.  A market  approach 
would  appear  to  be  the  best  method  to 
contain  health  care  costs  and  still  keep 
innovation  in  our  health  care  system.  Some 
important  considerations  are: 

• Accountability  - to  whom,  for  what, 
how  and  when 

• Risk  - both  medical  and  underwriting 
risks  must  be  clear  to  both  doctors 
and  patients  in  advance 

• Expectations  - responsibilities,  obliga- 
tions and  limitations  of  all  concerned 
must  be  clear  and  interpretable 

• Liability  - Substantial,  meaningful  per- 
sonal and  product  tort  reforms  must 
be  made,  especially  if  preventive 
health  and  probability-based  practice 
parameters  are  to  be  used 

• Politics  - It  is  unlikely  that  even  pri- 
vate sector  boards  will  be  able  to 
keep  special  interest  agendas  out  of  a 
general  interest  responsibility.  They 
would  have  to  be  carefully  designated 
and  pre-tested. 

Variable  Cost-Sharing  Using  a 
Prioritized  Health  Service  List 

An  insatiable  demand  for  medical  ser- 
vices is  high  on  anyone's  list  of  the  forces 
driving  rising  health  care  costs.  There  has 
been  little  incentive  in  the  past  for  con- 
straint in  seeking  medical  care  as  the  con- 
sumer has  been  insulated  from  the  costs 
involved  in  any  given  health  service.  Cost- 
sharing, i.e.  deductibles  and  copayments, 
has  been  used  to  control  the  demand  side 
of  the  supply-and-demand  cycle  of  the  com- 
petitive marketplace  and  in  public  programs 
as  well. 


July  1993  Nebraska  Medical  Journal  233 


234 


A major  study  of  the  impact  of  cost- 
sharing on  health  care  utilization  was  the 
health  insurance  experiment  conducted 
between  1974  and  1982  by  the  Rand  Cor- 
poration for  the  Health  Care  Financing 
Administration.  Key  findings  were  that  cost- 
sharing reduced  the  probability  that  an  indi- 
vidual would  seek  care  for  any  particular 
problem.  Unfortunately,  the  groups  most 
adversely  affected  were  the  poor  and  chil- 
dren. Cost-sharing  did  also  deter  some  ap- 
propriate as  well  as  inappropriate  services. 
It  was  also  noted  that  cost-sharing  did  not 
change  the  course  of  treatment  once  an 
individual  was  entered  into  the  system. 
Caution  must  be  used  in  interpreting  these 
studies  because  of  the  variations  among 
patients  and  the  costs  shared. 

With  these  findings,  there  has  been  an 
effort  to  change  the  behavior  of  consumers 
by  holding  them  responsible  for  a larger 
portion  of  costs  of  their  own  health  care. 
Actuaries  have  noted  that  first-dollar  cover- 
age requires  a 40%  higher  premium  rate 
over  those  policies  that  require  cost-shar- 
ing. Since  cost-sharing  may  deter  necessary 
as  well  as  unnecessary  or  marginal  services, 
recent  attempts  to  develop  cost-sharing 
systems  have  been  directed  at  inappropri- 
ate care,  such  as  emergency  room  visits  for 
non-urgent  care.  No  system  has  been  devel- 
oped to  effectively  deter  inappropriate  or 
marginal  care  versus  necessary  care. 

The  development  of  a prioritized  health 
service  list  as  discussed  under  the  previous 
headings  of  research  allocation  and  basic 
health  care  would  lend  itself  to  the  develop- 
ment of  variable  cost-sharing.  A sliding  scale 
of  cost-sharing  could  be  based  on  a priori- 
tized list  of  medical  services.  Highly  neces- 
sary services  at  the  top  of  the  list  would 
require  minimal  or  no  cost-sharing,  whereas 
marginal  services  at  the  bottom  of  the  list 
would  require  large  cost-sharing  or  perhaps 
no  insurance  coverage  at  all.  Throughout 
the  list  the  cost-sharing  would  be  variably 
dependent  upon  the  priority  of  the  diagnos- 
tic treatment  group.  The  variable  cost-shar- 
ing would  deter  the  demand  for  more  mar- 
ginal or  unnecessary  services,  while  not 
affecting  necessary  health  care  services. 
Developing  the  prioritized  lists  would  re- 
quire the  use  of  multiple  variables,  includ- 
ing such  items  as  curability,  palliation,  pre- 
vention of  future  illness,  cost,  degree  of 
benefit,  risk,  age,  clinical  settings,  etc.  Exist- 
ing practice  parameters,  scientific  knowl- 
edge, and  social  values  would  be  important 
in  development  of  a prioritized  list,  with 
outcome  research  being  an  important  modi- 
fier of  the  list. 

The  Nebraska  Medical  Association  be- 
lieves a prioritized  list  of  health  services 
with  variable  cost-sharing  could  be  an  im- 
portant step  in  defining  effective  health 
benefits  and  could  serve  as  a rational  ap- 
proach to  the  demand  cycle  of  the  market- 
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place  in  health  care.  However,  a number  of 
unanswered  questions  must  be  explored 
including  impact  on  hospitals,  variations  in 
patient's  needs,  rural  versus  urban  needs, 
etc. 

Practice  Parameters/Cuidelines 

Practice  parameters  are  strategies  for 
patient  management  developed  to  assist 
physicians  in  clinical  decision  making.  They 
have  primarily  been  developed  as  educa- 
tional tools  for  physicians  using  reliable 
methodologies  that  integrate  relevant  re- 
search findings  and  appropriate  clinical  ex- 
pertise so  desperately  needed  by  practicing 
physicians  because  of  the  large  and  rapidly 
changing  amount  of  medical  data  available. 
Once  developed,  practice  parameters  must 
be  regularly  reviewed  and  updated  to  en- 
sure that  they  provide  appropriate  guid- 
ance to  physicians  and  do  not  inappropri- 
ately hinder  medical  progress. 

Practice  parameters  can  yield  substan- 
tial benefits  for  physicians  and  patients  by 
improving  the  quality  of  medical  care.  In 
cardiology,  they  have  clarified  the  appropri- 
ate use  of  cardiac  pacemakers  and  reduced 
the  variability  in  pacemaker  review  criteria 
and,  thus,  have  contained  cost.  Practice 
parameters  have  dramatically  reduced  hy- 
poxic injury  associated  with  general  anes- 
thesia and  contributed  to  a substantial  re- 
duction in  the  anesthesiologists'  professional 
liability  insurance  rates.  Practice  parameters 
in  obstetrics  have  helped  to  clarify  the  ap- 
propriateness of  cesarean  operations  and, 
thereby,  reduced  surgical  risk. 

There  have  been  over  1,500  practice 
parameters  developed  by  more  than  three 
dozen  physician  organizations.  The  medi- 
cal profession  has  been  the  primary  force  in 
this  development. 

Practice  parameters  describe  the  spec- 
trum of  diagnostic  and  therapeutic  options 
appropriate  for  the  care  of  patients  with 
certain  specific  medical  problems.  How- 
ever, they  also  provide  a foundation  for 
quality  assurance  activities,  utilization  re- 
view programs,  facility  accreditation,  other 
review  activities,  and  a promising  strategy 
to  define  appropriate  medical  care.  The 
American  Medical  Association  has  studied 
the  legal  implications  of  practice  param- 
eters and  concluded  that  they  do  not  create 
new  professional  liability  exposure  for  phy- 
sicians and,  in  fact,  may  have  a positive 
effect  on  the  fairness  and  predictability  of 
malpractice  litigation  by  reducing  the  vari- 
ability of  standards  of  care  as  determined 
by  the  courts;  thereby,  improving  the  mal- 
practice claim  resolution  process. 

The  American  Medical  Association  has 
maintained  the  data  base  for  practice  pa- 
rameters and  annually  publishes  the  Direc- 
tory of  Practice  Parameters.  Further  devel- 


opment,  dissemination  and  updating  are 
important  aspects  of  the  usefulness  of  prac- 
tice parameters.  In  the  future,  more  effec- 
tive outcome  research  will  modify  many  of 
the  parameters  currently  in  place. 

Practice  parameters  should  not  be  con- 
fused with  practice  patterns.  These  are  not 
interchangeable  terms.  Practice  patterns  are 
the  data  developed  to  determine  the  mode 
of  practice  of  an  individual  provider  refer- 
able to  the  care  of  individual  patients. 

The  Committee  has  also  been  following  the  progress 
and  providing  ongoing  input  into  the  Governor's  Blue 
Ribbon  Coalition  to  study  health  care  in  Nebraska. 
Several  NMA  members  serve  on  the  coalition.  The  Blue 
Ribbon  Coalition  has  been  meeting  monthly  for  approxi- 
mately one  year.  There  have  also  been  many  meetings 
of  separate  working  groups.  An  initial  report  of  this 
coalition  was  submitted  to  the  Governor  in  December 
1992. 

This  initial  report  contained  a statement  of  principles 
and  a universal  standard  benefit  plan  called  "NebrasKare". 
Both  of  these  were  developed  by  the  coalition  over  the 
past  year. 

NebrasKare  was  developed  as  a standard  health  care 
package  protecting  all  Nebraskans  and  containing  cost- 
containment  measures.  This  plan  would  subsidize  the 
needy  with  premium  payments  tied  to  income  tiers. 
Portability  would  be  assured.  Cost  analysis  is  proceed- 
ing at  this  time  and  will  ultimately  determine  the  nature 
of  any  final  coverage  recommendations  and  will  obvi- 
ously influence  the  overall  recommendations  of  the 
coalition. 

The  coalition  will  continue  to  proceed  with  its  delib- 
erations and  your  representatives  will  keep  the  Ne- 
braska Medical  Association  informed  of  the  coalition's 
activities. 


REPORT  OF  THE  COMMITTEE 
ON  RURAL  HEALTH 

Darroil  J.  Loschen,  M.D.,  York  - Chairholder,  Ronald  W.  Klutman,  M.D., 
Columbus  - Board  Liaison;  Dennis  Berens,  Lincoln;  Richard  A.  Blatny,  M.D., 
Fairbury;  Chris  C.  Caudill,  M.D.,  Lincoln;  Janet  Fletcher,  P.A.,  O'Neill;  Michael 
J.  Haller,  M.D.,  Omaha;  Robert  E.  Houston,  M.D.,  Franklin;  Verlin  K.  Janzen, 
M.D.,  Nebraska  City;  Kurt  E.  Johnson,  M.D.,  Ogallala;  Tamara  Johnson,  M.D., 
Cambridge;  Donald  J.  Larson,  M.D.,  Lincoln;  Victor  Lee,  Falls  City;  Senator 
Scott  Moore,  Seward;  Dwaine  Peetz,  M.D.,  Neligh;  Richard  A.  Raymond, 
M.D.,  Omaha;  Judy  Reimer,  R.N.,  Hastings;  Bradley  D.  Rodgers,  M.D., 
Kearney;  Raymond  L.  Schulte,  M.D.,  Omaha;  Michael  Sitorius,  M.D .,  Omaha, 
Todd  Sorensen,  M.D.,  Scottsbluff;  Stephen  Stripe,  M.D.,  Humboldt;  Doug 
Dilly,  Omaha;  Suzy  Davey,  Omaha. 

Since  the  report  to  the  House  of  Delegates  at  the 
Annual  Session  in  April  of  1 992,  this  Committee  has  met 
three  times,  4 June  1992,  3 September  1992,  and  4 
February  1993.  The  first  meeting  was  held  with  only 
NMA  members  in  attendance,  while  the  second  and 
third  meetings  were  held  with  the  liaison  members  in 
attendance. 

Mid-Level  Practitioners.  The  issue  of  mid-level  practi- 
tioners, specifically  physician  assistants,  was  discussed 
at  length.  The  Committee  developed  a position  state- 
ment in  the  form  of  a resolution,  which  was  adopted  by 
the  1992  Interim  Session  of  the  NMA  House  of  Del- 
egates. Subsequently,  the  Board  of  Medical  Examiners 


ruled  that  the  resolution  to  relax  the  supervisory  require- 
ments of  PA's  in  rural  and  underserved  areas  should 
apply  to  the  state  as  a whole,  a move  which  substantially 
undercut  the  wishes  of  the  House.  In  the  1 993  Nebraska 
Legislature,  there  is  a bill  (LB  316)  which  would  codify 
the  provisions  of  the  resolution  passed  by  the  House  of 
Delegates  last  year.  The  NMA  supports  this  legislation, 
and  it  is  expected  to  pass  without  serious  opposition. 
The  only  hurdle  yet  to  be  overcome  with  this  issue  is  the 
possibility  that  the  Attorney  General  may  still  take  issue 
with  the  provision  that  the  change  in  supervisory  re- 
quirements apply  only  to  rural  and  underserved  areas. 

Robert  Wood  lohnson  Grant  Application.  The  Office 
of  Rural  Health  of  the  Nebraska  Health  Department  has 
applied  for  a grant  application  from  the  Robert  Wood 
Johnson  Foundation,  to  create  pilot  rural  health  net- 
working programs  in  the  state.  The  Committee  on  Rural 
Health  supported  this  initiative,  and  several  members  of 
the  Committee  participated  in  on-site  interviews  by  the 
Foundation.  At  the  time  of  this  report,  the  final  decision 
by  the  Foundation  has  not  been  made,  but  the  Commit- 
tee has  received  assurances  from  the  Office  of  Rural 
Health  that  the  situation  seems  favorable  at  this  time. 

Rural  Health  Conference  - Kearney  - September  9-1 0, 
1 992.  Several  members  of  the  Committee  on  Rural 
Health  attended  the  above-mentioned  meeting.  Most 
members  felt  that  it  was  a great  improvement  over 
similar  meetings  in  the  past.  One  positive  outcome  of 
this  meeting  is  the  imminent  foundation  of  a Nebraska 
Rural  Health  Association.  The  NMA  Board  of  Directors 
has  agreed  to  the  NMA's  joining  this  association  as  a 
corporate  member.  This  may  be  the  vehicle  for  liaison 
with  the  several  other  groups  in  the  state  which  are 
addressing  rural  health  issues,  as  well  as  with  the  Na- 
tional Rural  Health  Care  Association,  a multi-faceted 
organization  well-known  for  its  advocacy  for  rural  health 
issues. 

PRO  Fourth  Scope  of  Work  (SOW).  The  Committee 
on  Rural  Health  has  expressed  its  concern  with  the 
apparently  inadvertent  development  of  increased  inten- 
sity of  review  of  rural  hospitals  and  physicians,  by  virtue 
of  a ruling  of  HCFA.  A letter  has  been  sent  to  the  HCFA, 
and  a response  has  been  received,  indicating  a willing- 
ness to  listen  to  alternative  suggestions  which  might  be 
made  by  the  NMA,  in  consultation  with  the  Sunderbruch 
Corporation,  Nebraska's  PRO.  It  is  the  intent  of  the 
Committee  on  Rural  Health  to  address  this  issue  further 
in  the  future. 

Greater  Nebraska  Caucus.  It  is  the  intention  of  the 
Committee  on  Rural  Health  to  again  sponsor  a Greater 
Nebraska  Caucus  at  the  Annual  Session,  to  give  outstate 
delegates  and  alternates  an  opportunity  to  review  the 
issues  to  be  debated  at  the  Annual  Session,  as  well  as  to 
review  possible  candidates  for  office,  and  address  such 
other  issues  as  may  be  of  concern  to  these  individuals. 
This  caucus  will  be  held  at  1 1 :30  a.m.  on  Friday,  April  23 
in  Room  E of  the  Cornhusker  Hotel.  Further  information 
may  be  sought  from  the  Association  office. 

REPORT  OF  THE  NMA  ADVISORY  COMMITTEE 
ON  NURSING  HOME  REGULATIONS 

Darroil  J.  Loschen,  M.D.,  York  - Chairholder;  James  C.  Carlson,  M.D., 
Lincoln;  James  A.  Fosnaugh,  M.D.,  Lincoln;  C.T.  Frerichs,  M.D.,  Beatrice; 
Edward  Langdon,  M.D.,  Omaha;  T.R.  Osborne,  M.D.,  Papillion;  John  C.  Sage, 
M.D.,  Omaha. 
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This  Advisory  Committee  was  created  by  the  Board 
of  Directors  to  address  the  issues  of  extreme  concern 
which  have  been  expressed  by  many  members  concern- 
ing the  implementation  of  the  OBRA-87  regulations  as 
they  pertain  to  patient  care  and  oversight  in  the  nursing 
home  environment.  This  Advisory  Committee  has  been 
fortunate  to  have  developed  an  excellent  working  rela- 
tionship with  Mr.  Fred  Wright,  Director  of  the  Bureau  of 
Health  Facility  Standards,  whose  office  is  responsible  for 
assuring  the  implementation  of  this  federal  statute  in  the 
state.  In  addition  to  the  Executive  Committee  of  the 
NMA,  this  committee  is  comprised  of  members  of  the 
NMA  who  are  intimately  involved  with  and  familiar  with 
the  problems  encountered  with  the  implementation  of 
OBRA-87  in  Nebraska  nursing  homes. 

Physical  and  Chemical  Restraint  Policy.  The  Commit- 
tee has  had  excellent  dialogue  with  Mr.  Wright  and  his 
staff  regarding  the  definitive  implementation  of  OBRA- 
87  in  regard  to  chemical  and  physical  restraints.  It  is  the 
perception  of  members  of  this  Committee  that  the 
surveyors  of  the  State  Health  Department  have  exhib- 
ited a much  more  reasonable  posture  in  recent  months 
on  this  issue,  at  least  partly  because  of  the  work  of  this 
Committee.  The  Committee  will  continue  to  monitor 
this  situation,  however,  and  would  welcome  input  from 
the  membership  at  large. 

30-  and  60-dav  Physician  Visit  Policy.  This  provision 
of  OBRA-87  has  been  attacked  by  the  Committee  as 
particularly  egregious,  inasmuch  as  many  nursing  homes 
clearly  do  not  require  nor  want  to  see  a physician  every 
30  or  60  days.  The  Committee  is  working  with  the 
Department  in  an  effort  to  come  up  with  model  lan- 
guage to  be  employed  by  physicians  as  a chart  entry  on 
their  patients  who  are  stable  enough  not  to  require  the 
frequency  of  physician  visits  mandated  by  the  legisla- 
tion. When  such  language  has  been  approved  by  the 
Department,  it  will  be  published  in  the  NMA  Newsletter 
(the  "Pink  Sheet") 

Nursing  Homes  Utilizing  OBRA-87  To  Control  Physi- 
cians. It  was  brought  to  the  attention  of  the  Committee 
that  several  nursing  homes  were  taking  advantage  of  the 
situation  created  by  OBRA-87  to  install  policies  which 
were  not  mandated  by  the  legislation,  and  which  may 
have  limited  patients'  choice  of  physicians.  This  was 
addressed  by  the  Committee,  and  the  concerns  of  the 
members  were  expressed  to  Mr.  Wright.  He  has  assured 
the  Committee  that  he  will  investigate  any  such  wrong- 
ful interpretation  of  the  regulations. 

Nursing  Home  Advisory  Council.  The  Association 
has  recently  learned  that  Dr.  D.J.  Loschen,  Chairholder 
of  this  Committee,  has  been  appointed  to  Governor 
Nelson's  Nursing  Home  Advisory  Council.  This  should 
give  this  Committee  better  insight  yet  into  the  areas  of 
its  concern. 

Further  Actions  by  the  Committee.  Dr.  Robert  Shapiro, 
President-Elect  of  the  NMA,  has  indicated  that  he  in- 
tends to  continue  the  activities  of  this  Committee  in 
1993-94,  inasmuch  as  it  appears  that  the  Committee  is 
having  some  positive  effect  on  the  situation,  and  it 
appears  that  this  is  an  excellent  conduit  for  a flow  of 
information  between  the  Association  and  the  governing 
body.  The  Committee  would  welcome  any  input  from 
the  membership  at  large  concerning  the  issues  which 
are  addressed  by  this  Committee. 


REPORT  OF  THE 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Kearney  - Chairholder;  Richard  H.  Meissner,  M.D., 
Omaha  - Board  Liaison;  Lawrence  C.  Bausch,  M.D.,  Lincoln;  Charles  D. 
Gregorius,  M.D.,  Lincoln;  Sushil  S.  Lacy,  M.D.,  Lincoln;  Royce  A.  Mueller, 
M.D.,  Lincoln;  Sally  O'Neill,  Ph.D.,  Omaha;  Frederick  F.  Paustian,  M.D., 
Omaha;  Wesley  G.  Wilhelm,  M.D.,  Omaha;  Troy  Plumb,  Omaha. 

The  Scientific  Sessions  Committee  has  met  numer- 
ous times  this  past  year  to  develop  a program  for  the 
Nebraska  Medical  Association  Annual  Session.  At  the 
request  of  Dr.  Loschen,  we  looked  at  a change  in  format 
to  see  if  we  could  increase  interest  and  promote  greater 
attendance  at  the  meeting.  It  was  decided  to  go  with  a 
single  issue  and  spend  an  entire  day  on  that  issue.  After 
a couple  of  meetings  we  decided  in  August  to  go  with 
the  Medical  Ethics  in  Health  Reform.  A full  day  program 
has  been  planned  using  this  as  the  theme.  We  suggested 
that  the  specialty  societies  might  like  to  meet  and  have 
business  meetings  prior  to  the  onset  of  the  one  day 
session.  There  are  three  of  the  specialty  societies  which 
plan  on  meeting  for  breakfast  meetings  prior  to  the 
Scientific  Sessions.  A combined  program  with  the  Aux- 
iliary was  discussed  and  the  Auxiliary  very  generously 
agreed  to  help  us  promote  this  particular  program  and 
its  involvement.  The  Auxiliary  also  very  generously  agreed 
to  a combined  program  for  Saturday  evening's  dinner 
and  inauguration. 

Your  Scientific  Sessions  Committee  has  approved 
joint  sponsorship  of  three  post-graduate  education  pro- 
grams. These  are  as  follows: 

1.  John  Rosemond  Planning  Committee 

2.  Pathology  Medical  Services 

3.  Lincoln  Pulmonary  Conference 

REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Lincoln  - Chairholder;  Herbert  A.  Hartman,  Jr., 
M.D.,  Omaha  - Board  Liaison;  David  E.  Borg,  M.D.,  Falls  City;  H.  Jeoffrey 
Deeths,  M.D.,  Omaha;  Herbert  D.  Feidler,  M.D  , Norfolk;  John  J.  Hoesing, 
M.D.,  Omaha;  Glen  F.  Lau,  M.D.,  Lincoln;  Michael  J.  McGahan,  M.D., 
Lincoln;  Scott  Neumeister,  Omaha;  Scott  Shipman,  Omaha. 

During  this  year,  the  Chair  of  the  Commission  contin- 
ued to  meet  with  the  Executive  Director  and  Assistant 
Executive  Director  as  well  as  correspond  with  our  public 
relations  team  to  investigate  potential  areas  to  focus  our 
energy  and  resources  to  enhance  the  public  relations 
functions  of  the  NMA. 

The  Commission  has  continued  its  regular  responsi- 
bilities including  providing  the  state-wide  press  with  an 
annotated  pre-release  copy  of  the  Nebraska  Medical 
lournal.  and  producing  "Health  Tips"  for  Nebraska  radio 
stations  and  newspapers.  These  short  press  releases, 
discussing  areas  of  general  health  interest,  are  provided 
monthly  and  are  utilized  by  radio  stations  and  newspa- 
pers. Usage  of  this  material  by  Nebraska's  print  media 
increased  by  50%  in  1 992.  The  Commission  also  distrib- 
utes taped  health  messages  from  the  NMA  President. 

The  Commission  is  moving  ahead  with  plans  to 
develop  a series  of  brochures  for  physician  offices.  The 
brochures  will  present  information  to  patients  and  be 
based  on  items  of  general  health  interest.  The  brochures 
will  also  be  used  to  present  the  Association's  perspec- 
tive and  comment  on  health  care  reform  and  other  items 
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of  socio-economic  interest.  The  Commission  plans  on 
distributing  the  brochures  at  cost  to  subscribing  physi- 
cian offices.  We  hope  to  have  cost  information  and  a 
production  schedule  available  for  discussion  at  the  An- 
nual Session. 

The  Commission  is  also  exploring  development  of  a 
packaged  slide  program  for  members  to  use  in  discuss- 
ing health  care  reform  with  the  public.  We  recognize 
that  the  membership  receives  ongoing  requests  from 
service  clubs  and  other  community  organizations  to 
discuss  this  topic  and  believe  that  the  availability  of  a set 
of  slides  and  a series  of  talking  points  regarding  each 
slide  would  encourage  the  membership  to  take  advan- 
tage of  these  opportunities  to  bring  our  message  to  the 
public. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Omaha  - Chairholder;  Ronald  W.  Klutman,  M.D  , 
Columbus  - Board  Liaison;  Judith  A.  Butler,  M.D.,  Superior;  Paul  E.  Collicott, 
M.D.,  Lincoln;  Richard  O.  Forsman,  M.D.,  Omaha;  James  A.  Fosnaugh,  M.D., 
Lincoln;  Benjamin  R.  Celber,  M.D.,  Lincoln;  Charles  D.  Cregorius,  M.D., 
Lincoln;  Robert  D.  Harry,  M.D.,  Lexington;  Herbert  A.  Hartman,  Jr.,  M.D., 
Omaha;  Linda  S.  Head,  M.D.,  Bellevue;  Tamara  R Johnson,  M.D.,  Cam- 
bridge; David  Kaufman,  Omaha;  L.  Jay  McIntyre,  M.D  , Omaha;  D.  G 
O'Leary,  M.D.,  Omaha;  George  W.  Orr,  M.D.,  Omaha,  Robert  G.  Osborne, 
M.D.,  Lincoln;  Richard  A.  Raymond,  M.D.,  Omaha;  C.  Lee  Retelsdorf,  M.D., 
Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Eileen  C.  Vautravers,  M.D., 
Lincoln;  Timothy  O.  Wahl,  M.D.,  Omaha;  Peter  J.  Whitted,  M.D.,  Omaha, 
Robert  Drvol,  Jr.,  Omaha 

The  Commission  on  Legislation  and  Governmental 
Affairs  has  been  busy  reviewing  and  considering  legisla- 
tion currently  before  the  Nebraska  Legislature. 

This  is  the  First  Session  of  the  93rd  Legislature  and  is 
a ninety-day  session  scheduled  to  adjourn  on  June  8. 
The  Second  Session  of  this  Legislature,  a sixty-day  ses- 
sion, will  take  place  in  1 994.  Bills  introduced  in  the  1 993 
session  but  not  acted  upon  will  hold  over  for  possible 
consideration  in  1994.  830  have  been  introduced  in  the 
1993  session,  and  it  is  anticipated  that  several  hundred 
more  pieces  of  legislation  will  be  introduced  in  1994. 
Legislation  not  acted  upon  at  the  end  of  the  1994 
session  will  die.  There  are  approximately  115  bills  in 
which  the  Nebraska  Medical  Association  has  a direct 
interest.  We  wish  to  commend  the  Auxiliary  for  its 
efforts  in  the  production  of  Legislative  Day  on  January 
26,  1993.  This  was  a worthwhile  activity  in  which  vari- 
ous medical  testing  activities  took  place  in  the  Capitol 
Rotunda  during  the  morning  hours.  A healthful  snack 
was  distributed  to  each  legislator's  office  by  the  Auxil- 
iary and  this  effort  was  well-received.  We  greatly  appre- 
ciate the  Auxiliary's  activities  in  this  regard  and  in  moni- 
toring various  legislative  issues  as  they  are  considered 
during  the  session. 

The  Commission  also  recognizes  the  importance  of 
communication  with  legislators  by  the  general  member- 
ship of  the  Association.  This  contract  has  been  very 
important.  We  continue  to  encourage  physicians  and 
spouses  to  maintain  communication  with  their  legisla- 
tors when  they  are  in  their  home  districts  during  the 
summer  and  fall. 

The  following  is  a list  of  several  legislative  bills  in 
which  the  Association  has  had  a direct  interest  during 
the  1993  session: 

LB  316:  This  bill  makes  minor  changes  in  the  physi- 
cian assistant  law,  allowing  the  Board  of  Medical 


Examiners  to  establish  regulations  concerning  the 
personal  presence  of  the  supervising  physician,  based 
upon  the  geographic  location  of  the  practice,  and 
permitting  the  Board  to  waive  the  current  limitation 
of  two  P.A.S  per  physician  if  good  cause  is  shown. 
The  NMA  supported  LB  316,  which  was  passed  and 
signed  into  law. 

LB  373:  This  bill  would  prohibit  boards  of  examiners 
from  adopting  regulations  expanding  a health 
profession's  scope  of  practice  and  require  prior  ap- 
proval by  the  Director  of  Health  of  any  regulations 
defining  the  scope  of  practice.  This  is  directed  prima- 
rily at  efforts  by  some  licensed  groups  to  expand 
their  scope  of  practice  through  their  board  of  exam- 
iners. The  NMA  supports  LB  373.  Although  LB  373 
was  killed  in  committee,  it  may  be  added  to  a bill 
dealing  with  the  boards  of  examiners. 

LB  429/636:  Both  bills  would  expand  the  scope  of 
optometric  practice.  LB  429  would  allow  the  use  of 
oral  medications  and  the  removal  of  foreign  bodies. 
LB  636  would  permit  optometrists  to  treat  glaucoma. 
The  NMA  opposes  both  bills.  LB  636  was  killed  in 
committee,  while  LB  429  is  on  General  File. 

LB  686:  This  bill  would  require  Nebraska-based  phy- 
sicians who  do  utilization  review  to  be  licensed  by 
the  State  of  Nebraska.  The  NMA  supported  LB  686, 
which  was  killed  in  committee  due  to  strong  opposi- 
tion by  the  insurance  industry. 

LB  1 04:  Under  LB  1 04,  physicians  would  be  required 
to  post  a notice  in  their  offices  which  would  state 
whether  they  accept  Medicare  assignment.  The  NMA 
opposed  this  bill,  which  was  killed  in  committee. 

LB  168:  This  bill  would  adopt  the  Uniform  Health 
Care  Information  Act,  establishing  elaborate  require- 
ments concerning  the  keeping  of  medical  records 
and  access  to  such  records.  The  NMA  opposed  LB 
168,  which  was  killed  in  committee. 

LB  371/492:  These  bills  would  both  weaken  the 
motorcycle  helmet  law.  LB  371  would  prohibit  stop- 
ping a cyclist  for  the  sole  reason  of  not  wearing  a 
helmet  and  would  weaken  the  penalty  provision.  LB 
492  would  limit  the  helmet  law  to  apply  only  to 
persons  under  19  years  of  age.  The  NMA  opposes 
both  bills.  LB  492  was  killed  in  committee  and  LB  371 
remains  in  committee. 

LB  1 52:  LB  1 52  would  establish  a program  for  fund- 
ing family  practice  residencies  to  place  more  physi- 
cians in  rural  areas.  The  NMA  supports  LB  1 52,  which 
is  on  General  File. 

LB  2 1 4:  This  bill  would  prohibit  health  care  providers 
from  having  a regular  practice  of  waiving  co-pay- 
ments  of  deductibles  for  insured  patients.  Providers 
would  be  permitted  to  make  such  waivers  based 
upon  financial  hardship,  if  the  providers  have  in  place 
a method  for  assessing  the  patient's  financial  need. 
The  NMA  opposed  LB  214,  which  was  killed  in 
committee. 

LB  376:  This  bill  would  expand  the  definition  of 
“ambulatory  surgical  centers"  subject  to  Certificate  of 
Need  review,  bringing  some  physician  office  projects 
under  the  CON  process.  The  NMA  opposes  LB  376 
and  has  been  workingwith  the  Department  of  Health 
to  develop  satisfactory  amendments. 
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LB  805:  This  is  one  of  approximately  twenty-five  bills 
which  have  been  introduced  to  address  the  Medic- 
aid funding  crisis.  Under  LB  805,  the  licensing  fee  for 
physicians  would  be  raised  to  $500  per  year,  with 
$400  being  transferred  to  the  General  Fund.  The 
NMA  opposes  LB  805.  The  bill  has  been  reported  out 
by  the  Committee  with  an  amendment  reducing  he 
fee  increase  to  $150  annually  and  directing  that  the 
additional  revenues  be  earmarked  to  increase  reim- 
bursement for  primary  care  under  Medicaid. 

LB  819:  This  bill  would  require  the  Department  of 
Health  to  obtain  the  names  of  HIV-infected  patients 
and  conduct  contact  tracing.  This  bill  contains  strict 
confidentiality  requirements.  The  NMA  supports  LB 
819. 

Legislative  Bills  792-816  all  deal  with  Nebraska's 
Medicaid  program.  The  various  legislative  proposals 
deal  with  eliminating  certain  of  the  Medicaid  benefits, 
propose  various  funding  mechanisms  to  assist  with  what 
is  perceived  to  be  a $20-25  million  shortfall,  and  pro- 
pose various  other  remedies  to  address  Nebraska's 
Medicaid  problem.  The  Association  has  been  working 
with  other  health  care  providers  to  oppose  various 
proposals  which  would  require  the  providers  to  cover 
the  projected  Medicaid  shortfall  through  taxes  or  fees. 
We  continue  to  be  most  concerned  about  LB  805  which 
would  raise  the  biennial  licensure  fee  for  physicians 
from  is  current  $1 00  to  $1,000,  with  the  additional  $900 
going  to  the  General  Fund  to  be  applied  to  the  Medicaid 
budget.  (See  the  discussion  of  LB  805  above.) 

We  anticipate  that  the  Medicaid  issues  will  be  dis- 
cussed on  the  legislative  floor  in  late  April  or  early  May 
when  the  state  budget  figures  become  more  solidified. 
The  Association  is  also  aware  of  the  fact  that  whether  or 
not  a change  is  made  in  the  licensure  fee  will  depend  in 
part  on  whether  the  Board  of  Examiners  in  Medicine  and 
Surgery  feel  an  increase  in  the  fee  is  necessary  to 
expand  or  alter  the  cost  of  administering  their  program 
of  licensure,  discipline,  and  administration  of  medical 
practice  in  the  State  of  Nebraska.  There  are  several 
study  groups  which  have  been  assigned  to  reviewing 
the  disciplinary  process  for  Nebraska's  physicians  and 
other  licensed  professionals  who  function  under  the 
auspices  of  the  Nebraska  Department  of  Health.  It  may 
be  some  time  before  this  matter  is  studied  and  proposals 
are  forthcoming. 

The  Commission  presents  this  report  to  the  House  of 
Delegates  for  approval,  and  stands  ready  to  consider 
matters  which  may  be  referred  during  this  session. 

REPORT  OF  THE  NMA  RADIATION 
SAFETY  WORKING  GROUP 

Darroll  J.  loschen,  M.D.,  York  - Chairholder;  Linda  S.  Head,  M.D., 
Bellevue;  Ernest  "Curly"  (ones,  Ph  D.,  Omaha;  Ronald  W.  Klutman,  M.D., 
Columbus;  James  T.  Phalen,  M.D.,  Omaha;  Perry  T.  Williams,  M.D.,  Omaha. 

The  above-mentioned  group  of  the  NMA  was  orga- 
nized in  1 993,  in  response  to  concerns  expressed  about 
the  implementation  of  the  Limited  Services  Radiology 
Technician  program,  established  by  the  Legislature  in 
1985.  Whereas  the  bill  called  for  a course  for  these 
individuals  with  a minimum  of  16  hours,  what  had 
evolved  was  a single  approved  course  in  the  state, 
located  in  Scottsbluff,  calling  for  over  100  hours  of 
work,  at  a cost  of  $700.00  plus  time  off  for  attending 
courses,  studying,  etc.  Another  concern  is  that  the  bill 


calls  for  a secure  exam,  and  specifies  the  examination 
developed  by  the  American  Association  of  Radiologic 
Technologists. 

Dr.  Ron  Klutman,  recently  appointed  by  Governor 
Nelson  to  the  Radiation  Safety  Advisory  Committee,  has 
requested  input  from  physicians  of  the  Nebraska  Radio- 
logic  Society  about  the  advisability  of  reopening  the 
statute,  to  attempt  to  remove  the  more  egregious  por- 
tions, so  that:  (1 ) a course  could  be  developed  that  more 
nearly  meets  the  needs  of  the  limited  service  radiologic 
technicians  in  the  state,  and  (2)  would  allow  Nebraska 
to  produce  its  own  test  for  certification  of  these  individu- 
als. Dr.  Klutman  specifically  requested  that  Dr.  Linda 
Head,  NMA  member  and  member  of  the  Nebraska 
Radiologic  Society  be  appointed  to  this  working  group. 
Dr.  Head  requested  that  Dr.  Ernest  "Curly"  Jones  be 
included  in  the  group  as  an  individual  with  experience 
in  producing  courses  for  radiologic  technicians.  Also 
included  in  the  group  are  Dr.  Perry  Williams  (represent- 
ing metropolitan  primary  care  physicians),  Dr.  James  T. 
Phalen  (at  the  recommendation  of  Dr.  Mike  Haller),  and 
Dr.  Darroll  Loschen  (representing  outstate  primary  care). 
The  first  meeting  of  this  group  occurred  on  Wednesday, 
April  7,  1993,  at  the  Association  offices  in  Lincoln. 

The  director  of  the  State  Health  Department  is  on 
record  as  agreeing  to  not  implement  the  statute  until 
further  courses  are  developed  in  the  state.  After  a very 
productive  discussion,  the  following  action  is  being 
pursued  by  the  group: 

1.  Dr.  Klutman,  representing  the  NMA's  interest  on 
the  Radiation  Safety  Advisory  Committee,  will 
press  for  a continued  moratorium  on  implementa- 
tion of  the  statute. 

2.  At  the  next  legislative  session,  the  NMA  will  rec- 
ommend consideration  be  given  to  re-opening 
the  statute  to  address  the  issues  noted  above. 

3.  Assuming  the  concurrence  of  the  Radiation  Safety 
Advisory  Committee,  the  NMA  will  recommend 
the  formation  of  a board  to  write  an  exam  for 
Nebraska,  following  the  lead  of  a similar  program 
in  Iowa.  This  board  should  consist  of  two  radio- 
logic technologists,  two  physicians  (including  one 
radiologist  and  one  primary  care  physician),  and 
a representative  of  the  Department  of  Health. 

4.  With  the  aid  of  Dr.  Jones,  the  Radiation  Safety 
Committee  should  begin  the  development  of  a 
core  curriculum  for  a course  for  limited  service 
radiologic  technicians  consisting  of  50-60  hours, 
with  1 6 formal  "on-site"  hours,  in  addition  to  home 
study  and  testing,  both  practical  and  didactic. 
Metro  Community  College  has  indicated  a will- 
ingness to  work  with  the  State  Health  Department 
in  the  production  of  such  a course,  if  the  curricu- 
lum can  be  defined.  This  would,  of  course,  not 
preclude  individuals  from  completing  the  more 
complete  course  being  offered  by  Scottsbluff, 
taking  the  more  comprehensive  exam  of  the  AART, 
and  becoming  certified  in  this  way.  The  course 
which  Dr.  Jones  has  agreed  to  work  on  would  be 
modular,  with  the  individuals  being  certified  for 
only  those  portions  of  the  course  which  they  have 
completed,  much  as  is  being  implemented  in 
Iowa  at  this  time. 
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Dr.  Jones  will  be  writing  to  each  member  of  the 
Radiation  Safety  Advisory  Committee,  expressing  his 
concerns  about  the  current  Nebraska  statute,  and  rec- 
ommending the  changes  noted  above.  He  has  also 
expressed  a willingness  to  work  with  Mr.  Dan  Gilbert, 
current  President  of  the  Nebraska  Society  of  Radiologic 
Technologists,  and  developer  of  the  current  course  in 
Scottsbluff.  This  liaison  would  be  to  solicit  the  input  of 
Mr.  Gilbert  in  the  formulation  of  both  a new  testing 
instrument  and  a curriculum  which  might  be  applicable 
to  a wider  group  of  applicants. 

Dr.  Klutman  will  take  his  recommendations  for 
changes  in  the  statute  to  the  Commission  on  Legislation 
and  Governmental  Affairs  for  their  recommendation 
and  implementation. 

This  group  of  the  NMA  will  meet  in  the  months  to 
come  at  the  request  of  Dr.  Klutman,  who  will  be  repre- 
senting the  NMA's  interests  on  the  Radiation  Safety 
Advisory  Committee  of  the  State  Health  Department. 
This  working  group  of  the  NMA  will  strive  to  accomplish 
its  work  in  a spirit  of  cooperation  with  the  Nebraska 
Radiologic  Society,  the  State  Health  Department,  and 
the  Nebraska  Society  of  Radiologic  Technologists.  It  is 
hoped  that  by  the  aforementioned  mechanisms,  an 
accommodation  can  be  reached  which  will  assure  the 
continued  safety  of  the  public  by  protection  from  un- 
necessary ionizing  radiation,  while  not  compromising 
access  to  needed  radiologic  services.  Clearly,  this  is  a 
tightrope  which  the  NMA  will  need  to  tread  carefully. 

PHYSICIANS  CHECKED 

A REPORT  ON  THE  DISCIPLINE  OF  THE  PROFESSION 
by 

THE  NEBRASKA  MEDICAL  ASSOCIATION 
23  April  1993 

The  Discipline  of  the  Profession 
Introduction 

It  is  the  intent  of  this  paper  to  define  for  the  profes- 
sional and  lay  reader  alike  the  various  mechanisms 
which  are  in  place  to  assure  the  quality  and  appropriate- 
ness of  medical  care  delivered  by  physicians  in  the  State 
of  Nebraska. 

Physicians  are  well  aware  of  the  various  levels  of 
control  exercised  over  their  practices,  but  many  con- 
cerned individuals  in  the  lay  population  are  only  aware 
of  the  more  conspicuous  tiers  of  intervention,  those 
which  involve  state  governmental  agencies  or  the  tort 
system.  The  purpose  of  this  paper  is  to  more  fully  define 
all  levels  of  quality  assurance,  as  well  as  to  specifically 
define  the  avenues  of  redress  available  to  the  lay  public 
and  to  concerned  professionals  and  regulators.  By  more 
fully  delineating  these  mechanisms,  it  is  hoped  that 
some  of  the  concern  about  the  disciplining  of  the  profes- 
sion, and  the  quality  of  the  services  rendered  by  physi- 
cians in  the  state  might  be  alleviated. 

Division  of  Authority  in  the  Disciplinary  Process 

There  is  a considerable  amount  of  overlap  within  the 
disciplinary  process,  although  it  may  be  broadly  divided 
into  governmental,  non-governmental,  and  tort,  as  noted 
below: 

I.  Governmental 

A.  Federal 

1.  Medicare  and  Medicaid  Peer  Review 
Organizations  (PROs) 


2.  Occupational  Safety  and  Health  Admin- 
istration (OSHA) 

3.  Clinical  Laboratory  Improvement  Amend- 
ment (CLIA) 

4.  Drug  Enforcement  Agency  (DEA) 

5.  Omnibus  Budget  Reconciliation  Act 
(OBRA) 

6.  National  Practitioner  Data  Bank  (NPDB) 

B.  State 

1.  Nebraska  State  Legislature 

2.  Nebraska  State  Attorney  General 

3.  State  Department  of  Health 

a.  Bureau  of  Examining  Boards 

b.  Board  of  Examiners  in  Medicine  and 
Surgery 

c.  Commission  on  Medical  Qualifica- 
tions 

d.  Director  of  the  State  Health  Depart- 
ment 

II.  Non-Governmental 

A.  Quality  Assurance  Divisions  of  Medical  Insur- 
ance Carriers  and  Managed  Care  Organiza- 
tions. 

B.  Hospitals 

1.  Credentialing  Committees 

2.  Quality  Assurance  Committees 

3.  Peer  Review  Committees 

C.  Non-Profit  Accrediting  Agencies 

1.  Joint  Commisson  on  Accreditation  of 
Healthcare  Organizations  (JCAHO) 

2.  College  of  American  Pathologists  (CAP) 

3.  Association  for  Accreditation  of  Ambu- 
latory Healthcare  Facilities  (AAAHC) 

4.  Commission  on  Office  Laboratory  Ac- 
creditation (COLA) 

D.  American  Medical  Association  and  Compo- 
nent Chapters  of  the  AMA 

1.  Council  on  Medical  Ethics 

2.  Societal  Peer  Review  Committees 

E. .  National  Specialty  Associations 

F.  National  Specialty  Boards 

G.  Professional  Liability  Insurance  Companies 

III.  The  Tort  System 

The  above  outline  is  not  intended  to  be  complete, 
and  upon  reflection,  many  other  entities  could  undoubt- 
edly be  identifed  which  impact  upon  the  disciplinary 
process  of  physicians.  Upon  review  of  the  above  out- 
line, it  is  apparent  that  to  focus  upon  one  single  level  of 
physician  discipline  (e.g.,  the  mechanism  of  state  gov- 
ernment intervention)  is  to  ignore  the  much  larger  and 
more  complete  mechanisms  operating  on  a day-to-day 
basis  on  other  levels  to  assure  the  quality  of  medical 
care  delivered  in  any  setting.  Whereas  it  is  imperative 
not  to  rely  solely  on  the  Tort  System  to  prevent  and  to 
redress  grievances  (i.e.,  "Caveat  Emptor",  or  "Buyer  Be- 
ware"), it  is  equally  important  to  realize  that  there  are  a 
great  many  forces  at  work  at  any  given  time  that  tend  to 
expose  physicians  whose  quality  of  practice  does  not 
meet  accepted  medical  standards.  That  is,  it  is  impos- 
sible at  this  point  in  time  to  practice  in  a vacuum.  The 
quality  of  each  physician's  practice  is  subject  to  review 
at  many  levels.  Physicians  whose  quality  of  practice  is 
suspect  cannot  long  hide  their  shortcomings  from  their 
patients  or  their  peers. 
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The  remainder  of  this  paper  will  explore  and  define 
the  specifics  of  each  of  the  above-mentioned  levels  of 
physician  oversight,  and  how  each  applies  to  the  day-to- 
day  practice  of  physicians  in  the  state. 

FEDERAL  GOVERNMENT  OVERSIGHT 
Medicare  and  Medicaid  Peer  Review  Organizations 

As  part  of  their  congressionally-mandated  oversight 
of  the  quality  of  care  delivered  to  Medicare  and  Medic- 
aid beneficiaries,  the  Health  Care  Financing  Administra- 
tion (HCFA)  contracts  with  individual  Peer  Review  Or- 
ganizations (PROs)  in  each  of  the  states.  It  is  the  prov- 
ince of  these  organizations  to  assure  that  the  quality  of 
care  provided  to  the  Medicare  and  Medicaid  beneficia- 
ries meets  the  standards  established  by  medical  "peers" 
in  the  community. 

To  this  end,  the  PRO  reviews  a specified  number  of 
hospital  charts  of  Medicare  and  Medicaid  beneficiaries 
in  each  hospital,  reviewing  them  for  appropriateness  of 
care,  timeliness  of  care,  and  outcome.  Since  the  PRO 
program  was  established,  these  organizations  have  be- 
come more  and  more  powerful.  There  are  very  few 
physicians  whose  practices  include  Medicare  and  Med- 
icaid patients  that  have  not  felt  the  sting  of  PRO  quality- 
of-care  inquiries. 

The  PRO  which  has  been  awarded  the  contract  for 
Nebraska  is  the  Sunderbruch  Corporation  of  Nebraska 
(TSCN),  an  Iowa-based  PRO.  Whereas  it  would  be 
incorrect  to  say  that  the  physicians  of  the  state  have 
welcomed  the  intervention  of  TSCN  into  their  everyday 
hospital  activities,  it  would  be  fair  to  state  that  if  the 
constant  awareness  of  oversight  by  this  organization 
has  not  dramatically  changed  treatment  patterns,  it  has 
at  the  very  least  caused  physicians  to  be  more  diligent 
in  the  documentation  of  their  treatment  approaches  to 
these  patients.  Any  physician  in  the  state  can  attest  to 
the  fact  that  TSCN  is  not  in  the  least  timid  about  calling 
to  the  attention  of  both  hospitals  and  physicians  any 
concern  they  have  about  substandard  care. 

Furthermore,  the  PRO  is  obligated  by  law  to  make 
recommendations  to  the  Inspector  General  of  the  De- 
partment of  Health  and  Human  Services  for  the  disci- 
plining of  physicians  found  to  be  delivering  substandard 
care.  These  "sanctions"  are  certainly  not  taken  lightly  by 
the  medical  community,  for  the  ability  to  continue  to 
provide  care  to  Medicare  and  Medicaid  beneficiaries  is 
fundamental  to  the  existence  of  hospitals  and  physi- 
cians. The  names  of  physicians  who  are  found  to  con- 
tinually provide  substandard  care  are  ultimately  turned 
over  to  the  Board  of  Medical  Examiners  for  evaluation, 
where  action  against  their  licenses  is  possible.  Beyond 
this,  the  PRO  has  the  prerogative  to  require  remedial 
education  by  physicians  who  are  found  to  be  deficient 
in  the  care  they  deliver,  whether  this  deficiency  is  only 
in  a narrow  range  of  situations,  or  whether  it  is  more 
global  in  nature. 

The  particular  emphasis  of  the  activity  of  the  PRO 
changes  from  time  to  time.  At  the  present  time,  the 
"Fourth  Scope  of  Work"  has  been  mandated  by  HCFA. 
This  will  change  to  a degree  the  specifics  of  the  PRO'S 
oversight  activity,  but  the  quality  of  care  delivered  to 
these  patients  will  remain  the  core  of  their  activity.  If  the 
PRO  has  a "loophole"  in  their  oversight  capabilities,  it  is 
in  the  fact  that  they  are  limited  in  their  scope  of  interest 


to  the  hospital  environment  (except  in  the  case  of  some 
"managed  care"  organizations),  and  thus  a physician 
with  a very  limited  inpatient  hospital  practice  might 
escape  PRO  oversight. 

The  NMA  has  a standing  committee  (the  PRO  Over- 
view Committee)  which  very  actively  interacts  with  the 
PRO.  Whereas  one  of  the  primary  functions  of  this 
committee  is  to  act  on  behalf  of  the  membership  in  their 
relationship  with  the  PRO,  it  also  acts  as  a conduit  for 
the  flow  of  information  between  the  practicing  physi- 
cians and  the  PRO.  As  such,  it  has  the  opportunity  to 
improve  the  quality  of  care  to  Medicare  and  Medicaid 
beneficiaries  by  publicizing  to  its  membership  the  issues 
of  concern  to  the  PRO. 

Occupational  Safety  and  Health  Administration  (OSHA) 

Until  recently,  physicians  in  private  practice  were 
rarely,  if  ever,  subjected  to  inspections  by  the  Occupa- 
tional Safety  and  Health  Administration  (OSHA).  This  is 
because  physicians'  offices  and  other  healthcare  facili- 
ties were  generally  felt  to  be  quite  safe  environments  in 
which  to  work. 

In  the  1980's,  however,  when  the  serious  concerns 
were  discovered  about  healthcare  workers  becoming 
infected  with  bloodborne  pathogens  such  as  hepatitis-B 
and  HIV-infection,  it  became  apparent  that  healthcare 
facilities  were  perhaps  not  as  free  of  hazards  as  had 
once  been  thought.  In  1991,  the  Centers  for  Disease 
Control  (CDC)  released  its  standard  for  the  protection 
of  healthcare  workers  from  bloodborne  pathogens.  The 
enforcement  of  this  policy  was  delegated  to  OSHA,  and 
this  organization  has  been  vigorously  enforcing  these 
standards. 

As  a result,  all  providers  of  health  care  have  come 
under  the  scrutiny  of  the  federal  government  by  virtue 
of  the  requirement  that  they  meet  these  standards.  The 
fines  levied  against  physicians  for  violations  of  these 
standards  are  substantial.  Whereas  some  professionals 
feel  that  rigid  enforcement  of  these  standards  is  an 
overkill  in  some  settings,  no  one  could  argue  that  this 
does  not  represent  another  level  of  significant  federal 
governmental  oversight  into  the  day-to-day  practice  of 
medicine.  Whereas  compliance  with  these  CDC  guide- 
lines might  not  assure  the  quality  of  care  delivered  by  an 
individual  practitioner,  it  should  offer  some  assurance 
that,  at  the  very  least,  the  chance  of  the  acquiring  of  a 
disease  either  by  the  patient  or  by  the  healthcare  worker 
is  significantly  decreased  by  such  compliance  and  over- 
sight. 

Clinical  Laboratory  Improvement 

Amendments  of  1988  (CLIA-88) 

With  the  enactment  of  Clinical  Laboratory  Improve- 
ment Amendments  of  1988  (CLIA-88)  and  its  subse- 
quent implementing  regulations,  the  federal  govern- 
ment for  the  first  time  became  involved  intimately  in  the 
day-to-day  practice  of  medicine  in  the  physician's  office, 
as  well  as  in  the  hospital.  CLIA-88  applies  to  all  labora- 
tories performing  tests  on  human  specimens,  regardless 
of  the  site,  and  the  same  standards  apply  everywhere. 

The  full  implementation  of  CLIA-88  is  only  now 
occurring,  but  there  is  little  doubt  that  this  represents  a 
"watershed"  time  in  the  oversight  of  medical  practice. 
Except  in  the  case  of  some  managed  care  organizations 
(e.g.,  IHMO's,  etc.),  at  no  time  has  the  quality  of  practice 
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which  occurs  in  private  physicians'  offices  come  under 
direct  scrutiny.  As  a result  of  the  implementation  of  this 
law,  many  offices,  notably  those  who  probably  could 
not  have  passed  such  close  scrutiny,  have  closed  their 
laboratories. 

While  it  Would  be  a mistake  to  characterize  physi- 
cians' reaction  to  CLIA-88  as  positive,  it  can  be  said  that, 
for  better  or  for  worse,  after  its  implementation,  patients 
should  have  a great  amount  of  assurance  that  at  least 
the  laboratory  data  generated  in  CLIA-certified  laborato- 
ries will  be  of  high  quality.  Furthermore,  the  "paper-trail" 
of  laboratory  quality  assurance  will  allow  physicians  to 
clearly  demonstrate  to  patients  that  the  data  their  labo- 
ratories have  reported  are  accurate,  no  matter  what  the 
physical  setting  of  the  laboratory  (i.e.,  hospital  or  private 
physician's  office). 

All  laboratories  will  now  be  subject  to  inspection  on 
a biennial  basis  by  either  HCFA,  its  state  designated 
inspectors,  or  private  accrediting  agencies.  Certificates 
will  be  issued,  denoting  the  level  of  testing  which  has 
been  authorized  for  any  given  laboratory,  and  there  are 
significant  monetary  as  well  as  criminal  penalties  for 
failing  to  comply  with  CLIA's  mandates. 

The  presence  of  a CLIA  certificate  in  the  laboratory 
should  therefore  give  yet  another  level  of  assurance  to 
patients  utilizing  the  services  of  such  a laboratory  or 
physician. 

Drug  Enforcement  Agency  (DEA) 

The  Drug  Enforcement  Administration  (DEA),  a de- 
partment of  the  United  States  Justice  Department,  was 
formed  by  President  Nixon  in  1973,  as  a federal  instru- 
ment to  lead  in  the  ongoing  struggle  against  illicit  drug 
use,  both  in  interdiction  of  the  supply  of  drugs  to  the 
criminal  element,  and  the  illicit  diversion  of  legitimate 
prescription  drugs.  There  are  regional  offices  through- 
out the  nation,  including  one  in  Omaha.  Each  practicing 
physician  is  issued  a number  by  the  Bureau  of  Narcotics 
and  Dangerous  Drugs  (BNDD),  by  which  his/her  pre- 
scribing activities  can  be  monitored. 

In  close  cooperation  with  the  State  of  Nebraska 
Division  of  Drug  Control  personnel  of  the  Nebraska 
State  Patrol,  the  DEA  carefully  monitors  the  prescribing 
and  distribution  of  controlled  substances  throughout 
the  state.  There  are  very  specific  documentation  re- 
quirements in  the  Controlled  Substance  Act  of  the  State 
of  Nebraska,  with  which  all  practitioners  who  have 
prescribing  privileges  must  comply. 

In  fact,  the  NMA  continues  to  work  closely  with  the 
DEA  and  the  Nebraska  State  Patrol,  striving  to  limit  the 
diversion  of  pharmaceutical  controlled  substances  from 
the  legitimate  drug  market.  It  is  a continuous  battle  to 
assure  that  the  legitimate  utilization  of  these  substances 
can  continue  to  afford  the  benefit  of  the  public  for  which 
they  are  intended,  while,  at  the  same  time,  denying  their 
abuse  by  patients  or  unscrupulous  practitioners.  Since 
physicians,  by  the  very  nature  of  their  profession,  gener- 
ally have  easier  access  to  these  substances  than  the 
general  public,  they  are  therefore  often  perceived  as 
being  more  likely  to  abuse  them.  For  this  reason,  the 
NMA  continues  to  work  with  state  and  federal  govern- 
ment, to  strengthen  existing  laws  and  their  enforcement. 


Omnibus  Budget  Reconciliation  Act  (OBRA) 

In  1987,  the  United  States  Congress  enacted  the 
Omnibus  Budget  Reconciliation  Act  of  1987  (OBRA- 
87).  Portions  of  this  act  specifically  pertained  to  the 
medical  care  of  persons  in  nursing  homes.  The  regula- 
tions implementing  this  act  very  closely  control  many  of 
the  elements  of  patient  care  in  nursing  homes  which 
were  formerly  not  specifically  regulated.  This  is  yet 
another  example  of  oversight  of  physicians'  practices  by 
the  federal  government. 

Whereas  many  physicians  have  often  looked  upon 
the  provisions  of  OBRA-87  as  onerous  and  intrusive  into 
their  practice  of  medicine,  it  can  be  categorically  stated, 
that,  at  a minimum,  it  has  certainly  caused  physicians 
whose  practices  include  the  care  of  nursing  home  resi- 
dents to  review  their  prescribing  and  visiting  practices 
for  these  patients,  and  to  better  document  their  activi- 
ties in  this  regard. 

The  provisions  of  OBRA-87  are  carried  out  by  the 
federal  Health  Care  Financing  Administration  (HCFA), 
which  contracts  out  this  activity  to  the  State  Department 
of  Health  and  its  Bureau  of  Health  Facility  Standards. 
This  agency  certainly  carries  a big  stick,  for  if  the  nursing 
home  facility  is  found  to  be  substantially  in  violation  of 
OBRA-87  regulations,  it  stands  to  lose  its  license.  As  a 
result  of  this,  nursing  homes  now  carefully  scrutinize  the 
practices  of  physicians  in  their  nursing  homes,  and  a 
great  many  physicians  have  had  their  practices  signifi- 
cantly abridged  by  their  failure  to  comply  with  these 
OBRA  standards. 

National  Practitioner  Data  Bank  (NPDB) 

In  1989,  the  United  States  Congress  enacted  the 
Health  Care  Quality  Improvement  Act  (HCQIA)  of  1 989. 
This  act  had  two  significant  provisions:  (1)  it  provided 
immunity  for  physicians  from  liability  or  damages  result- 
ing from  good  faith  peer  review  activities;  and  (2)  it 
established  a central  data  bank  to  serve  as  a nationwide 
repository  for  information  related  to  professional  con- 
duct and  competence,  licensure  status,  and  the  mal- 
practice claims  experience  of  physicians.  Congress  real- 
ized that  the  threat  of  liability  for  money  damages 
(especially  treble  damages  under  federal  antitrust  law) 
was  discouraging  physicians  from  participating  in  peer 
review. 

There  are  four  types  of  actions  which,  by  law,  must 
now  be  reported  to  the  NPDB: 

1.  Medical  malpractice  payments  or  awards  of  any 
amount,  made  by  a physician  or  by  an  insurance 
company  on  behalf  of  a physician. 

2.  Any  action  taken  against  the  license  of  a physician 
by  a Board  of  Medical  Examiners,  along  with  the 
reasons  for  such  disciplinary  action. 

3.  Any  clinical  privilege  limitations  imposed  upon  a 
physician  by  a hospital  or  other  health  care  entity, 
including  any  peer  review  action  based  upon  the 
physician's  competence  or  conduct,  and  any  sur- 
render or  restriction  of  privileges  by  a physician  as 
a result  of  investigation  by  the  hospital  or  health 
care  entity. 

4.  Any  membership  action  taken  by  a medical  soci- 
ety against  a member,  as  a result  of  formal  peer 
review  activities  of  the  society. 
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In  addition.  Congress  put  "teeth"  into  the  NPDB 
activity  by  making  certain  "querying"  of  the  data  bank 
mandatory.  Each  hospital  must  request  information  from 
the  Data  Bank  when  a physician  applies  for  medical  staff 
privileges,  and  every  two  years  while  the  physician 
remains  on  the  active  staff.  Other  authorized  individuals 
may  query  the  Data  Bank  at  any  time,  including  state 
licensing  boards,  health  care  facilities  providing  formal 
peer  review  processes,  and  professional  societies.  Plain- 
tiffs' attorneys  may  also  query  the  Data  Bank  regarding 
a specific  practitioner  who  is  named  in  an  action  against 
a hospital. 

This  wide  range  of  reporting  mandates  and  querying 
capabilities  makes  any  disciplinary  process  against  a 
physician  much  more  public,  and  severely  decreases  the 
likelihood  of  a physician  moving  to  a different  area  of 
the  country,  obtaining  a license  and  continuing  ques- 
tionable practices  on  an  unsuspecting  public. 

As  can  be  seen  from  the  above  discussion,  this 
represents  a considerable  overlap  of  the  different  ele- 
ments of  the  disciplinary  process,  inasmuch  as  with  the 
NPDB,  the  federal  government  interacts  with  state  Boards 
of  Medical  Examiners,  private  hospitals,  and  private 
voluntary  medical  societies. 

STATE  GOVERNMENTAL  OVERSIGHT 

Perhaps  the  oversight  exercised  by  the  State  of  Ne- 
braska on  the  practices  of  physicians  generates  the  most 
public  attention.  This  is  because,  for  the  lay  population, 
it  is  the  most  visible.  Adverse  action  taken  by  quality 
assurance  and  credentialing  committees  of  hospitals, 
private  accrediting  agencies,  or  voluntary  professional 
organizations  rarely  come  to  the  attention  of  the  public. 
This  is  because  the  thrust  of  these  agencies  is  to  assure 
the  quality  of  care  delivered  to  patients,  not  specifically 
to  publicly  chastise  physicians  or  to  take  action  against 
their  licenses.  On  the  other  hand,  disciplinary  actions 
against  physicians  taken  by  state  government  is  public 
knowledge,  and  usually  eagerly  reported  by  the  press. 

Final  disciplinary  actions  against  physicians  by  the 
state  government  are  functions  of  the  Department  of 
Health  and  the  State  Attorney  General. 

In  1976,  the  Nebraska  Legislature  created  the  Com- 
mission on  Medical  Qualifications,  in  an  effort  to  stream- 
line and  speed  up  the  processing  of  complaints  against 
physicians.  By  this  mechanism,  the  Legislature  sought  to 
allow  complaints  to  be  brought  more  quickly  to  the 
attention  of  the  Board  of  Medical  Examiners. 

In  1991,  the  Legislature  further  strengthened  the 
disciplinary  process  by  creating  a Screening  Committee 
to  evaluate  each  complaint,  and  to  determine  which  of 
them  should  be  addressed  by  the  Commission  on  Medi- 
cal Qualifications  and/or  the  Bureau  of  Medical  Examin- 
ers. It  further  authorized  the  Board  of  Medical  Examin- 
ers to  issue  letters  of  concern  to  physicians  with  prob- 
lems considered  to  be  of  a minor  nature,  and  allowed 
the  Attorney  General's  office  to  enter  into  agreements 
with  physicians  who  may  have  violated  state  licensure 
laws. 

Department  of  Health 

Within  the  State  Department  of  Health,  issues  per- 
taining to  the  licensing  of  individuals  are  addressed  by 
the  Bureau  of  Examining  Boards.  For  physicians,  these 


issues  are  under  the  purview  of  the  Board  of  Examiners 
in  Medicine  and  Surgery.  This  board  works  directly  with 
the  state  Attorney  General.  Final  disciplinary  decisions 
are  made  by  the  Director  of  the  State  Health  Depart- 
ment, a position  that  statutorily  must  be  filled  by  a 
physician.  Working  under  the  aegis  of  the  Board  of 
Examiners  in  Medicine  and  Surgery  is  a subcommittee 
called  the  Commission  on  Medical  Qualifications. 

Bureau  of  Examining  Boards.  This  entity  of  the  State 
Health  Department  consists  of  numerous  individual 
examining  boards,  one  for  each  of  the  professions  li- 
censed by  the  state. 

Board  of  Examiners  in  Medicine  and  Surgery.  Also 
called  the  Board  of  Medical  Examiners,  this  is  the  divi- 
sion of  the  Bureau  of  Examining  Boards  specifically 
entrusted  with  the  licensing  and  formal  disciplining  of 
the  physicians  in  the  state.  It  is  comprised  of  seven 
members,  six  physicians  and  one  non-physician.  It  has 
many  duties  in  addition  to  its  disciplinary  function, 
including  decisions  about  specific  supervisory  require- 
ments for  each  mid-level  practitioner  in  the  state.  In 
regard  to  disciplinary  actions,  the  final  action  of  the 
Board  is  to  make  recommendations  to  the  Attorney 
General  and  to  the  Director  of  the  State  Health  Depart- 
ment. 

Screening  Committee.  This  committee  consists  of 
the  chief  investigator  of  the  Health  Department,  an 
assistant  attorney  general,  and  a physician  from  the 
Board  of  Medical  Examiners.  It  is  the  charge  of  this 
committee  to  review  complaints  against  physicians,  and 
to  decide  which  should  be  formally  investigated  by  the 
Board  of  Medical  Examiners. 

Commission  on  Medical  Qualifications.  This  entity 
was  created  by  legislation  in  1 976  as  a subcommittee  of 
the  Board  of  Examiners  in  Medicine  and  Surgery.  The 
function  of  this  commission  is  to  receive  complaints 
about  physicians'  practices,  to  investigate  these  com- 
plaints, and  to  make  recommendations  to  the  Board  of 
Examiners  and  to  the  Director  of  Health  whether  the 
complaints  have  sufficient  merit  to  justify  further  action. 
It  is  comprised  of  five  actively  practicing  physicians,  two 
appointed  by  the  Board  of  Medical  Examiners,  two  by 
the  NMA,  and  one  by  the  Governor.  Among  other 
things,  this  commission  has  authority  to  hold  hearings, 
subpoena  witnesses,  and  to  order  investigations  of  phy- 
sicians' practices. 

Director  of  the  State  Health  Department.  This  offi- 
cial, appointed  by  the  Governor,  has  final  authority  in  all 
disciplinary  procedures  against  physicians  (and  other 
licensees),  after  reviewing  the  findings  of  the  Board  of 
Medical  Examiners  and  the  recommendations  of  the 
Attorney  General.  The  Director  has  the  authority  to:  (1 ) 
Censure  or  reprimand  the  physician;  (2)  Suspend  judg- 
ment; (3)  Place  the  physician  on  probation;  (4)  Limit  the 
license  of  the  physician;  (5)  Impose  a civil  penalty;  (6) 
suspend  the  physician's  license;  (7)  Revoke  the  physician's 
license;  or  (8)  Dismiss  the  action. 

Attorney  General 

This  elected  official  of  the  State  of  Nebraska  must  file 
a petition  in  the  office  of  the  Director  of  Health  in  order 
for  any  disciplinary  action  to  be  taken  by  the  Director  of 
Health  against  a physician. 

Another  function  of  the  Attorney  General  in  this 
arena  is  the  decision  whether  criminal  charges  should 
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be  brought  against  a physician,  in  addition  to  actions 
upon  his/her  license,  as  determined  by  the  Director  of 
the  State  Health  Department. 

NON-GOVERNMENTAL  OVERSIGHT 

Quality  Assurance  (Q/A)  and  Utilization  Review  (U/R) 
of  Private  Insurers 

It  is  in  the  best  interest  of  private  insurance  compa- 
nies and  managed  care  organizations  to  employ  only 
those  physicians  whose  practices  meet  accepted  stan- 
dards, and  whose  practice  patterns  demonstrate  the 
best  patient  outcomes  at  the  least  cost  to  the  company/ 
organization  and  patient. 

For  these  reasons,  all  insurers  have  in  place  very 
active  Q/A  and  U/R  divisions,  whose  job  it  is  to  monitor 
very  carefully  the  practice  patterns  of  all  physicians 
providing  care  to  their  insured  individuals.  If  an  indi- 
vidual physician  practices  outside  the  parameters  of 
established  medical  practice,  it  does  not  take  long  for 
this  to  come  to  the  attention  of  insurers,  who  then  have 
many  ways  to  enforce  compliance  by  the  physician. 

In  the  current  atmosphere  of  competitiveness  among 
insurers  and  physicians  alike,  this  form  of  physician 
discipline  is  perhaps  one  of  the  most  exacting  on  physi- 
cians. This  will  be  especially  true  in  the  days  of  "man- 
aged competition",  which  will  in  all  likelihood  occur  in 
the  near  future. 

Often  a thorn  in  the  side  of  physicians,  this  form  of 
"pecuniary  discipline"  is,  none  the  less,  quite  effective. 

Hospital  Credentialing  Committees 

Encompassed  under  this  heading  are  all  the  ongoing 
activities  of  hospital  (and  other  healthcare  entities) 
credentialing  activities,  including  quality  assurance  con- 
cerns and  peer  review  activities. 

Each  hospital  must  have  a viable  and  active  cre- 
dentialing committee,  whether  accredited  by  an  entity 
such  as  the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO),  or  whether  simply 
licensed  by  the  state.  This  committee,  comprised  of  a 
cross-section  of  the  medical  staff  of  the  hospital  and  the 
administration  of  the  hospital,  must  critically  review  the 
records  of  all  members  of  the  medical  staff,  in  order  to 
be  able  to  recommend  to  the  governing  board  of  the 
hospital  whether  or  not  to  continue  to  grant  requested 
privileges  to  the  physicians  on  the  staff.  This  pertains  not 
only  to  those  physicians  making  an  initial  request  for 
privileges,  but  also  includes  a regular  review  of  those 
who  already  possess  such  privileges. 

Moreover,  as  noted  previously,  any  adverse  action 
taken  against  a physician  regarding  the  granting  of  these 
privileges  must  be  reported  to  the  National  Practitioner 
Data  Bank  (NPDB).  Similarly,  by  law  the  hospital  must 
query  the  NPDB  before  granting  new  privileges  to  a 
physician  or  renewing  such  privileges. 

This  is  therefore  a very  effective  means  of  physician 
oversight  and  discipline,  and  demonstrates  another  ex- 
ample of  the  interaction  between  governmental  and 
private  oversight  of  physicians. 

Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO) 

The  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations  (JCAHO)  is  a voluntary  independent  or- 


ganization originally  comprised  of  representatives  of 
the  American  Medical  Association,  the  American  Hospi- 
tal Association,  and  the  American  College  of  Surgeons, 
Since  its  inception,  it  has  also  expanded  its  representa- 
tive organizations  to  include  representation  by  many 
other  voluntary  professional  organizations.  The  sole 
function  of  this  organization  is  to  evaluate  the  quality  of 
the  care  provided  by  healthcare  organizations,  to  see  if 
it  meets  criteria  for  accreditation.  Originally  called  the 
Joint  Commission  on  Accreditation  of  Hospitals  (JCAH), 
it  has  fairly  recently  expanded  its  activities  to  include 
accreditation  of  other  healthcare  entities,  including  free- 
standing surgicenters,  HMOs,  PPOs  etc.  Hence,  the 
name  change. 

Most  hospitals  in  the  country,  particularly  the  larger 
metropolitan  hospitals,  are  JCAHO-accredited.  Physi- 
cians who  practice  in  these  hospitals  must  meet  very 
stringent  and  scrupulously-enforced  quality  standards. 
Accreditation  by  JCAHO  is  generally  "deemed"  by  gov- 
ernmental agencies  to  be  equal  to  or  more  stringent 
than  state  or  federal  certification.  This  "deemed"  status 
is  not  acquired  by  JCAHO  easily,  nor  is  such  status 
maintained  without  meeting  very  strict  criteria  estab- 
lished by  state  and  federal  agencies.  Failure  to  receive 
JCAHO  accreditation  or  loss  of  such  accreditation  is 
generally  considered  to  be  sign  of  less  than  acceptable 
standards  in  the  applicant  healthcare  organization.  This, 
of  course,  puts  the  entity  in  jeopardy  of  losing  its  license 
by  the  state,  or  the  ability  to  receive  reimbursement 
from  the  Health  Care  Financing  Administration  for  the 
treatment  of  Medicaid  and  Medicare  patients. 

There  are  strict  criteria  regarding  physician  cre- 
dentialing and  disciplining  that  healthcare  organizations 
must  meet  before  being  accredited  by  the  JCAHO.  This 
represents  yet  another  layer  of  oversight  to  which  phy- 
sicians are  subjected  in  their  day-to-day  practices. 

College  of  American  Pathologists  (CAP) 

The  College  of  American  Pathologists  (CAP)  is  a 
professional  organization  comprised  of  pathologists. 
One  of  the  functions  of  this  organization  is  the  evalua- 
tion and  accreditation  of  laboratories  within  hospitals 
and  larger  outpatient  facilities  (e.g.,  surgicenters,  etc.). 

Accreditation  by  the  CAP  indicates  that  the  labora- 
tory has  met  very  strict  criteria  in  the  conduct  of  their 
testing,  with  regard  to  quality  assurance,  personnel,  and 
all  other  parameters  of  laboratory  function.  All  govern- 
mental and  non-governmental  accrediting  agencies  rec- 
ognize accreditation  by  the  CAP  as  being  equal  to  or 
more  stringent  than  accreditation  by  their  own  organi- 
zation. Hence,  the  public  can  rely  upon  the  values 
generated  by  CAP-accredited  laboratories  as  being  valid. 

This  represents  yet  another  level  of  oversight  of  the 
practices  of  these  physicians  (pathologists  and  their 
technical  employees),  which  is  often  not  considered 
when  enumerating  the  mechanisms  for  discipline  of  the 
medical  profession. 

Association  for  the  Accreditation  of 

Ambulatory  Healthcare  Organizations  (AAAHC) 

The  AAAHC  is  another  voluntary  accreditation  agency 
for  ambulatory  health  facilities.  Its  functions  mirror  those 
of  the  JCAHO,  although  on  a more  limited  basis.  This 
organization  confines  its  accreditation  activities  to  larger 
freestanding  facilities  and  managed  care  organizations. 
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Its  mechanism  of  and  criteria  for  accreditation  are  much 
the  same  as  that  of  the  JCAHO,  and  physicians  practic- 
ing in  AAAHC-accredited  entities  are  subjected  to  the 
same  stringent  scrutiny  as  those  practicing  in  JCAHO- 
accredited  institutions. 

Commission  on  Office  Laboratory  Accreditation  (COLA) 

The  Commission  on  Office  Laboratory  Accreditation 
(COLA)  is  an  independent  voluntary  accrediting  agency 
comprised  of  representatives  of  the  American  Academy 
of  Family  Physicians  (AAFP),  the  College  of  American 
Pathologists  (CAP),  the  American  Society  of  Internal 
Medicine  (ASIM),  and  the  American  Medical  Associa- 
tion (AMA). 

The  sole  function  of  this  organization  is  to  evaluate, 
inspect,  and  accredit  the  laboratories  of  physicians' 
offices.  In  fact,  this  is  the  first  such  organization  which 
has  been  made  available  whereby  physicians  might 
demonstrate  the  quality  of  the  data  generated  in  their 
office  laboratories. 

This  additional  level  of  physician  oversight  provides 
another  mechanism  whereby  the  public  may  be  assured 
of  the  quality  of  the  service  they  have  received,  at  least 
in  the  laboratory  portion  of  the  practices  of  physicians 
whose  laboratories  are  COLA-accredited. 

American  Medical  Association  (AMA) 

Council  on  Ethical  and  Judicial  Affairs 

The  American  Medical  Association  (AMA)  is  a pro- 
fessional organization  of  physicians.  Whereas  it  is  not 
necessary  for  a physician  to  belong  to  the  AMA  to 
practice,  the  public  may  be  assured  that  those  who  do 
belong  to  the  AMA  and  the  component  state  chapters 
of  the  AMA  (such  as  the  Nebraska  Medical  Association) 
have  agreed  to  adhere  to  the  principles  of  medical 
ethics  as  defined  by  the  AMA's  Council  on  Ethical  and 
Judicial  Affairs.  There  are  very  specific  protocols  laid  out 
for  chapters  of  the  AMA  to  discipline  their  members 
whose  behavior,  either  professional  or  personal,  is  not 
felt  to  meet  the  standards  of  the  organization. 

Beyond  this,  any  action  regarding  membership  status 
taken  by  the  AMA  or  its  component  chapters  must  be 
reported  to  the  National  Practitioner  Data  Bank  (NPDB), 
and  this  information  will  follow  the  errant  physician 
wherever  he/she  goes. 

The  Council  on  Ethical  and  Judicial  Affairs  of  the 
AMA  serves  as  the  "judiciary"  body  of  that  organization. 
That  is,  while  the  opinions  of  this  Council  are  approved 
or  ratified  by  the  House  of  Delegates,  they  are  not 
subject  to  alteration  or  amendment  by  the  House. 

The  Council  has  full  authority  to  interpret  the  Prin- 
ciples of  Medical  Ethics. 

Most  governmental  agencies  concerning  themselves 
with  the  discipline  of  physicians  will  accept  the  opinions 
of  the  AMA  Council  of  Ethical  and  Judicial  Affairs  in  their 
disciplinary  actions  against  physicians,  whether  or  not 
such  physicians  are  members  of  the  AMA.  This  repre- 
sents yet  another  mechanism  of  interface  between  the 
governmental  and  non-governmental  processes  of  phy- 
sician discipline. 

State  Medical  Association  Peer  Review  Activities 

State  medical  associations  and  societies  (e.g.  the 
Nebraska  Medical  Association)  are  often  called  upon  by 
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communities,  hospitals,  and  individuals  to  review  ques- 
tionable practices  by  medical  professionals  in  their  ar- 
eas. 

For  example,  the  NMA  is  divided  into  12  different 
Councilor  Districts,  each  with  a councilor  elected  to 
represent  it.  If  a complaint  surfaces  about  a specific 
NMA  member  physician  anywhere  in  the  state,  the 
NMA  refers  the  complaint  to  the  appropriate  councilor, 
who  investigates  the  complaint.  (The  Metro  Omaha 
Medical  Society  and  the  Lancaster  County  Medical 
Society  have  structured  committees  that  address  com- 
plaints against  members  in  their  respective  counties.)  If 
he/she  is  unable  to  satisfactorily  resolve  the  complaint, 
it  may  be  referred  to  the  Board  of  Councilors  for  more 
formal  action.  Ultimately,  there  is  a formal  mechanism 
for  evaluating  such  concerns.  The  only  final  disciplinary 
action  available  to  the  NMA  is,  of  course,  expulsion 
from  the  organization.  However,  as  mentioned  previ- 
ously, any  such  action  becomes  a permanent  part  of  the 
physician's  record  by  virtue  of  its  reportability  to  the 
National  Practitioner  Data  Bank  (NPDB). 

The  Physician's  Advocacy  Committee  of  the  NMA  is 
a panel  of  NMA  members  whose  function  is  to  inter- 
cede on  behalf  of  a physician  and  his/her  family  when 
his/her  practice  capability  is  threatened  by  drug,  alco- 
hol, emotional,  or  other  health  problems.  While  the 
function  of  this  committee  is  not  specifically  a disciplin- 
ary one,  and  it  does  not  routinely  report  its  activities  to 
any  governmental  or  non-governmental  agencies,  it 
certainly  has  helped  any  number  of  physicians  to  over- 
come temporary  difficulties  and  to  return  to  healthy  and 
productive  practices.  It  is  an  excellent  example  of  phy- 
sicians exercising  compassionate  oversight  over  the 
activities  of  their  colleagues. 

Medical  Specialty  Organizations 

A voluntary  organization  exists  for  each  medical 
specialty.  Hence,  there  is  a College  of  American  Pa- 
thologists, an  American  Academy  of  Family  Physicians, 
and  an  American  Academy  of  Pediatrics,  to  mention  but 
a few.  These  organizations  exist  largely  to  represent  the 
special  interests  of  their  memberships.  A large  compo- 
nent of  the  duties  of  these  organizations  is  the  organiza- 
tion of  continuing  medical  education  (CME)  for  its 
members. 

However,  a growing  number  of  these  organizations 
are  requiring  a minimum  number  of  continuing  medical 
education  hours  to  maintain  membership,  and  failure  to 
comply  with  this  requirement  may  mean  lapse  of  mem- 
bership in  the  organization.  Since  such  membership  is 
often  a requirement  for  hospital  privileges  or  for  em- 
ployment in  certain  managed  care  entities,  such  a loss  of 
membership  could  mean  a substantial  loss  to  a physi- 
cian. 

Most  medical  specialty  organizations  are  represented 
in  the  AMA,  and,  as  such,  are  subject  to  the  jurisdiction 
of  the  AMA's  Council  on  Ethical  and  Judicial  Affairs.  This 
is  another  example  of  overlap  in  the  disciplinary  func- 
tions of  different  entities. 

National  Specialty  Boards 

National  Specialty  Boards  exist  for  nearly  all  the 
different  medical  specialties.  These  boards  exist  solely 
for  the  purpose  of  examining  and  certifying  the  medical 
competence  of  physicians  applying  for  such  certifica- 
tion. 


At  the  present  time,  most  specialty  boards  require 
minimum  CME  activities  to  maintain  board  certification, 
and  a great  many  of  them  require  comprehensive  ex- 
aminations at  regular  intervals. 

While  being  "boarded"  is  certainly  not  a legal  require- 
ment to  practice  medicine,  in  most  practice  sites  physi- 
cians who  are  not  board-certified  or  board-eligible  in 
their  specialty  will  experience  difficulty  obtaining  hospi- 
tal privileges  or  finding  employment  by  managed  care 
organizations. 

While  not,  by  definition,  disciplinary  agencies,  these 
specialty  boards  wield  a heavy  hand  in  limiting  incompe- 
tent physicians  from  the  practice  of  their  trade.  As  such, 
they  are  properly  categorized  among  the  entities  partici- 
pating in  oversight  of  physicians'  practices. 

THE  TORT  SYSTEM 

Tort  law  is  that  branch  of  law  which  deals  with 
harmful  acts  against  a person,  giving  the  person  the  right 
to  collect  money  to  pay  for  the  damage  he/she  has 
suffered.  A tort  may  also  be  a crime,  so  if  someone  is 
willfully  and  maliciously  injured,  he/she  may  be  paid  for 
the  injury  suffered,  and  the  state  may  also  prosecute  for 
the  breaking  of  a criminal  law.  In  the  context  of  this 
paper,  the  torts  of  concern  are  those  which  have  re- 
sulted from  injury  to  persons  by  virtue  of  the  acts  or 
omissions  of  physicians  in  the  conduct  of  their  profes- 
sional activities,  that  is,  their  professional  liability. 

The  threat  of  legal  action  by  a patient  for  failure  to 
perform  up  to  the  standards  established  by  the  profes- 
sion is  one  of  the  truly  substantial  considerations  of 
discipline  respected  and  feared  by  all  physicians.  In  fact, 
most  physicians  would  agree  that  the  stigma  of  a mal- 
practice lawsuit  is  much  more  onerous  than  that  of 
almost  any  other  disciplinary  action  that  might  be  taken 
against  them  by  either  governmental  or  non-govern- 
mental entities.  Insurance  against  professional  liability 
suits  is  one  of  the  most  expensive  overhead  items  which 
physicians  must  pay. 

The  number  of  malpractice  actions  against  an  indi- 
vidual physician  cannot  be  taken  as  an  indication  of  that 
physician's  lack  of  professional  capability.  Indeed,  some 
specialties  will  be  subject  to  poor  outcomes,  by  virtue  of 
the  very  activities  performed  in  that  specialty.  In  modern 
society,  it  appears  that  all  patients  feel  entitled  to  perfect 
outcomes,  and  when  the  end  result  is  not  perfect,  then 
someone  must  be  to  blame.  Unfortunately,  medicine 
always  has  been  and  always  will  be  an  inexact  art  and 
science.  Since  society  is  in  itself  imperfect,  physicians 
continue  to  feel  that  they  should  not  be  held  liable  for 
imperfect  outcomes,  if  they  have  exercised  reasonable 
and  prudent  diligence  in  the  delivery  of  medical  care. 
This  problem  is  of  particular  importance  in  obstetrics, 
where  prodigious  malpractice  awards  in  cases  of  poor 
fetal  outcome  have  caused  large  numbers  of  physicians 
to  discontinue  obstetrics  as  part  of  their  practices.  They 
find  they  are  unable  to  meet  the  expense  of  professional 
liability  insurance  coverage  for  these  activities.  This  has 
caused  the  loss  of  availability  of  obstetrical  services  in 
large  areas  of  the  country,  especially  in  those  states  who 
have  not  enacted  meaningful  tort  reform. 

In  1976,  faced  with  the  threat  of  unbridled  lawsuits 
against  physicians,  and  with  the  very  real  possibility  of 
a total  pullout  of  insurance  companies  willing  to  insure 


against  professional  liability  in  Nebraska,  the  NMA  sup- 
ported a statutory  reform  of  malpractice  laws  in  the 
state.  The  need  for  this  reform  was  appreciated  by  the 
Unicameral,  and  the  law  passed  by  an  overwhelming 
majority.  As  a result  of  this  law,  a cap  was  placed  on  the 
amount  plaintiffs  could  be  awarded  by  virtue  of  a mal- 
practice claim.  Also  as  a result  of  this  law,  the  State  of 
Nebraska  became  a secondary  insurer  for  amounts  over 
the  "basic"  insurance  coverage  for  physicians  who  par- 
ticipated, with  the  funds  to  support  this  insurance  com- 
ing from  a surcharge  on  physicians'  basic  insurance 
premiums.  There  were  several  other  provisions  of  this 
legislation,  and  it  has  been  altered  by  statutory  changes 
since  that  time,  but  the  basic  tenets  still  apply,  and  this 
law  has  enabled  professional  liability  premiums  in  Ne- 
braska to  remain  stable  and  among  the  lowest  in  the 
nation. 

This  does  not  imply  that  patients  in  Nebraska  have 
lost  their  recourse  to  sue  physicians.  On  the  contrary, 
with  the  "contingency  fee"  structure  in  place,  each  citi- 
zen in  the  state  who  honestly  believes  he/she  has  been 
wronged  by  a physician  has  the  opportunity  to  seek 
redress  in  the  courts.  This  tort  mechanism,  therefore, 
remains  a very  substantial  element  in  the  discipline  of 
the  profession. 

At  the  present  time,  Nebraska  law  requires  all  mal- 
practice petitions  and  settlements  to  be  reported  to  the 
Commission  on  Medical  Qualifications,  a subcommit- 
tee of  the  Board  of  Examiners  in  Medicine  and  Surgery. 
There  is  also  a federal  requirement  since  1990  that  all 
such  settled  claims  be  reported  to  the  National  Practitio- 
ner Data  Bank  (NPDB).  The  Board  of  Medical  Examin- 
ers, in  turn,  is  authorized  to  query  the  data  bank,  so  they 
do  have  access  to  this  information.  The  NMA  is  con- 
cerned that  any  additional  direct  reporting  requirement 
might  have  two  unintended  adverse  effects:  (1 ) it  might 
subject  those  physicians  in  high-risk  specialties  to  closer 
scrutiny  than  is  necessary:  and  (2)  it  might  overwhelm 
the  ability  of  the  Board  of  Medical  Examiners  to  perform 
more  important  oversight  duties,  especially  with  the 
large  number  of  "nuisance"  suits  filed  against  physicians. 
It  should  be  noted  that  the  decision  for  an  insurance 
company  to  settle  a suit  "out  of  court"  is  largely  one 
made  by  the  insurer  rather  than  the  physician,  and  a 
great  many  suits  are  settled  in  this  manner  when  it  is 
determined  that  the  cost  of  litigating  a suit  will  outweigh 
the  settlement  sum. 
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MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  April  23, 1 993  at  the 
Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Roger  S.  Jernstrom, 
Sushil  S.  Lacy,  Paul  M.  Scott,  Gordon  D.  Adams,  Ken- 
neth C.  Bagby,  Richard  M.  Pitsch,  Charles  F.  Damico, 
Ronald  L.  Asher,  Milton  R.  Johnson,  Darroll  J.  Loschen, 
Robert  F.  Shapiro,  Perry  T.  Williams,  Richard  H.  Meissner 
and  David  R.  Little. 

The  meeting  was  called  to  order  by  the  Chairman, 
Charles  F.  Damico,  M.D. 

Dr.  Damico  welcomed  Dr.  Jernstrom,  the  new  Coun- 
cilor from  the  1st  District,  to  the  Board. 

Dr.  Damico  called  for  approval  of  the  minutes  of  the 
Fall  Session  as  printed  in  the  December  issue  of  the 
Nebraska  Medical  lournal.  The  minutes  were  approved 
as  written. 

The  Councilors  discussed  the  reports  and  resolutions 
contained  in  the  handbook. 

The  requests  for  Life  & Associate  Memberships  were 
reviewed  and  approved  by  the  Councilors.  It  was  noted 
that  a proposed  bylaw  change  contained  in  the  Com- 
mission on  Association  Affairs'  report  would  allow  an 
Associate  member  to  automatically  transfer  to  Life  Mem- 
bership status  upon  reaching  40  years  since  graduation 
from  medical  school. 

In  reference  to  the  report  of  the  Ad-Hoc  Committee 
on  Medicaid  Services,  it  was  noted  that  several  mem- 
bers on  that  committee  have  been  diligently  working 
behind  the  scenes  to  help  resolve  the  current  Medicaid 
budget  crisis.  Dr.  Loschen  informed  the  Councilors  that 
Dr.  Caudill  will  address  the  House  during  Executive 
Session  to  provide  an  update  on  the  situation.  It  was 
also  noted  that  the  NMA  has  been  working  hard  to 
separate  the  issue  of  a licensure  fee  increase  from  the 
issue  of  how  to  raise  revenue  to  offset  the  Medicaid 
budget  deficit. 

Dr.  Damico,  in  discussing  the  report  of  the  Ad-Hoc 
Committee  on  Young  Physicians,  referred  the  Council- 
ors to  their  lists  of  non-members,  encouraging  them  to 
make  every  effort  to  recruit  these  individuals. 

The  proposed  bylaw  change  regarding  the  Peer  Re- 
view Hearing  Process,  which  specifically  affects  the  role 
of  the  Board  of  Councilors,  was  discussed.  As  a point  of 
information,  it  was  noted  that  any  such  action  must  be 
reported  to  the  National  Practitioner  Data  Bank. 

Discussion  ensued  regarding  the  PRO  Overview 
Committee's  role  in  reviewing  cases  brought  to  it  by  a 
physician  member.  It  was  noted  that  legal  counsel  has 
defined  the  PRO  Overview  Committee's  role  as  an 
advocacy  committee  for  physicians. 

Dr.  Loschen  informed  the  Councilors  that  the  Com- 
mission on  Public  Affairs  is  developing  a brochure  for 
distribution  in  the  physicians'  offices  and  is  also  develop- 
ing a set  of  slides  with  verbiage  to  be  utilized  by 
physicians  when  asked  to  speak  on  the  topic  of  health 
care  reform. 

In  reference  to  the  report  of  the  Advisory  Committee 
on  Nursing  Home  Regulations,  Dr.  Loschen  stated  that 


the  Committee  has  developed  language  to  be  used  by 
a physician  if  he/she  feels  that  it  is  unnecessary  for  his/ 
her  nursing  home  patient  to  be  seen  every  60  days  as 
currently  required  under  OBRA. 

Dr.  Williams  expanded  upon  the  proposed  core 
curriculum  being  developed  by  the  NMA  Radiation 
Safety  Working  Group. 

Some  confusion  existed  regarding  Resolution  #2, 
"Medicare  Payment  for  Psychiatric  and  Mental  Disor- 
ders". It  was  hoped  that  the  resolution's  language  would 
be  clarified  during  the  Reference  Committee  hearing. 

It  was  pointed  out,  in  discussion  regarding  the  immu- 
nizations, that  those  states  who  have  had  immunization 
clinics  for  years  have  not  experienced  any  higher  immu- 
nization rates  than  those  states  which  haven't. 

Discussion  ensued  regarding  the  current  disciplinary 
and  reporting  processes  as  specifically  dealing  with 
settlements. 

Resolutions  11,  12  and  13  were  all  noted  to  have 
significant  fiscal  impact.  It  was  noted  that  this  impact 
would  need  to  be  weighed  against  each  resolution's 
perceived  end  result. 

Following  a review  of  cases  received,  Dr.  Jane  Potter 
addressed  the  group  regarding  the  Alzheimer's  Disease 
Education  Project.  She  noted  the  long  term  goal  of  the 
project  is  to  develop  local  experts  on  multiple  levels 
who  can  provide  support  and  assistance  throughout  the 
state. 

A motion  was  made  to  allow  the  project  to  informally 
use  the  Councilors  as  contact  persons  for  this  project. 
Each  Councilor  was  instructed  to  forward  the  name  or 
names  of  contact  persons  within  their  respective  dis- 
tricts to  Doctor  Potter  within  the  next  month.  Those 
Councilors  not  in  attendance  will  be  sent  letters  explain- 
ing the  Councilor's  role  in  the  project  and  informing 
them  of  this  time  frame. 

There  being  no  further  business,  the  meeting  was 
adjourned. 

MINUTES,  HOUSE  OF  DELEGATES, 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was  held 
April  23,  1993,  at  the  Cornhusker  Hotel,  Lincoln,  Ne- 
braska. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
Richard  Meissner.  80  Delegates  were  present  and  the 
meeting  was  declared  in  session.  Seating  of  Alternate 
Delegates  for  Delegates  took  place. 

Dr.  Allen  Dvorak  presented  the  invocation. 

The  Following  50-Year  Practitioners  were  recognized 
by  the  House: 

John  H.  Brush,  M.D.,  Omaha 

Robert  J.  Fitzgibbons,  Sr.,  M.D.,  Omaha 

Carl  L.  Frank,  M.D.,  Scottsbluff 

Muriel  N.  Frank,  M.D.,  Omaha 

Ivan  M.  French,  M.D.,  Wahoo 

Louis  W.  Gilbert,  M.D.,  Cedar  Bluffs 

Elmer  E.  Glenn,  M.D.,  Hastings 
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Louis  J.  Gogela,  M.D.,  Lincoln 
Robert  S.  Grant,  M.D.,  Lincoln 
John  D.  Hartigan,  M.D.,  Omaha 
Ervin  N.  Heiser,  M.D.,  Lincoln 
Charles  E.  Hranac,  M.D.,  Omaha 
James  F.  Kelly,  Jr.,  M.D.,  Omaha 
Clyde  L.  Kleager,  M.D.,  Scottsbluff 
Theodore  H.  Koefoot,  M.D.,  Hastings 
George  J.  Lytton,  M.D.,  Lincoln 
Harry  W.  McFadden,  M.D.,  Omaha 
Richard  D.  Smith,  M.D.,  Ashland 
Clinton  E.  Sturdevant,  M.D.,  North  Platte 
Bowen  E.  Taylor,  M.D.,  Lincoln 


The  following  50-Year  Practitioners  were  not  in 
attendance: 

Marion  P.  Brolsma,  M.D.,  Lincoln 
Stuart  D.  Campbell,  M.D.,  Scottsbluff 
Francis  D.  Donahue,  M.D.,  Omaha 
James  D.  Hayhurst,  M.D.,  Scottsbluff 
Haskell  Morris,  M.D.,  Omaha 
Elmer  L.  Penner,  M.D.,  Beatrice 
John  A.  Rasmussen,  M.D.,  Omaha 
Stuart  P.  Wiley,  M.D.,  Gering 

A brief  recess  was  taken  to  allow  the  Delegates  and 
Alternate  Delegates  to  extend  congratulations  to  the  50- 
year  Practitioners. 

Dr.  Loschen  presented  plaques  to  Doctors  Louis  J. 
Gogela,  Sr.,  and  John  D.  Coe  in  recognition  of  their  long 
and  dedicated  service  to  the  Association  as  AMA  Del- 
egates and  Alternate  Delegates. 

Dr.  James  Fosnaugh  of  the  Lancaster  County  Medi- 
cal Society  presented  the  following  special  resolution  to 
the  House: 

"WHEREAS,  he  has  devoted  literally  countless  volun- 
teer hours  for  the  Association  as  the  chairholder  of  the 
Committee  on  Health  Planning,  wading  through  huge 
stacks  of  health  care  reform  information,  and 

WHEREAS,  this  effort  has  substantially  strengthened 
the  Association's  position  in  Governor  Nelson's  Blue 
Ribbon  Coalition  on  health  care  reform,  and 

WHEREAS,  he  also  has  volunteered  considerable 
extra  time  to  serve  as  a member  of  the  Blue  Ribbon 
Coalition,  and 

WHEREAS,  these  efforts  are  certain  to  have  strong 
impact  on  health  care  for  our  patients  and  on  the  future 
of  medical  practice  in  Nebraska; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  give  special  commendation  to  Dr. 
Herb  Reese  for  his  extraordinary  efforts  to  maintain  and 
improve  the  quality  of  health  care." 

The  resolution  was  seconded  and  carried. 

Dr.  Stanley  Truhlsen  addressed  the  House,  informing 
the  members  that  LB  429  which  would  expand  the 
optometric  scope  of  practice  had  been  advanced  by  the 
Legislature.  He  called  upon  the  Delegates  and  Alternate 
Delegates  to  contact  their  state  senators  and  urge  them 
to  oppose  this  bill. 


The  House  stood  for  a moment  of  silence  after 
Doctor  Williams  read  the  Necrology. 

The  Speaker  called  for  approval  of  the  minutes  of  the 
Fall  Session  and  these  were  approved  as  printed  in  the 
December  1 992  issue  of  the  Nebraska  Medical  lournal. 

Dr.  Meissner  introduced  Dr.  Pauline  Jackson,  Presi- 
dent of  the  State  Medical  Society  of  Wisconsin.  Dr. 
Jackson  briefly  addressed  the  House. 

The  following  oral  reports  were  presented: 

Darroll  J.  Loschen,  M.D.  President,  NMA 

Dr.  Loschen  informed  the  House  of  the  Commission 
on  Public  Affair's  initiative  being  developed  to  send  out 
brochures  on  a monthly  basis  to  interested  physicians' 
offices  on  scientific  and  socio-economic  issues.  He  also 
briefly  reviewed  the  major  items  of  interest  that  have 
arisen  during  his  tenure  as  President  and  thanked  every- 
one for  their  help  and  support.  Dr.  Meissner  extended 
the  House's  thanks  to  Doctor  Loschen  for  the  exemplary 
job  he  has  done  as  President. 

Mary  Dean  Harvey,  Director,  State  Department  of 
Social  Services 

Mrs.  Harvey  presented  an  overview  of  the  current 
Medicaid  budget  crisis  and  reviewed  various  legislative 
bills  which  have  been  introduced  to  deal  with  the  issue. 
Dr.  Meissner  thanked  Mrs.  Harvey  for  her  excellent 
work  and  cooperation  with  the  Association. 

Mark  B.  Horton,  M.D.,  Director,  State  Department  of 
Health 

Dr.  Horton  gave  a general  overview  of  the  various 
goals  and  initiatives  being  undertaken  by  the  Depart- 
ment. Dr.  Meissner  thanked  Dr.  Horton  for  his  excellent 
cooperation  and  assistance  in  developing  health  care  in 
Nebraska. 

Following  an  Executive  Session,  Dr.  Susanne  Eilts  of 
Omaha  was  appointed  to  serve  on  Reference  Commit- 
tee C in  Dr.  Zweiback's  absence. 

Reference  Committee  Assignments  were  made  as 
follows: 

REFERENCE  COMMITTEE  A 

Report,  Board  of  Directors,  Item  #3,  Resolution  #3 
(F  92)  Douglas  County  Hospital 
Report,  Board  of  Directors,  Item  #5,  Resolution  #5 
(F  92)  Medicaid  Patient  Information 
Report,  Board  of  Directors,  Item  #6,  Resolution  #6 
(F  92)  Medicare/Medicaid  Access 
Report,  Board  of  Directors,  Item  #25,  PRO  Fourth 
Scope  of  Work 

Report  of  the  State  Department  of  Social  Services 
Report  of  the  Ad-Hoc  Committee  on  Medicaid  Ser- 
vices 

Report  of  the  NMA  PRO  Overview  Committee 
"Physicians  Checked",  A Report  on  the  Discipline  of 
the  Profession 

Resolution  #14,  C.J.  Cornelius,  Jr.,  Managed  Compe- 
tition and  Networking 

Resolution  #15,  Outstate  Caucus,  Medicaid  Access 

REFERENCE  COMMITTEE  B 

Report,  Board  of  Directors,  Item  #2,  Resolution  #2 
(F  92)  Professional  Courtesy 
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Report,  Board  of  Directors,  Item  #7,  OBRA  Regula- 
tions (Inspections) 

Report,  Board  of  Directors,  Item  #9,  Resolution  #9 
(F  92)  OBRA  Regulations  (Patient  Visits) 

Report,  Board  of  Directors,  Item  #10,  Resolution  #1 0 
(F  92)  Physician  Visits  Re:  OBRA  Regulations 
Report,  Board  of  Directors,  Item  #21,  Columbia  Insti- 
tute/Kerrey Conference 

Report  of  the  University  of  Nebraska  Medical  Center 
Report  of  the  Creighton  University  School  of  Medicine 
Report  of  the  NMA-Medical  Student  Chapter,  UNMC 
Report  of  the  Committee  on  Health  Planning 
Report  of  the  Committee  on  Rural  Health 
Report  of  the  NMA  Advisory  Committee  on  Nursing 
Home  Regulations 

Resolution  #7,  Metro  Omaha  Medical  Society,  Blue 
Ribbon  Coalition 

Resolution  #12,  NMA-Medical  Student  Chapter, 
UNMC,  Student  Representative  on  the  NMA  Board 
of  Directors 

Resolution  #13,  NMA-Medical  Student  Chapter, 
UNMC,  Funding  for  AMA-Medical  Student  Sec- 
tion National  Committee  Members 

REFERENCE  COMMITTEE  C 

Report,  Board  of  Directors,  Item  #1,  Resolution  #1 
(F  92)  Residency  Medicare  Provider  Numbers 
Report,  Board  of  Directors,  Item  #4,  Resolution  #4 
(F  92)  Elimination  of  Payment  Differential  for  "New 
Physicians" 

Report,  Board  of  Directors,  Item  #1 4,  Involvement  of 
Women  Physicians 

Report,  Board  of  Directors,  Item  #19,  Appointment 
of  Interim  Councilor 
Report  of  the  Delegate  to  the  A.M.A. 

Report  of  the  Ad-Hoc  Committee  Re:  Medicare 
Report  of  the  Ad-Hoc  Committee  on  Young  Physi- 
cians 

Resolution  #2,  Metro  Omaha  Medical  Society,  Medi- 
care Payment  for  Psychiatric  and  Mental  Disorders 
Resolution  #3,  Metro  Omaha  Medical  Society,  Medi- 
care Reimbursement 

Resolution  #6,  Metro  Omaha  Medical  Society,  Medi- 
care Fee  Schedule 

Resolution  #11,  Buffalo  County  Medical  Society, 
Limitation  on  AMA  Delegate/Alternate  Terms 
Minutes,  Board  of  Councilors 

REFERENCE  COMMITTEE  D 

Report,  Board  of  Directors,  Item  #8,  Resolution  #8 
(F  92)  Life  Membership 

Report,  Board  of  Directors,  Item  #16,  Annual  Audit 
Report,  Board  of  Directors,  Item  #17,  Membership 
Report,  Board  of  Directors,  Item  #20,  Nebraska 
Medical  lournal 

Report,  Board  of  Directors,  Item  #23,  Delegate  Rep- 
resentation 
Annual  Audit 

Life  & Associate  Membership  Requests 
Report  of  the  Nebraska  Medical  Foundation,  Inc. 
Report  of  the  Commission  on  Association  Affairs 
Report  of  the  Scientific  Sessions  Committee 

REFERENCE  COMMITTEE  E 

Report,  Board  of  Directors,  Item  #11,  Resolution  #1 1 
(F  92)  Legislative  Solution  for  Limited  X-Ray  System 
Operator  Problem 


Report,  Board  of  Directors,  Item  #13  (F  92)  Over- 
sight of  Physician  Assistants 
Report,  Board  of  Directors,  Item  #15,  Certificate  of 
Need 

Report,  Board  of  Directors,  Item  #18,  Association 
Appointees  or  Nominees  to  Various  Agencies 
Report,  Board  of  Directors,  Item  #22,  Physician/ 
Pharmacist  Collaboration 

Report,  Board  of  Directors,  Item  #24,  Disciplinary 
Actions 

Report  of  the  Board  of  Examiners  in  Medicine  & 
Surgery 

Report  of  the  State  Department  of  Health 
Report  of  the  Commission  on  Legislation  & Govern- 
mental Affairs 

Report  of  the  NMA  Radiation  Safety  Working  Group 
Resolution  #1,  Metro  Omaha  Medical  Society,  State 
Immunization  Program  Coordination  with  Physicians 
Resolution  #4,  Metro  Omaha  Medical  Society,  State 
Immunization  Program 

Resolution  #5,  Ad-Hoc  Committee  on  Young  Physi- 
cians, Economic  Credentialling 
Resolution  #8,  Metro  Omaha  Medical  Society,  Lim- 
ited Liability  Exemption  for  Retired  M.D.'s 
Resolution  #9,  Lancaster  County  Medical  Society, 
Regulation  of  the  Medical  Profession 
Resolution  #10,  Metro  Omaha  Medical  Society,  Edu- 
cation of  Parents  Regarding  Immunizations 

REFERENCE  COMMITTEE  F 

Report,  Board  of  Directors,  Item  #12  (F  92)  Ameri- 
cans with  Disabilities  Act  Compliance 
Report,  Board  of  Directors,  Item  #26,  Informational 
Items 

Report  of  the  Ad-Hoc  Committee  on  Health  Education 
Report  of  the  Ad-Hoc  Committee  on  Low  Level 
Radioactive  Waste  Disposal 
Report  of  the  Ad-Hoc  Committee  on  Maternal  & 
Child  Health 

Report  of  the  Commission  on  Public  Affairs 

Doctor  Meissner  stated  that  Reference  Committees 
A,  D and  E would  meet  immediately  following  recess  of 
the  House  and  Reference  Committees  B,  C & F would 
meet  one  hour  and  fifteen  minutes  later. 

The  following  delegates  were  chosen  to  represent 
their  district  on  the  Nominating  Committee: 

1st  District  - Kevin  D.  Nohner,  M.D.,  Omaha 
2nd  District  - Dale  E.  Michels,  M.D.,  Lincoln 
3rd  District  - C.T.  Frerichs,  M.D.,  Beatrice 
4th  District  - Dwaine  J.  Peetz,  M.D.,  Neligh 
5th  District  - William  J.  Chleborad,  M.D.,  Fremont 
6th  District  - Richard  M.  Pitsch,  Sr.,  M.D.,  Seward 
7th  District  - None 
8th  District  - None 

9th  District  - Michael  J.  Horn,  M.D.,  Grand  Island 
10th  District  - Tamara  R.  Johnson,  M.D.,  Cambridge 
11th  District  - Dwight  L.  Larson,  M.D.,  North  Platte 
12th  District  - Vincent  Bjorling,  M.D.,  Scottsbluff 

Dr.  Meissner  informed  the  House  that  the  First  Ses- 
sion of  the  Nominating  Committee  would  meet  at  4:30 
p.m.  rather  than  at  4:00  p.m. 

There  being  no  further  business,  the  House  was 
recessed  until  Sunday  morning  at  7:30  a.m. 
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HOUSE  OF  DELEGATES 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
held  April  25,  1 993.  The  meeting  was  called  to  order  by 
the  Vice  Speaker,  Doctor  David  Little.  64  delegates  were 
present  and  the  meeting  was  declared  in  session.  Seat- 
ing of  Alternate  Delegates  for  Delegates  took  place. 

Doctor  Little  called  for  approval  of  the  minutes  of  the 
First  Session,  and  these  were  approved  as  printed. 

Doctor  Little  introduced  Doctor  John  R.  Anderson, 
President  of  the  Iowa  Medical  Society.  Doctor  Anderson 
briefly  addressed  the  House  as  to  the  current  activity 
being  undertaken  in  Iowa  to  address  the  issue  of  health 
care  reform. 

The  AMA-ERF  checks  were  presented  by  Mrs.  Donna 
Stone  to  Doctor  Patrick  Brookhouser,  representative  of 
the  Creighton  University  School  of  Medicine  and  to 
Doctor  Frederick  Paustian,  representative  of  the  Univer- 
sity of  Nebraska  College  of  Medicine. 

Mrs.  Stone  then  presented  the  NMA  Alliance 
President's  Report  on  behalf  of  Mrs.  Mona  Damico  who 
was  unable  to  be  present.  It  was  explained  that  the  name 
change  was  undertaken  as  the  name  "Auxiliary"  was  felt 
to  be  a deterrent,  especially  in  attracting  male  spouses  to 
membership. 

Mrs.  Stone  next  presented  the  Nebraska  Medical 
Foundation/Lancaster  County  Medical  Alliance  Founda- 
tion Research  Scholarship  to  Ms.  Suzanne  Davey,  a 
Sophomore  at  the  University  of  Nebraska  College  of 
Medicine. 

Doctor  Robert  F.  Shapiro  presented  the  Frank  H. 
Tanner,  M.D.,  Memorial  Scholarship  to  Ms.  Ruth  C. 
Campbell  of  the  Creighton  University  School  of  Medi- 
cine. 

Doctor  Sushil  S.  Lacy,  President  of  the  Nebraska 
Medical  Foundation,  presented  the  Nebraska  Medical 
Foundation  Student  Research  Scholarship  Program 
checks  to  Mr.  Michael  Hebrard  of  the  Creighton  Univer- 
sity School  of  Medicine  and  Mr.  Colin  Weekes  of  the 
University  of  Nebraska  College  of  Medicine.  Doctor 
Lacy  expressed  his  appreciation  to  the  Alliance  for  their 
fundraising  efforts  on  behalf  of  the  Nebraska  Medical 
Foundation. 

Doctor  Little  announced  that  the  C.A.  McWhorter, 
M.D.,  Memorial  Scholarship  recipient  was  Ms.  Susan 
McDonald,  a Senior  at  the  University  of  Nebraska  Col- 
lege of  Medicine.  Ms.  McDonald  was  unable  to  attend 
due  to  a prior  commitment. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Reference  Committee  A 

Mr.  Speaker,  Members  of  the  House  of  Delegates, 
Reference  Committee  A considered  8 reports  and  2 
resolutions.  The  Reference  Committee  submits  the  fol- 
lowing report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #3, 

RESOLUTION  #3  (E92)  DOUGLAS  COUNTY  HOS- 
PITAL 


No  commentary  was  received  by  the  Reference 
Committee.  Accordingly,  it  is  recommended  the  report 
be  filed  for  information. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  the  re- 
port be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2JREPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5, 

RESOLUTION  #5  (F92)  MEDICAID  PATIENT  INFOR- 
MATION AND  ITEM  #5,  REPORT  OF  THE  STATE 

DEPARTMENT  OF  SOCIAL  SERVICES 

These  two  items  were  considered  together.  Doctor 
Chris  Wright  and  her  associates  from  the  Department  of 
Social  Services  responded  to  numerous  comments  and 
inquiries.  There  was  considerable  comment  regarding 
the  Department's  "lock-in"  process  between  the  Medic- 
aid recipient  and  a selected  physician.  In  every  way 
possible,  the  Department  attempts  to  establish  a rela- 
tionship on  the  basis  of  the  patient's  selection  of  the 
physician.  If  there  is  no  specific  selection,  the  Depart- 
ment assigns  a physician.  Wherein  there  has  been  no 
previous  relationship  between  Medicaid  recipient  and 
the  physician,  a strong  request  was  made  for  provision  of 
the  patient's  past  medical  record  to  the  selected  physi- 
cian. 

Considerable  discussion  was  received  regarding  the 
cost  of  the  Medicaid  program  and  methods  to  control 
the  costs.  There  was  significant  opposition  to  the  imple- 
mentation of  Medicaid  recipient  copayments  due  to 
administrative  and  processing  costs,  the  inability  to 
collect  such  fees  and  the  limitation  of  patient  access  to 
medical  care  as  a consequence  of  such  copayments. 

Vigorous  discussion  concerned  the  excessive  use  of 
emergency  room  facilities  for  non-emergency  medical 
problems.  There  was  strong  support  for  the  implementa- 
tion of  a triage  system  which  would  prevent  inappropri- 
ate use  of  emergency  room  facilities. 

RECOMMENDATIONS: 

Your  Reference  Committee  recommends: 

1 . The  Reference  Committee  greatly  appreciated  the 
comprehensive  report  of  the  State  Department  of  Social 
Services  and  recommends  it  be  filed  for  information. 

2.  When  Medicaid  recipients  are  "locked  in"  with  a 
selected  physician  in  which  there  has  been  no  previous 
physician/patient  relationship,  it  is  recommended  the 
Board  of  Directors  work  with  the  Department  of  Social 
Services  to  establish  a mechanism  whereby  the  Depart- 
ment of  Social  Services  will  receive  authorization  for 
release  of  medical  information  from  the  Medicaid  recipi- 
ent for  submission  to  the  selected  physician. 

3.  It  is  recommended  the  NMA  go  on  record  as 
opposing  Medicaid  copayments  because  of  the  exces- 
sive processing  and  administrative  costs,  inability  to 
collect  such  fees,  and  the  affect  upon  limiting  access  to 
medical  care. 

4.  It  is  recommended  the  Board  of  Directors  through 
one  of  its  appropriate  committees  work  with  the  Depart- 
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ment  of  Social  Services  in  the  establishment  of  a triage 
system  similar  to  that  employed  by  managed  health  care 
programs  to  prevent  the  inappropriate  use  of  emer- 
gency room  facilities  by  Medicaid  recipients  and  thereby 
reduce  Medicaid  expenditures. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doc- 
tor Darroll  Loschen,  in  reference  to  the  third  recommen- 
dation dealing  with  co-payments,  suggested  that  the 
words  "at  the  point  of  service"  be  inserted  between  the 
words  "copayments"  and  "because".  Dr.  Paustian  agreed 
to  this  change. 

Doctor  Jerald  Schenken  felt  this  recommendation 
was  to  restrictive  and  moved  that  the  third  recommenda- 
tion be  referred  to  the  Board  of  Directors  for  study  and 
report  back  to  the  House  in  the  Fall.  It  was  noted  that  the 
Department  of  Social  Services  is  opposed  to  copayments 
due  to  the  collection  problems  which  would  result. 
Doctor  Schenken's  motion  was  seconded  and  carried. 
The  House  then  adopted  the  remainder  of  this  section  of 
the  report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #6, 

RESOLUTION  #6  (F92)  MEDICARE/MEDICAID  AC- 
CESS AND  ITEM  #9,  RESOLUTION  #1  5 - OUTSTATE 

CAUCUS  - MEDICAID  ACCESS 

Resolution  #15  read  as  follows: 

WHEREAS,  access  to  health  care  should  be  a right  of 
all  individuals  in  the  United  States,  and 

WHEREAS,  the  access  to  medical  care  for  Medicaid 
patients  in  certain  communities  and  locations  in  the 
State  of  Nebraska  are  perceived  to  be  or  are  inadequate; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  Board 
of  Directors  establish  a mechanism  between  the  Depart- 
ment of  Social  Services  and  the  NMA  to  monitor  and 
assure  access  to  medical  care  for  Medicaid  clients. 

These  two  items  were  considered  together.  Discus- 
sion indicated  general  opposition  to  the  Department  of 
Social  Services  contracting  with  a managed  health  care 
system  for  control  of  medical  services  to  Medicaid 
recipients.  There  was  significant  support  for  continua- 
tion of  the  current  system  of  patient  choice  for  selection 
of  physician  and  contracting  for  utilization  review  ser- 
vices. 

It  was  apparent  the  word  "access"  requires  definition 
as  in  some  areas  of  the  state  there  may  be  a lack  of 
physicians  and  in  other  areas  it  may  refer  to  the  lack  of 
access  to  selected  physicians. 

Discussion  indicated  Resolution  #15  should  be  broad- 
ened to  include  Medicare  as  well  as  Medicaid  access. 
There  was  general  support  for  the  intent  of  Resolution 
#15. 

RECOMMENDATIONS: 

Your  Reference  Committee  recommends: 

1 . The  report  of  Board  of  Directors,  Item  #6,  Resolu- 
tion #6  (F92)  Medicare/Medicaid  Access  be  filed  for 
information. 

2.  It  is  recommended  the  Nebraska  Medical  Associa- 
tion go  on  record  as  being  opposed  to  the  Department 
of  Social  Services  contracting  with  a managed  health 


care  firm  for  the  provision  of  Medicaid  recipient  services 
in  Douglas  County  and  Lancaster  County  and  that  the 
current  system  be  retained. 

3.  Resolution  #15  be  altered  as  follows: 

The  title  to  be  changed  to  "MEDICARE  AND  MEDIC- 
AID ACCESS." 

"WHEREAS,  access  to  health  care  should  be  a right  of 
all  individuals  in  the  United  States,  and 

WHEREAS,  the  access  to  medical  care  for  Medicare 
and  Medicaid  patients  in  certain  communities  and  loca- 
tions in  the  State  of  Nebraska  are  preceived  to  be  or  are 
inadequate; 

THEREFORE,  BE  IT  RESOLVED,  when  it  is  determined 
there  is  a problem  in  Medicare  or  Medicaid  access,  the 
Nebraska  Medical  Association  Board  of  Directors  study 
and  establish  a mechanism  in  conjunction  with  appropri- 
ate government  departments  to  monitor  and  assure 
access  to  medical  care  for  Medicare  and  Medicaid 
recipients." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Chris  Caudill,  referring  to  the  second  recommendation, 
suggested  that  the  words  "the  current  system  be  re- 
tained" be  deleted  and  replaced  with  the  phrase  "any 
solution  to  access  issues  be  developed  with  the  guid- 
ance and  participation  of  the  physicians  of  Douglas 
County  and  Lancaster  County."  Doctor  Paustian  was 
amenable  to  this  change.  The  House  then  passed  the 
second  recommendation  as  amended. 

Doctor  Caudill  then  offered  a grammatical  correction 
to  the  second  "WHEREAS"  of  the  proposed  resolution, 
changing  the  words  "are"  to  "is".  This  correction  was 
accepted.  The  House  then  adopted  the  remainder  of  this 
section  of  the  report. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #25, 

PRO  FOURTH  SCOPE  OF  WORK  & ITEM  #7,  RE- 
PORT OF  THE  NMA  PRO  OVERVIEW  COMMITTEE 

These  items  were  considered  together.  Doctor  Herbert 
Hartman  supplemented  the  contents  of  the  two  reports 
and  stated  while  the  elimination  of  the  PRO  point  system 
was  very  acceptable,  the  potential  for  continued  or 
enhanced  scrutiny  of  health  care  by  rural  physicians  was 
of  continuing  concern. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  the  re- 
port of  the  Board  of  Directors,  Item  #25,  PRO  Fourth 
Scope  of  Work  and  the  report  of  the  NMA  PRO  Over- 
view Committee  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Hartman  asked  to  make  the  following  corrections  to  the 
Report  of  the  NMA  PRO  Overview  Committee.  The 
second  sentence  of  the  first  paragraph  under  the  head- 
ing "Role  of  PRO  Committee"  should  read  as  follows: 
"The  Committee  has  to  function  as  an  advocate,  if 
possible,  for  those  members  who  needed  support  with 
Sunderbruch  to  ameliorate  their  public  concerns."  He 
also  requested  that  any  PRO  communications  received 
by  the  membership  be  referred  to  the  Association's 
office.  He  informed  the  House  that  with  implementation 
of  the  Fourth  Scope  of  Work,  under  which  patterns  of 


250  Nebraska  Medical  Journal  July  1993 


care  will  be  evaluated,  Sunderbruch  will  be  hiring  a 
coordinator.  This  position  will  be  advertised  in  the  Ne- 
braska Medical  lournal.  The  House  then  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 

MEDICAID  SERVICES 

Considerable  concern  was  expressed  regarding  the 
precedent  of  implementing  a physician's  license  fee 
surcharge  to  be  used  for  support  of  Medicaid  medical 
services. 

Doctor  Chris  Caudill  and  his  associates  were  com- 
mended for  the  excellence  of  their  diligence  and  work  in 
interacting  with  the  Department  of  Social  Services  and 
the  Legislature  concerning  the  funding  of  Medicaid 
services. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  the  re- 
port of  the  Ad-Hoc  Committee  on  Medicaid  Services  be 
filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  RESOLUTION  #14  - C.J.  CORNELIUS,  JR.,  M.D.  - 

MANAGED  COMPETITION  AND  NETWORKING 

This  resolution  read  as  follows: 

WHEREAS,  political  forces  are  at  work  to  reform  the 
health  care  system  and 

WHEREAS,  a variety  of  strategies  are  surfacing  to 
take  advantage  of  the  opportunities  envisioned  under 
managed  competition  and 

WHEREAS,  the  organization  with  sufficient  resources 
to  formulate  and  implement  networking  plans  include 
insurance  entities,  managed  care  plans  and  hospitals 
and 

WHEREAS,  some  of  these  plans  are  nearing  imple- 
mentation in  the  state  of  Nebraska; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  through  its  appropriate  commis- 
sion and  in  consultation  with  the  American  Medical 
Association  study  these  plans  and  provide  its  member- 
ship with  timely  guidance  in  this  evolving  arena  of 
managed  competition  and  networking. 

Doctor  Carl  Cornelius  spoke  in  support  of  the  reso- 
lution and  provided  supplemental  related  information. 
There  was  no  opposition. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  Resolu- 
tion #1 4 be  adopted  as  written  and  referred  to  the  Board 
of  Directors  for  decision. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(7)  PHYSICIANS  CHECKED,  A REPORT  ON  THE  DISCI- 
PLINE OF  THE  PROFESSION 

The  report  was  considered  to  be  well  conceived.  It 


was  indicated  there  were  other  categories  of  profession 
monitoring  and  regulation  which  were  not  included  in 
the  report  and  should  be  added.  In  view  of  the  length  of 
the  report,  it  was  suggested  an  executive  summary  be 
prepared  for  both  physicians,  the  press  and  the  public. 

RECOMMENDATIONS: 

1.  The  Board  of  Directors  should  solicit  information 
as  to  additional  categories  of  control  wherein  physicians 
are  subject  to  discipline  and/or  regulation. 

2.  An  executive  summary  of  the  report  be  prepared 
for  physicians,  the  press  and  the  public. 

3.  The  report  and  any  additions  be  referred  back  to 
the  Board  of  Directors  for  dissemination  as  deemed 
appropriate. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Doctor 
Cornelius,  as  a point  of  information,  inquired  as  to  whose 
responsibility  it  is  to  call  a meeting  of  the  Commission  on 
Medical  Qualifications.  It  was  deemed  to  be  the  respon- 
sibility of  the  State  Department  of  Health.  Following  this 
discussion,  the  House  adopted  this  section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  AS  A 
WHOLE.  This  was  adopted  by  the  House.  Doctor  Paustian 
thanked  his  fellow  reference  committee  members  for 
their  excellent  participation. 

Respectfully  submitted, 

Frederick  F.  Paustian,  M.D.,  Chairman,  Omaha 
Alvin  A.  Armstrong,  M.D.,  Scottsbluff 
Dale  E.  Michels,  M.D.,  Lincoln 

Reference  Committee  B 

Reference  Committee  B considered  1 1 reports  and  3 
resolutions.  The  Reference  Committee  submits  the  fol- 
lowing report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #2, 
RESOLUTION  #2  (F92)  PROFESSIONAL  COURTESY 

The  Committee  heard  limited  testimony  on  this  re- 
port. It  was  felt  that  ethical  and  practical  questions  were 
raised.  Testimony  suggested  this  could  best  be  referred 
to  the  Ad-Hoc  Committee  on  Health  Policy  Statements. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that  the 
Board  of  Directors  refer  this  matter  to  the  Ad-Hoc 
Committee  on  Health  Policy  Statements. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #7, 
OBRA  REGULATIONS  (INSPECTIONS),  REPORTOF 
BOARD  OF  DIRECTORS,  ITEM  #9,  RESOLUTION  #9 
(F92)  OBRA  REGULATIONS  (PATIENT  VISITS),  RE- 
PORT OF  BOARD  OF  DIRECTORS,  ITEM  #1 0,  RESO- 
LUTION #10  (F92)  PHYSICIAN  VISITS  RE:  OBRA 
REGULATIONS  AND  REPORT  OF  NMA  ADVISORY 
COMMITTEE  ON  NURSING  HOME  REGULATIONS 

These  four  reports  were  considered  together.  The 
Reference  Committee  wishes  to  commend  the  NMA 
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Advisory  Committee  on  Nursing  Home  Regulations  for 
its  success  in  establishing  an  excellent  working  relation- 
ship with  the  state  office  responsible  for  assuring  the 
implementation  of  the  federal  statutes.  The  Committee 
urges  the  delegates  to  refer  their  members  to  the  "pink 
sheet"  (NMA  newsletter)  for  model  language  which  can 
be  employed  by  physicians  as  a chart  entry  when  they 
feel  nursing  home  visits  could  be  made  less  frequently 
than  mandated. 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  that  these 
reports  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #21, 
COLUMBIA  INSTITUTE/KERREY  CONFERENCE 

No  testimony  was  offered. 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  that  the 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORTSOFTHE  UNIVERSITY  OF  NEBRASKAMEDI- 
CAL  CENTER  AND  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

No  testimony  was  offered: 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  that  these 
reports  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(5)  REPORT  OF  NMA  MEDICAL  STUDENT  CHAPTER, 
UNMC 

The  President  of  the  NMA  Medical  Student  Chapter 
was  present  at  the  Committee.  The  Reference  Commit- 
tee urges  each  delegate  to  read  this  short  report  of  the 
outstanding  activities  of  this  student  chapter  during  the 
past  year. 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  that  the 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  COMMITTEE  ON  HEALTH  PLANNING 

The  chair  of  the  Committee  was  present  to  testify. 
The  report  consists  of  three  sections  each  submitted  for 
ratification  by  the  House  for  inclusion  in  the  Nebraska 
Medical  Association's  white  paper,  Nebraska  Health 
Care  Reform.  The  first  section,  Managed  Competition, 
and  the  third  section,  Practice  Parameter/Guidelines, 
are  primarily  informational.  The  second  section,  Variable 


Cost  Sharing  Using  a Prioritized  Health  Service  List,  asks 
the  Association  to  endorse  the  concept  of  a prioritized 
list  of  health  services  with  variable  cost  sharing.  No 
negative  testimony  was  heard.  Your  Reference  Commit- 
tee commends  the  diligence  and  hard  work  of  the 
Committee  on  Health  Planning  and  the  efforts  of  its 
chairholder. 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  that  the 
report  of  the  Committee  on  Health  Planning  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(7)  REPORT  OF  COMMITTEE  ON  RURAL  HEALTH 

The  chair  of  the  Committee  was  present  to  testify.  No 
negative  testimony  was  heard.  Delegates  should  take 
note  of  the  foundation  of  the  Nebraska  Rural  Health 
Association,  which  the  NMA  has  joined  as  a corporate 
member. 

RECOMMENDATION: 

1.  Your  Reference  committee  recommends  that  the 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  RESOLUTION  #7  - METRO  OMAHA  MEDICAL 

SOCIETY  - BLUE  RIBBON  COALITION 

This  resolution  read  as  follows: 

WHEREAS,  the  current  national  administration  has 
indicated  a willingness  to  allow  individual  states  signifi- 
cant flexibility  to  manage  their  own  health  care  system, 
and 

WHEREAS,  Governor  Nelson,  recognizing  the  need 
for  this  state  to  have  an  overall  health  policy,  has  ap- 
pointed a Blue  Ribbon  Coalition  to  study  this  issue,  and 

WHEREAS,  input  from  the  physician  community  is 
desperately  needed,  with  a‘n  emphasis  on  primary  health 
care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  take  the  leadership  position  in 
formulating  the  health  care  system  for  the  State  of 
Nebraska. 

Positive  testimony  of  support  was  heard.  An  editorial 
recommendation  that  the  wording  be  changed  for  clari- 
fication was  accepted  by  the  author  of  the  resolution. 
The  following  amended  resolution  is  therefore  proposed: 

"THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  continue  its  active  participation  in 
formulating  the  health  care  system  for  the  State  of 
Nebraska." 

RECOMMENDATION: 

1 . Your  Reference  Committee  recommends  that  the 
resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 
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(9)  RESOLUTION  #12  - NMA  MEDICAL  STUDENT 
CHAPTER,  UNMC  - STUDENT  REPRESENTATIVE  ON 
THE  NMA  BOARD  OF  DIRECTORS  & RESOLUTION 
#13  - NMA  MEDICAL  STUDENT  CHAPTER,  UNMC, 
FUNDING  FOR  AMA  MEDICAL  STUDENT  SECTION 
NATIONAL  COMMITTEE  MEMBERS 

Resolution  #12  read  as  follows: 

WHEREAS,  it  is  among  the  stated  goals  of  the  NMA- 
MSC  to  encourage  and  support  the  active  participation 
of  medical  students  in  the  activities  of  the  NMA,  and 

WHEREAS,  the  AMA  "encourages  medical  societies 
to  provide  mechanisms  for  more  direct  involvement  of 
students  at  the  state  and  local  levels,"  a position  sup- 
ported by  the  NMA,  and 

WHEREAS,  the  NMA  has  indicated  an  interest  in 
increasing  third  and  fourth  year  medical  students'  in- 
volvement in  organized  medicine,  and 

WHEREAS,  medical  students  have  national  represen- 
tation on  the  AMA  Board  of  Trustees,  in  the  form  of  a 
non-voting  member,  while  medical  students  in  Nebraska 
do  not  currently  enjoy  this  representation  on  the  state 
level; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  pro- 
vide a non-voting  position  on  its  Board  of  Directors  for 
a student  with  membership  in  the  NMA-MSC,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Student  Repre- 
sentative of  the  Board  of  Directors  be  a third  or  fourth 
year  medical  student  elected  for  a one  year  term  by  the 
members  of  the  NMA-MSC,  with  final  approval  by  the 
Board  of  Directors  of  the  NMA. 

Resolution  #13  read  as  follows: 

WHEREAS,  it  is  among  the  stated  goals  of  the  NMA- 
Medical  Student  Chapter  to  involve  its  members  in  the 
scientific  and  ethical  obligations  of  the  profession  of 
medicine;  and  to  encourage  and  support  the  active 
participation  of  medical  students  in  the  NMA,  and 

WHEREAS,  the  NMA  expresses  its  support  to  the 
NMA-MSC  in  regards  to  increasing  the  involvement  of 
third  and  fourth  year  medical  students  on  local  and 
national  levels  in  the  NMA/AMA,  and 

WHEREAS,  attending  the  AMA-Medical  Student  Sec- 
tion meetings  allows  students  to  formulate  national 
student  policy,  as  well  as,  articulate  medical  student 
positions  on  AMA  policies,  and  through  this  involvement 
develop  future  AMA  membership  and  leadership  poten- 
tial, and 

WHEREAS,  future  AMA  membership  and  leadership 
strongly  depends  upon  third  and  fourth  year  medical 
student  participation  and  leadership  in  the  AMA-MSC  on 
both  local  and  national  levels,  expressly  including  in- 
volvement in  national  committee  positions,  i.e.,  non- 
Governing  council  student  positions,  and 

WHEREAS,  the  NMA  currently  underwrites  a fixed 
amount  of  funds  to  aid  in  sending  the  NMA-MSC  student 
Delegate  and  Alternate  Delegate  to  the  AMA-MSS  an- 
nual and  interim  meetings; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  pro- 
vide in  its  annual  budget  a fixed  amount  of  funds  to  be 


determined  annually  by  the  Board  of  Directors  to  aid  in 
sending  any  University  of  Nebraska  College  of  Medicine 
medical  student  appointed  to  an  AMA-MSS  National 
Committee,  being  both  an  AMA  and  NMA-MSC  mem- 
ber, to  the  annual  and  interim  meetings. 

These  two  resolutions  were  considered  together.  The 
authors  of  the  resolutions  were  present  to  testify.  Testi- 
mony was  received  from  many  committee  participants. 
All  testimony  was  strongly  in  favor  of  the  general  con- 
cepts of  the  resolutions,  and  emphasized  that  the  oppor- 
tunity to  participate  catalyzes  still  more  participation. 
While  the  proposals  both  came  From  one  of  the  medical 
schools  in  the  state,  the  authors  were  very  favorable  to 
the  suggestion  that  students  from  both  medical  schools 
should  participate  in  these  suggested  positions  and 
committees.  One  suggestion  regarding  the  non-voting 
Board  position  was  to  alternate  Creighton  and  UNMC 
students  in  the  position.  The  fiscal  note  of  the  second 
resolution  also  needs  greater  definition  and  sources  of 
potential  funding  need  studied.  Some  of  the  funding 
could  come  from  the  NMA,  some  from  the  schools,  and 
another  possible  source  suggested  was  the  Nebraska 
Medical  Foundation.  The  Committee  wishes  to  com- 
mend the  Medical  Student  Chapter  for  its  strong  efforts. 

RECOMMENDATION: 

1 . Your  reference  Committee  recommends  that  Reso- 
lutions 1 2 and  1 3 be  referred  to  the  Board  of  Directors 
for  report  back  at  Fall,  1993,  Session. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  B AS  A 
WHOLE.  This  was  adopted  by  the  House.  Doctor 
Fosnaugh  thanked  his  fellow  reference  committee  mem- 
bers for  their  participation  in  preparation  of  the  report. 

Doctor  Cornelius,  as  a point  of  information,  asked  for 
clarification  of  the  Nebraska  Rural  Health  Association.  It 
was  noted  that  although  the  Nebraska  group  is  not 
currently  affiliated  with  the  national  organization,  that  is 
the  group's  long  term  goal.  Doctor  Cornelius  cautioned 
the  Board  to  take  a long,  hard  look  at  this  Association 
before  becoming  too  closely  tied  to  it. 

Respectfully  submitted, 

James  A.  Fosnaugh,  M.D.  Chairman,  Lincoln 
Richard  A.  Raymond,  M.D.,  Omaha 
Milton  R.  Johnson,  M.D.  Scottsbluff 


Reference  Committee  C 

Reference  Committee  C considered  7 reports,  4 
resolutions  and  the  minutes  of  the  Board  of  Councilors. 
The  Reference  Committee  submits  the  following  report 
and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  iTEM  #1, 
RESOLUTION  #1  (F  92)  RESIDENCY  MEDICARE 
PROVIDER  NUMBERS 

The  Committee  reviewed  this  report  and  notes  that 
this  item  been  dealt  with  by  HCFA.  No  further  action  is 
felt  to  be  necessary  at  this  time. 
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RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  item 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #4, 
RESOLUTION  #4  (F  92)  ELIMINATION  OF  PAY- 
MENT DIFFERENTIAL  FOR  "NEW  PHYSICIANS" 

The  Committe  heard  testimony  that  this  matter  is 
presently  in  the  legislative  arena  as  listed  in  the  Ad-Hoc 
Committee  on  Young  Physicians'  report.  The  AMA  con- 
tinues to  support  the  goal  of  elimination  of  the  payment 
differential. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  sup- 
port of  continued  efforts  in  this  endeavor. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#14,  INVOLVEMENT  OF  WOMEN  PHYSICIANS 

The  reference  committee  heard  testimony  regarding 
this  matter  and  had  input  from  our  female  committee 
member  indicating  that  specific  considerations  that  might 
facilitate  involvement  of  female  physicians  would  in- 
clude a greater  attention  to  personal  contact  when  new 
physicians  are  beginning  practice  as  opposed  to  imper- 
sonal mailings.  Also  consideration  of  spousal  and  familial 
responsibilities  could  be  helpful  in  the  local  medical 
society's  activities  and  plans. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  adoption 
of  this  item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#19,  APPOINTMENT  OF  INTERIM  COUNCILOR 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  item 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the 
report  was  adopted  by  the  House. 

(5)  REPORT  OF  THE  DELEGATE  TO  THE  A.M.A. 

The  AMA  Delegate  report  was  received. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that  this 
report  be  filed  with  our  compliments  on  an  excellent, 
well-written  report  and  with  the  appreciation  of  the 
committee  for  the  many  years  of  excellent  representa- 
tion of  our  Association  by  Doctor  Cornelius. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 


(6)  REPORT  OF  THE  AD-HOC  COMMITTEE  RE:  MEDICARE 

Testimony  was  given  in  regards  to  the  report  of  the 
Ad-Hoc  Committee  Re:  Medicare  on  the  distinction 
between  the  Ad-Hoc  Committee  Re:  Medicare  and  the 
HCFA  mandated  medical  advisory  committee.  The  HCFA 
mandated  committee  is  larger  and  is  to  provide  input 
regarding  medical  care  issues  in  the  state,  whereas  the 
NMA  Ad-Hoc  Medicare  Committee  has  a role  in  dealing 
with  HCFA  nationally  and  deals  with  problems  physi- 
cians have  with  Medicare  carriers. 

Substantial  testimony  was  heard  regarding  the  issue 
of  penalties  and  lack  of  reimbursement  for  pre-operative 
examination  and  testing.  The  Medicare  carrier  has  disal- 
lowed and  demanded  reimbursement  for  pre-operative 
testing  in  at  least  one  instance  cited  in  Committee 
testimony.  Testimony  was  heard  regarding  the  fact  that 
the  physician  is  put  into  a position  of  having  to  meet 
requirements  or  certain  testing  by  the  hospital,  anesthe- 
sia department  or  a surgical  facility  and  then  on  the  other 
hand  be  told  that  these  items  cannot  be  reimbursed  by 
Medicare.  After  a substantial  amount  of  discussion,  a 
resolution  was  drawn  up  and  is  presented  as  follows: 

"WHEREAS,  pre-op  laboratory  testing  is  usually  re- 
quired by  hospitals,  departments  of  anesthesia  and  sur- 
gical facility  standards,  and 

WHEREAS,  routine  pre-op  laboratory  testing  is  de- 
nied reimbursement  by  Medicare  carriers  based  on  the 
original  Social  Security  Act; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  en- 
courage the  AMA  to  seek  introduction  and  adoption  of 
legislation  that  would  allow  reimbursement  of  pre-op 
laboratory  testing  which  is  required  by  these  facilities." 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  adoption 
of  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(7)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 

YOUNG  PHYSICIANS 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(8)  RESOLUTION  #2  - METRO  OMAHA  MEDICAL  SO- 
CIETY - MEDICARE  PAYMENT  FOR  PSYCHIATRIC 

AND  MENTAL  DISORDERS 

This  resolution  read  as  follows: 

WHEREAS,  primary  care  physicians  have  no  ability  to 
select  the  patients  they  see  in  their  offices,  and 

WHEREAS,  primary  care  physicians  care  for  the  ma- 
jority of  patients  in  nursing  homes,  and 

WHEREAS,  a certain  percentage  of  patients  in  pri- 
mary care  suffer  from  psychiatric  illnesses  and  the  major- 
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ity  of  patients  in  nursing  homes  suffer  from  some  form  of 
organic  brain  disorders,  and 

WHEREAS,  Medicare  reduces  payment  for  psychiat- 
ric and  mental  disorders  with  CPT  codes  290  through 
318  by  37.5%  of  the  allowable  charge; 

THEREFORE,  BE  IT  RESOLVED,  that  the  American 
Medical  Association  and  the  Nebraska  Medical  Associa- 
tion request  Medicare  payment  for  psychiatric  and  men- 
tal disorders  by  appropriate  and  be  based  upon  1 00%  of 
the  allowable  charge. 

This  resolution  was  reviewed.  Testimony  was  heard 
regarding  the  fact  that  there  is  a 37.5%  reduction  in 
reimbursement  for  visits  which  give  as  the  primary 
diagnosis  psychiatric  disorders  and  that  there  is  no 
apparent  justification  for  this  differential  payment.  A 
correction  was  made  as  follows: 

"WHEREAS,  Medicare  reduces  payment  for  psychiat- 
ric and  mental  disorders  with  ICD  CM  Codes  290-319  by 
37.5%  of  the  allowable  charge;" 

On  line  16,  the  word  "by"  should  be  changed  to  "be" 
RECOMMENDATION: 

1 . Your  reference  committee  recommends  adoption 
of  this  resolution  as  corrected. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  RESOLUTION  #3  - METRO  OMAHA  MEDICAL  SO- 
CIETY - MEDICARE  REIMBURSEMENT 

This  resolution  read  as  follows: 

WHEREAS,  we  have  multiple  daily  phone  calls,  and, 
often  subsequent  mail  confirmation  requiring  signature 
and  dating,  for  orders,  prescriptions,  and  prescription 
and  incidents  from  home  health  agencies,  nursing  homes, 
skilled  nursing  facilities,  and  residential  care  facilities, 
and 

WHEREAS,  we  have  multiple  phone  calls  throughout 
the  day  for  prescriptions,  and  prescription  refills,  some- 
times requiring  subsequent  signed  and  certified  mail 
confirmation,  and 

WHEREAS,  we  have  multiple  forms,  often  requiring 
two  or  more  forms  for  a single  purpose,  from  a variety  of 
agencies  and  services  including:  MOBY;  handicapped 
parking;  Omaha  Housing  Authority;  Disability  Property 
Tax;  SSA-DHHS  Ability  to  Administer  Benefits;  Reading 
Disabled;  cardiac  rehabilitation;  pulmonary  rehabilita- 
tion; physical  therapy  and  other  modalities;  nursing 
home;  skilled  nursing  facility;  residential  living;  DISCUS 
(nursing  home  dyskinesia  forms);  immunization  forms, 
forms  for  durable  medical  equipment  including  oxygen, 
blood  sugar,  walkers,  wheelchairs,  beds,  commodes, 
etc;  and  tumor  registry,  and 

WHEREAS,  we  are  also  experiencing  an  increasing 
request  for  release  of  copies  of  records  for  continuing 
care  of  patients  when  their  primary  care  is  shifted  at 
more  frequent  intervals  because  of  managed  care  con- 
tract changes,  and 

WHEREAS,  the  sum-total  represents  a significant  bur- 
den, especially  for  rural  physician  practices,  and 


WHEREAS,  there  needs  to  be  some  coding  and 
reimbursement; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  and  the  American  Medical  Associa- 
tion support  negotiations  with  HCFA  to  provide  appro- 
priate coding  and  routine  reimbursement  of  the  above 
catalogued  currently  un-reimbursed  medical  services. 

The  Committee  heard  testimony  regarding  this  reso- 
lution and  the  Committee  was  quite  sympathetic  to  the 
issues  presented.  While  we  support  the  intent  and  appre- 
ciate the  frustrations  detailed  in  the  resolution,  it  should 
be  noted  that  CPT  codes  are  already  available  for  some, 
if  not  most,  of  these  activities,  and  AMA  policy  has 
addressed  the  issue  of  lack  of  reimbursement. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that  this 
resolution  not  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(10)  RESOLUTION  #6  - METRO  OMAHA  MEDICAL 
SOCIETY  - MEDICARE  FEE  SCHEDULE 

This  resolution  read  as  follows: 

WHEREAS,  a strong  system  of  primary  care  physi- 
cians is  integral  to  any  forthcoming  plan  for  health  care 
reform,  and 

WHEREAS,  the  primary  care  physician  carries  a de- 
gree of  responsibility  that  is  the  equivalent  of  that  carried 
by  the  surgeon  or  specialist,  and 

WHEREAS,  the  training  of  the  primary  care  physician 
takes  nearly  as  many  years  and  work  as  that  of  a surgeon 
or  specialist,  and 

WHEREAS,  RBRVS  has  fallen  far  short  of  its  projected 
goals  of  correcting  the  inequities  in  the  Medicare  fee 
system  and  has  in  fact  reduced  the  income  of  primary 
care  physicians  in  many  instances,  and 

WHEREAS,  the  cost  of  office  overhead  is  steadily 
escalating,  and 

WHEREAS,  primary  care  practice  is  not  economically 
feasible  for  the  heavily-indebted  younger  physician,  and 

WHEREAS,  many  primary  care  physicians  can  no 
longer  afford  to  see  Medicare  patients  under  the  current 
Medicare  fee  schedule; 

THEREFORE,  BE  IT  RESOLVED,  that  this  serious  prob- 
lem be  forwarded  to  the  AMA  for  appropriate  action 
with  HCFA. 

The  resolution  was  reviewed  and  testimony  was 
heard.  It  was  felt  by  the  Committee  that  this  resolution  is 
a reaffirmation  of  present  AMA  policy  and,  while  we 
appreciate  the  intent  of  this  resolution,  we  recommend 
that  it  not  be  adopted  at  this  time  because  continuing 
efforts  are  being  made  by  the  AMA  to  improve  reim- 
bursement for  primary  care. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that  this 
resolution  not  be  adopted. 
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MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(11)  RESOLUTION  #1 1 - BUFFALO  COUNTY  MEDICAL 
SOCIETY  - LIMITATION  ON  AMA  DELEGATE/AL- 
TERNATE TERMS 

This  resolution  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  has 
always  been  well  represented  at  the  American  Medical 
Association  by  its  delegates,  and 

WHEREAS,  the  delegates  have  often  provided  long, 
distinguished  service  to  the  physicians  of  the  State  of 
Nebraska,  and 

WHEREAS,  there  now  exists  as  never  before  a large 
group  of  young  physicians  interested  in  organized  medi- 
cine, and 

WHEREAS,  the  current  system  of  appointment  of 
delegates  and  alternate  delegates  fails  to  address  the 
need  for  the  involvement  of  younger  physicians  within 
organized  medicine; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Commission 
on  Association  Affairs  of  the  Nebraska  Medical  Associa- 
tion develop  amendments  to  the  Bylaws  of  the  Associa- 
tion to  provide  that  the  delegates  to  the  AMA  be  elected 
for  a maximum  of  three  two-year  terms,  and 

BE  IT  FURTHER  RESOLVED,  that  alternate  delegates 
also  be  elected  for  a maximum  of  three  two-year  terms 
and  that  an  alternate  delegate  may  then  become  a 
delegate  for  the  same  maximum  number  of  terms,  and 

BE  IT  FURTHER  RESOLVED,  that  any  vacancies  oc- 
curring in  these  alternate  delegate  slots  may  be  filled 
temporarily  by  an  officer  of  the  Association  until  the  next 
regular  House  of  Delegates  meeting  of  the  Association. 

Considerable  testimony  was  heard  regarding  this 
resolution  on  both  sides.  On  the  affirmative  side,  it  was 
noted  that  term  limitations  would  allow  greater  partici- 
pation, particularly  of  younger  members  in  the  AMA 
meetings.  On  the  negative  side,  it  was  noted  that  our 
number  of  delegates  is  a soft  number  and  we  do  not 
necessarily  have  an  assurance  that  we  will  continue  to 
have  the  same  number  of  delegates.  The  effectiveness  of 
the  delegates  was  also  considered  to  be  an  issue  in  that 
it  takes  several  AMA  sessions  before  the  delegate  be- 
comes familiar  with  the  routines  and  political  implica- 
tions of  the  delegate's  position.  The  additional  cost  of 
sending  a larger  delegation  to  the  national  convention 
was  also  cited  and  the  estimate  from  the  Board  of 
Directors  was  that  this  would  cost  an  additional  $ 1 6,000 
annually  and  would  require  a $10  annual  increase  in 
dues.  After  hearing  the  testimony  and  hearing  a predomi- 
nant number  of  delegates  testify  against  this  resolution, 
the  Committee  recommends  that  the  resolution  not  be 
adopted  but  that  young  physicians  continue  to  be  en- 
couraged to  seek  out  leadership  positions  within  the 
organization. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  this  reso- 
lution not  be  adopted 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(12)  MINUTES,  BOARD  OF  COUNCILORS 

The  minutes  were  reviewed. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  these 
minutes  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  C AS  A WHOLE. 
This  was  seconded.  Doctor  Schenken,  in  reference  to 
the  payment  differential  for  young  physicians,  noted  that 
an  AMA  study  found  that  over  time,  young  physicians 
would  not  benefit  from  its  elimination.  Doctor  Kevin 
Nohner  noted,  however,  that  most  young  physicians  are 
in  need  of  the  increased  reimbursement  during  their  first 
years  of  practice  in  order  to  pay  off  educational  debts 
they  have  incurred. 

Doctor  Cornelius  asked  that  in  the  future,  when  a 
resolution  supports  the  current  policy  of  the  Association, 
that  the  reference  committee  consider  the  resolution  as 
a reaffirmation  of  the  existing  policy  rather  than  recom- 
mend not  adopting  the  resolution. 

Discussion  ensued  regarding  the  need  to  include 
within  the  resolution  proposed  in  Item  #6  a request 
asking  the  AMA  to  develop  guidelines  for  pre-op  testing. 
It  was  felt  unnecessary  as  it  is  inherent  in  the  general 
intent  of  the  resolution. 

Doctor  Meissner  noted  that  the  underlying  motive  of 
the  resolution  was  to  have  the  issue  brought  up  and 
attempt  to  have  the  issue  of  pre-op  testing  requirements 
resolved.  The  House  then  adopted  the  report  of  Refer- 
ence Committee  C as  a whole. 

I wish  to  thank  my  fellow  Committee  members,  jon  J. 
Hinrichs  of  Lincoln  and  Susanne  Eilts  of  Omaha  who  very 
ably  substituted  for  Dr.  Zweiback. 

Respectfully  submitted, 

Gordan  D.  Adams,  M.D.,  Norfolk-Chairman 
Susannne  Eilts,  M.D.,  Omaha 
Jon  J.  Hinrichs,  M.D.,  Lincoln 

Doctor  Richard  Meissner,  Speaker  of  the  House, 
assumed  the  podium. 

Reference  Committee  D 

Reference  Committee  D considered  8 reports,  the 
Annual  Audit,  and  Life  and  Associate  membership  re- 
quests. The  Reference  Committee  submits  the  following 
report  and  recommendations. 

(1 ) REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM  #8, 

RESOLUTION  #8  (F92)  LIFE  MEMBERSHIP 

Testimony  was  heard  regarding  the  change  in  the 
status  of  transferring  from  Associate  membership  to  Life 
membership.  All  testimony  with  regard  to  this  report  was 
favorable.  The  report  of  the  Commission  on  Association 
Affairs  has  recommended  that  an  Associate  member 
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who  has  practiced  25  years  and  who  is  totally  retired 
may  transfer  to  Life  membership  status  with  county 
medical  society  approval  at  such  time  as  the  individual 
attains  40  years  since  the  date  of  graduation  from 
medical  school  and  he/she  remains  retired. 


RECOMMENDATION: 

1 . Item  #8  of  the  report  of  the  Board  of  Directors  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #16, 

ANNUAL  AUDIT 

Testimony  was  heard  regarding  the  Annual  Audit  and 
the  fact  that  the  Association  finished  1 992  with  a general 
fund  balance  of  $77,264.00.  Members  giving  testimony 
encouraged  the  use  of  the  products  and  services  en- 
dorsed by  the  NMA,  particularly  including  the  VISA  Cold 
Card.  No  dissenting  testimony  was  heard. 


RECOMMENDATION: 

1.  Item  #16  of  the  report  of  the  Board  of  Directors 
(Annual  Audit)  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #17, 

MEMBERSHIP 

It  is  noted  that  the  NMA  finished  1992  with  a total 
physician  membership  of  1 ,896  establishing  a new  mem- 
bership record  for  the  Association.  Testimony  was  heard 
and  comments  made  regarding  benefits  of  membership 
in  the  Association.  The  specific  items  included  participa- 
tion by  the  officers  and  members  of  the  NMA  in  work  on 
the  Bureau  of  Examining  Boards,  changes  which  will 
occur  in  the  examining  boards,  and  such  disciplinary 
boards  as  may  be  established  by  the  State.  Comment 
was  received  concerning  the  positive  financial  impact 
for  physicians  as  a result  of  membership  in  the  Associa- 
tion. Members  encourage  the  Association  to  actively 
promote  membership  in  positive,  concise  and  progres- 
sive forms. 

RECOMMENDATION: 

1 . Item  #1  7 report  of  the  Board  of  Directors  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OFOUR  REPORT.  This  was  seconded.  Doctor 
Hartman,  although  acknowledging  NMA's  total  1992 
physician  membership  was  1,896,  raised  concern  that 
only  1,571  members  actually  paid  dues  in  1992.  He 
asked  that  the  various  categories  of  membership  be  re- 
evaluated and  that  non-dues  income  be  increased.  The 
House  then  adopted  this  section  of  the  report. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #20, 

NEBRASKA  MEDICAL  IOURNAL 

Testimony  was  heard  encouraging  more  members  to 
publish  articles  in  the  Nebraska  Medical  lournal. 


RECOMMENDATION: 

1.  Item  #20  of  the  report  of  the  Board  of  Directors 
relating  to  the  Nebraska  Medical  lournal  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #23, 
DELEGATE  REPRESENTATION 

Considerable  discussion  was  heard  regarding  del- 
egate representation  and  percentages  of  representation 
from  Lancaster  County  Medical  Society  and  Metro 
Omaha  Medical  Society.  Concern  was  expressed  on 
whether  or  not  the  current  compromise  would  hold  if 
significant  changes  in  health  care  reform  occur.  The 
impression  was  that  should  future  changes  be  necessary, 
it  would  need  to  be  done  as  a good  faith  compromise 
with  the  parties  concerned.  For  the  present,  the  current 
delegate  selection  ratio  is  a reasonable  compromise. 

RECOMMENDATION: 

1 . Item  #23,  Delegate  Representation,  of  the  report 
of  the  Board  of  Directors  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  ANNUAL  AUDIT 

The  audit  was  reviewed.  There  was  no  discussion 
regarding  specific  items  of  the  Audit. 

RECOMMENDATION- 

1.  That  the  Annual  Audit  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(7)  LIFE  & ASSOCIATE  MEMBERSHIP  REQUESTS 

These  requests  were  as  follows: 

REQUESTS  FOR  LIFE  MEMBERSHIP 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Orin  R.  Hayes,  M.D.,  Lincoln 

METRO  OMAHA  MEDICAL  SOCIETY 
Donald  H.  Bendorf,  M.D.,  Omaha 
Mieczyslaw  Cegielski,  M.D.,  Omaha 
Harris  B.  Graves,  M.D.,  Elkhorn 
Robert  E.  Murphy,  M.D.,  Omaha 
Colin  B.  Schack,  M.D.,  Omaha 
William  H.  Schmitz,  M.D.,  Omaha 

SAUNDERS  COUNTY  MEDICAL  SOCIETY 
Ivan  M.  French,  M.D.,  Wahoo 

REQUESTS  FOR  ASSOCIATE  MEMBERSHIP 

HALL  COUNTY  MEDICAL  SOCIETY 
Leo  M.  Adams,  M.D.,  Grand  Island 

METRO  OMAHA  MEDICAL  SOCIETY 
Nathan  R.  Adkins,  M.D.,  Omaha 
John  F.  Fitzgibbons,  M.D.,  Omaha 
James  R.  Scott-Miller,  M.D.,  Omaha 
Donald  P.  Skoog,  M.D.,  Omaha 
Vale  H.  Sorensen,  M.D.,  Omaha 

There  was  no  comment. 
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RECOMMENDATION: 

1.  That  the  Life  and  Associate  membership  requests 
be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(8)  REPORT  OF  NEBRASKA  MEDICAL  FOUNDATION, 
INC. 

The  report  of  the  NMF  was  reviewed.  It  is  noted  that 
there  will  be  a new  president  of  the  Nebraska  Medical 
Foundation  this  next  year.  A concern  was  expressed 
about  goals  and  direction  of  the  Foundation.  Satisfaction 
was  expressed  in  the  manner  in  which  the  Foundation 
has  been  administered. 

RECOMMENDATION: 

1 . Report  of  the  Nebraska  Medical  Foundation,  Inc. 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  Report  of  Commission  on  Association  Affairs 

The  report  of  the  Commission  on  Association  Affairs 
was  reviewed  in  total.  There  was  discussion  regarding 
the  peer  review  process  to  potentially  deny  membership 
to  a person  seeking  membership  in  the  NMA.  There  was 
also  discussion  regarding  the  indemnification  insurance 
for  committee  members,  Board  members,  and  officers  of 
the  NMA. 

RECOMMENDATION: 

1 . The  Reference  Committee  recommends  the  adop- 
tion of  the  report  of  the  Commission  on  Assocition 
Affairs  and  the  bylaw  changes  as  specified  in  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(10)  REPORT  OF  SCIENTIFIC  SESSIONS  COMMITTEE 

Discussion  was  held  regarding  the  new  changes  in 
the  manner  of  involvement  of  the  Scientific  Sessions 
Committee  regarding  joint  sponsorship  of  meetings.  It 
was  suggested  that  the  requirements  for  joint  sponsor- 
ship be  publicized  in  the  Nebraska  Medical  lournal  so  all 
parties  requesting  joint  sponsorship  are  aware  of  con- 
straints on  the  Scientific  Sessions  Committee. 

RECOMMENDATION: 

1 . That  the  report  of  the  Scientific  Sessions  Commit- 
tee be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  D AS  A WHOLE. 
I WOULD  LIKE  TO  THANK  THE  MEMBERS  OF  THIS 
COMMITTEE,  DOCTOR  PETER  J.  WHITTED  AND  DOC- 
TOR M.  JACK  MATHEWS,  FOR  THEIR  HELP  IN  THE 
HEARING  OF  THESE  MATTERS  AND  IN  THE  PREPARA- 
TION OF  THIS  REPORT.  This  was  adopted  by  the  House. 

Respectfully  submitted, 

David  L.  Bacon,  M.D.,  Chairman,  Kearney 
Peter  J.  Whitted,  M.D.,  Omaha 
M.  Jack  Mathews,  M.D.,  Lincoln 


Reference  Committee  E 

Reference  Committee  E considered  1 0 reports  and  6 
resolutions.  The  Reference  Committee  submits  the  fol- 
lowing report  and  recommendations. 

(1 ) REPORT  OFTHE  BOARD  OF  DIRECTORS,  ITEM  #1 1 
(F  92)  LEGISLATIVE  SOLUTION  FOR  LIMITED  X-RAY 
SYSTEM  OPERATOR  PROBLEM 

Discussion  was  heard  in  reference  to  this  addressing 
the  issue.  Testimony  was  heard  in  reference  to  legislative 
action  to  remove  (1)  the  secure  portion  of  the  exam  and 

(2)  an  advisory  committee  for  test  makeup.  Further  it  was 
heard  that  Iowa  has  a limited  system  operator's  examina- 
tion that  could  be  used  as  a model. 

RECOMMENDATION: 

1.  We  recommend  that  this  item  be  referred  to  the 
Commission  on  Legislation  and  Governmental  Affairs 
for  legislative  action  to  be  taken  up  by  the  Nebraska 
Legislature  in  January  of  1994. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OFTHE  BOARD  OF  DIRECTORS,  ITEM  #1 3 
(F  92)  OVERSIGHT  OF  PHYSICIAN  ASSISTANTS 

Discussion  was  heard  in  reference  to  this.  The  bill  has 
been  signed  by  the  Governor.  Testimony  was  also  heard 
that  the  Attorney  General  may  need  to  address  this  in 
reference  to  the  differentiation  between  urban  and  rural. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#15,  CERTIFICATE  OF  NEED 

Discussion  was  heard  in  reference  to  this  and  was  in 
support  of  the  Nebraska  Medical  Association's  opposi- 
tion to  certificate  of  need  for  physicians'  offices. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#18,  ASSOCIATION  APPOINTEES  OR  NOMINEES 
TO  VARIOUS  AGENCIES 

Through  testimony  it  was  learned  that  all  were  ap- 
proved as  indicated  in  the  Board  of  Directors'  report. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

5)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#22,  PHYSICIAN/PHARMACIST  COLLABORATION 
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Testimony  was  heard  in  reference  to  this  item.  It  was 
the  general  feeling  that  ongoing  dialogue  is  needed,  but 
also  it  was  the  general  feeling  of  those  who  testified  that 
the  physician’s  authority  should  not  be  eroded  any 
further  by  any  collaborative  relationship  between  physi- 
cians and  pharmacists. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#24,  DISCIPLINARY  ACTIONS 

Testimony  revealed  that  to  change  releasing  all  disci- 
plinary action  to  the  media  until  they  have  been  substan- 
tiated and  true  could  be  changed  but  would  require 
legislative  measures.  The  Attorney  General  of  the  State 
of  Nebraska  should  be  encouraged  to  "try  and  settle" 
with  the  physician  involved  before  a petition  is  filed. 
When  the  petition  is  filed  this  is  made  a public  record. 
Testimony  was  also  heard  that  even  the  Department  of 
Health  is  hindered  until  the  current  statute  is  changed. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(7)  REPORT  OF  THE  BOARD  OF  EXAMINERS  IN  MEDI- 
CINE & SURGERY 

No  testimony  was  heard  in  reference  to  this.  The 
drafter  of  the  report  is  to  be  commended  on  the  quality 
of  this  report. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(8)  REPORT  OF  THE  STATE  DEPARTMENT  OF  HEALTH 

Minimal  discussion  was  held  in  reference  to  this 
report.  Dr.  Mark  B.  Horton  was  in  attendance  and  many 
of  his  comments  were  made  at  the  oral  report  section  of 
the  House  of  Delegates.  Your  reference  committee 
would  like  to  commend  Dr.  Horton's  efforts  and  coop- 
eration with  the  Nebraska  Medical  Association  and 
physicians  in  the  State  of  Nebraska. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(9)  REPORT  OF  THE  COMMISSION  ON  LEGISLATION 
& GOVERNMENTAL  AFFAIRS 

Only  discussion  in  reference  to  LB  805  was  heard. 
Testimony  was  heard  to  continue  the  NMA's  opposition 


to  LB  805.  Considerable  discussion  was  held  in  reference 
to  a possible  $100  assessment,  and  a considerable 
amount  of  opposition  was  heard  in  reference  to  this. 
Many  of  those  testifying  felt  that  further  discussions 
should  be  held  in  reference  to  the  assessment  by  the 
entire  House  of  Delegates. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 

Doctor  Loschen  reviewed  the  events  which  led  to  the 
proposed  two  year  $ 1 00  assessment.  The  assessment  is 
viewed  by  Senator  Byars  as  a means  of  increasing  access 
to  primary  care  as  the  proposed  assessment  would  be 
channeled  into  increases  of  reimbursement  for  the  pri- 
mary care  codes  under  Medicaid.  Although  the  NMA 
has  not  endorsed  this  proposal,  the  Executive  Commit- 
tee did  tell  those  behind  the  proposal  that  the  Associa- 
tion would  not  actively  oppose  it. 

However,  as  was  pointed  out  by  several  physicians, 
primary  care  codes  are  not  only  used  by  all  specialties 
but  also  by  non-physician  health  care  providers.  The 
general  consensus  of  the  discussion  was  in  opposition  to 
any  increase  in  the  licensure  fee  unless  the  increase  was 
tied  to  improvement  of  the  regulatory  process.  It  was 
also  noted  that  no  other  health  care  provider  is  being 
assessed  in  order  to  ease  the  Medicaid  shortfall. 

It  was  felt  by  some  that  channeling  the  funds  back  into 
increased  Medicaid  payments  would  be  viewed  nega- 
tively by  the  public,  .contributing  even  more  to  the 
public's  perception  of  physicians  as  greedy. 

Doctor  Meissner  requested  a motion  for  action. 
Doctor  Carl  Cornelius  moved  that  the  Association  policy 
continue  to  be  that  of  supporting  the  use  of  license  fees 
for  the  purposes  for  which  license  fees  were  set  up  and 
that  any  other  assessments  be  vigorously  opposed.  This 
was  seconded. 

Doctor  Frederick  Paustian  felt  that  the  issue  of  the 
source  of  money  used  to  alleviate  the  Medicaid  shortfall 
had  not  been  addressed  and  offered  thefollowingamend- 
ment  to  the  motion:  That  the  NMA  reiterate  and  strongly 
support  the  concept  of  treating  Medicaid  medical  ser- 
vices as  a societal  problem  and  that  as  such,  such 
services  be  supported  by  a broad-based  tax  upon  the 
citizens  of  the  State  of  Nebraska.  This  was  seconded. 

As  a point  of  order,  it  was  queried  as  to  whether  it 
would  be  better  to  treat  these  two  motions  separately. 
Doctor  Paustian  agreed  to  withdraw  his  amendment  to 
the  motion.  The  House  then  proceeded  to  vote  in  favor 
of  Doctor  Cornelius'  motion. 

In  order  to  clarify  the  Association's  position  on  the 
assessment  concept,  Doctor  Paustian  moved  that  the 
NMA  reiterate  and  strongly  support  the  concept  of 
treating  Medicaid  medical  services  as  a societal  problem 
and  as  such,  such  services  be  supported  by  a broad- 
based  tax  upon  the  citizens  of  the  State  of  Nebraska.  This 
was  seconded. 

Doctor  Schenken  pointed  out  that  the  entire  problem 
had  been  triggered  by  the  federal  matching  system.  If  the 
House  supported  the  motion,  a public  relations  problem 
could  develop  and  the  Board  would  need  to  be  prepared 
to  deal  with  this. 
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A proposed  amendment  to  the  motion  was  made, 
adding  the  words  "including  physicians”  after  the  word 
"citizens".  This  amendment  was  seconded  and  carried. 

Doctor  Loschen  clarified  that  the  Board  had  not 
volunteered  the  assessment  but  that  it  had  evolved 
through  the  negotiation  process.  He  cautioned  the  House 
that  if  they  voted  in  opposition  to  the  assessment,  the 
end  result  could  be  being  hit  with  an  even  larger  assess- 
ment. 

Discussion  centered  around  the  implications  of  sup- 
porting the  motion.  Some  felt  that  the  action  could  be 
misinterpreted  by  the  public  and  that  a more  admirable 
approach  would  be  to  suggest  a freeze  on  Medicaid 
reimbursement  or  even  a minimal  decrease  in  reim- 
bursement. 

Doctor  Meissner  asked  Association  attorney  and 
lobbyist,  Mr.  Charles  Pallesen,  to  address  the  issue.  Mr. 
Pallesen  implored  the  House  not  to  tie  the  hands  of  the 
Board  and/or  the  Executive  Committee  by  passing  such 
a motion,  especially  when  new  proposals  may  be  forth- 
coming. He  noted  that  the  purity  of  the  license  fee  is  not 
the  issue  but  the  perception  in  the  Legislature  that  all 
health  care  providers  need  to  assist  in  covering  the 
Medicaid  shortfall  is. 

Faced  with  the  political  reality  of  the  situation,  Doctor 
Schenken  moved  that  Doctor  Paustian's  motion  be 
referred  to  the  Board  of  Directors  for  their  decision  and 
appropriate  action.  This  was  seconded. 

Doctor  Cornelius  noted  that  tne  Legislature  has  the 
misperception  that  physicians  are  profiting  from  Medic- 
aid patients. 

The  question  was  called.  The  House  voted  in  favor  of 
Doctor  Schenken's  motion  which  referred  Doctor 
Paustian's  motion  to  the  Board.  Doctor  Paustian's 
amended  motion  read,  "that  the  NMA  reiterate  and 
strongly  support  the  concept  of  treating  Medicaid  medi- 
cal services  as  a societal  problem  and  as  such,  such 
services  be  supported  by  a broad-based  tax  upon  the 
citizens,  including  physicians,  of  the  State  of  Nebraska. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED.  This  was 
adopted  by  the  House. 

(10)  REPORTOFTHE  NMA  RADIATION  SAFETY  WORK- 
ING GROUP 

It  was  felt  by  your  reference  committee  that  this 
report  was  dealt  with  in  Item  #1  in  the  assignments. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(1 1)  RESOLUTION  #1  - METRO  OMAHA  MEDICAL 
SOCIETY  - STATE  IMMUNIZATION  PROGRAM 
COORDINATION  WITH  PHYSICIANS 

This  resolution  read  as  follows: 

WHEREAS,  the  desire  to  obtain  an  increasing  number 
of  vaccinated  children  is  good,  and 

WHEREAS,  comprehensive  health  care  for  children 
includes  regular  medical  examinations  by  pediatricians 
and  family  practitioners,  and 


WHEREAS,  those  most  familiar  with  a child's  health 
and  treatment  needs  are  their  own  physician,  and 

WHEREAS,  immunizing  a child  with  uncertain  health 
status  could  be  dangerous; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  request 
the  State  Department  of  Health  to  consider  any  immuni- 
zation program  devised  and  implemented  in  Nebraska 
to  be  included  with  well  child  care  in  physician's  offices. 

Discussion  was  heard  in  reference  to  this.  The  discus- 
sion was  lengthy  in  reference  to  this  and  it  was  felt  that 
money  alone  won't  help  as  was  disclosed  in  the  Board  of 
Councilors'  minutes.  Major  efforts  are  needed  to  edu- 
cate both  the  public  and  those  in  medicine. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that  this 
resolution  be  referred  to  the  Board  of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(12)  RESOLUTION  #4  - METRO  OMAHA  MEDICAL 
SOCIETY -STATE  IMMUNIZATION  PROGRAM 

This  resolution  read  as  follows: 

WHEREAS,  the  prevention  of  childhood  diseases 
through  appropriate  immunization  of  children  has  been 
shown  to  be  a cost  effective,  important  part  of  a child's 
health  care,  and 

WHEREAS,  the  cost  of  said  immunizations  can  be 
prohibitive  to  young  families,  and 

WHEREAS,  there  is  a need  for  a tracking  system  in 
order  that  physicians  are  informed  of  their  patient's 
vaccinations; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  petition 
the  Nebraska  Department  of  Health  to  develop  and 
implement  an  ongoing  age-appropriate,  funded  immuni- 
zation program  together  with  a centralized  tracking 
system  for  all  the  children  in  the  State  of  Nebraska. 

It  was  revealed  during  testimony  that  this  has  already 
been  legislated  in  reference  to  a centralized  tracking 
system  but  has  not  been  implemented  because  of  lack  of 
funding  by  the  state. 

RECOMMENDATION: 

1.  Your  reference  committee  supports  this  resolu- 
tion and  recommends  the  Board  of  Directors,  through 
legislative  or  other  means,  encourage  funding  of  the 
centralized  tracking  system. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(13)  RESOLUTION  #5  - AD-HOC  COMMITTEE 
ON  YOUNG  PHYSICIANS  - 
ECONOMIC  CREDENTIALLING 

This  resolution  read  as  follows: 

WHEREAS,  health  care  reform's  goal  is  to  improve  the 
access  and  quality  of  care  provided  to  a greater  number 
of  people,  at  the  same  time  decreasing  the  per  capita 
expenditure,  and 
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WHEREAS,  monitoring  physicians'  costs  in  patient 
care  is  currently  practiced  by  managed  care  insurers  and 
hospitals,  and  those  figures  could  be  used  to  adversely 
affect  participation; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  adopt 
as  policy  the  position  that  economic  credentialling  not 
be  the  sole  factor  in  consideration  for  participation  in  a 
managed  care  system  or  for  determination  of  staff  privi- 
leges in  a hospital,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  seek 
legislation  barring  economic  credentialling  as  the  sole 
determining  factor  for  privileges  or  participation  in  the 
practice  of  medicine. 

Your  reference  committee,  in  discussion  with  the 
authors  of  this  resolution,  recommend  amending  "THERE- 
FORE, BE  IT  RESOLVED",  deleting  "the  sole’  and  substi- 
tuting "a  major"  so  it  would  read, 

■THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  adopt 
as  policy  the  position  that  economic  credentialling  not 
be  a major  factor  in  consideration  for  participation  in  a 
managed  care  system  or  for  determination  of  staff  privi- 
leges in  a hospital,  and" 

Also  amend  the  "BE  IT  FURTHER  RESOLVED",  delet- 
ing "sole"  and  substituting  "major"  so  it  would  read, 

"BE  IT  FURTHER  RESOLVED,  that  the  NMA  seek 
legislation  barring  economic  credentialling  as  the  major 
determining  factor  for  privileges  or  participation  in  the 
practice  of  medicine." 

RECOMMENDATION: 

1.  Your  reference  committee  supports  this  resolu- 
tion as  amended  and  recommends  it  be  referred  to  the 
Board  of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded. 

A suggestion  was  made  that  the  NMA  recommend 
that  those  facilities  using  economic  credentialling  be 
subjected  to  enhanced  external  review  for  licensing, 
whether  the  review  be  conducted  by  the  state  or  the 
JACH.  It  was  felt  that  this  suggestion  went  beyond  the 
original  intent  of  the  resolution  which  was  to  bring  the 
issue  before  the  House  and  perhaps  result  in  having 
legislation  in  place  before  it  becomes  a major  issue. 

Doctor  Fosnaugh  spoke  in  opposition  to  the  refer- 
ence committee's  recommendation  of  referral  of  the 
resolution  to  the  Board  and  argued  that  the  resolution 
should  instead  be  adopted  which  would  result  in  auto- 
matic referral  to  the  Board. 

Doctor  Paustian  suggested  an  amendment  to  the 
resolution  that  the  word  "major  be  deleted.  This  was 
seconded. 

Doctor  Kevin  Nohner  rose  in  opposition  to  the  amend- 
ment, stating  that  the  intent  of  the  resolution  was  to 
eliminate  the  possibility  of  denial  of  credentialling  by  a 
hospital  or  managed  care  plan  based  solely  upon  eco- 
nomics without  regard  to  practice  parameters  or  quality 
of  care. 

Those  in  support  of  the  amendment  noted  that  the 
issue  is  a matter  of  principle,  not  degree,  and  if  a member 
were  to  be  subjected  to  economic  credentialling  and 


came  to  the  Association  for  help,  the  Association  would 
have  this  resolution  to  fall  back  on.  Doctor  Paustian's 
amendment  to  the  resolution  was  carried  by  a standing 
vote. 

Doctor  Fosnaugh  moved  that  the  resolution  be 
adopted  rather  than  referred  to  the  Board.  This  was 
seconded.  Discussion  ensued  regarding  this  motion.  It 
was  felt  that  the  term  economic  credentialling  should  be 
defined  prior  to  any  action  being  taken,  and  the  best  way 
to  handle  this  would  be  by  referral  to  the  Board  for  study 
and  report  back  to  the  House.  The  motion  to  adopt  the 
resolution  was  defeated  by  a standing  vote.  This  section 
of  the  report  as  amended  was  then  adopted  by  the 
House. 

(14)  RESOLUTION  #8  - METRO  OMAHA  MEDICAL 
SOCIETY  - LIMITED  LIABILITY  EXEMPTION  FOR 
RETIRED  M.D.'S 

This  resolution  read  as  follows: 

WHEREAS,  there  is  a true  health  care  cost  dilemma  in 
the  State  of  Nebraska,  and 

WHEREAS,  there  are  a number  of  citizens  who  are 
without  health  insurance  who  are  getting  substandard 
health  care,  and 

WHEREAS,  there  are  a number  of  Nebraska  licensed 
retired  physicians  who  would  be  interested  in  contribut- 
ing their  time  to  the  health  care  problem  that  are  unable 
to  do  so  because  of  the  high  cost  of  medical  liability,  and 

WHEREAS,  LB  294;  which  exempts  retired  M.D.'s 
from  liability  was  recently  killed  by  the  1 993  Legislature, 
and 

WHEREAS,  any  solution  to  the  health  care  problem  is 
going  to  require  a working  partnership  that  involves  the 
providers  as  well  as  the  bureaucrats  who  monitor  the 
system; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  should  systematically  educate  all  of 
the  state  senators  as  to  the  potential  gain  to  the  citizens 
of  Nebraska  that  would  accrue  if  retired  M.D.'s  had  some 
limited  exemption  from  liability  when  treating  the  indi- 
gent. 

In  testimony  it  was  learned  that  LB  294  had  recently 
been  killed  by  the  1 993  Legislature.  It  was  also  learned 
that  the  trial  lawyers  had  recommended  that  retired 
physicians  obtain  malpractice  coverage  from  the  Ne- 
braska surcharge  on  malpractice  premiums  without  pay- 
ing for  this  coverage.  Further  testimony  was  heard  that 
efforts  are  being  made  at  a scaled  down  premium  from 
malpractice  insurance  providers  and  that  other  states 
could  be  used  as  a model  or  example,  for  instance, 
Kansas,  which  has  a similar  situation  and  legislation. 

RECOMMENDATION: 

1 . We  recommend  that  this  resolution  be  referred  to 
the  Commission  on  Legislation  & Governmental  Affairs 
to  continue  dialogue  with  the  malpractice  insurance 
carriers  to  obtain  a "scaled  down  premium"  rather  than 
a complete  exemption  from  liability. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 
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(15)  RESOLUTION  #9  - LANCASTER  COUNTY  MEDI- 
CAL SOCIETY  - REGULATION  OF  THE  MEDICAL 
PROFESSION 

This  resolution  read  as  follows: 

WHEREAS,  recent  articles  in  The  Omaha  World- 
Herald  alleged  that  Nebraska's  system  to  regulate  physi- 
cians doesn't  work,  and 

WHEREAS,  the  article  indicated  that  Nebraska's  regu- 
latory system  disregards  symptoms  of  "potentially  in- 
competent or  negligent  medical  care",  and 

WHEREAS,  the  tenor  of  the  article  was  inflammatory 
and  misleading,  and 

WHEREAS,  there  currently  exists  regulatory  authority 
over  the  profession  of  medicine  and  surgery  and  the 
quality  of  care; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  make  every  effort  to  inform  the 
citizens  of  the  state  that  the  majority  of  Nebraska  physi- 
cians practice  medicine  in  a quality  manner  according  to 
the  highest  ethical  standards,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska  Medi- 
cal Association  support  the  necessary  funding  to  ensure 
continued  appropriate  regulation  of  physicians  so  that 
the  citizens  of  this  state  are  protected. 

Testimony  was  heard,  all  in  support  of  this  resolution. 
RECOMMENDATION: 

1.  Your  reference  committee  recommends  that  this 
resolution  be  forwarded  to  the  Board  of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(16)  RESOLUTION  #10  - METRO  OMAHA  MEDICAL 
SOCIETY  - EDUCATION  OF  PARENTS  REGARD- 
ING IMMUNIZATIONS 

This  resolution  read  as  follows: 

WHEREAS,  the  federal  government  is  considering 
programs  to  purchase  vaccines  with  the  idea  that  lower- 
ing the  costs  of  vaccines  would  lead  to  more  universal 
immunization  of  infants  and  children,  and 

WHEREAS,  many  studies  suggest  that  even  in  areas 
where  large  free  or  reduced  cost  immunization  pro- 
grams already  exist  there  continues  to  be  large  numbers 
of  unimmunized  infants  and  children; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  go  on 
record  that  education  of  parents  and  tracking  of  the 
involved  populations  is  critical  to  any  successful  effort  to 
increase  the  numbers  of  immunized  infants  and  children. 

Much  the  same  testimony  was  heard  in  reference  to 
this  in  that  there  is  in  place  the  tracking  of  involved 
populations  as  mentioned  in  the  resolution.  As  was 
brought  out  previous  to  this  point  there  is  a lack  of 
funding  to  initiate  a central  tracking  system. 

RECOMMENDATION: 

1 . Your  reference  committee  supports  the  resolution 
and  recommends  that  this  be  referred  to  the  Board  of 
Directors. 


MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  E AS  A WHOLE 
AS  AMENDED.  This  was  adopted. 

I wish  to  thank  the  members  of  Reference  Committee 
E for  their  considerable  help  in  the  preparation  of  this 
report. 

Respectfully  submitted, 

John  L.  Reed,  M.D.,  Lincoln  - Chairman 
John  C.  Sage,  M.D.,  Omaha 
Chris  E.  Wilkinson,  M.D.,  Kearney 

Doctor  Meissner  expressed  his  appreciation  to  Refer- 
ence Committee  E for  their  hard  work  in  preparation  of 
a difficult  report. 

Reference  Committee  F 

Reference  Committee  F considered  6 reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1 ) REPORT  OFTHE  BOARD  OF  DIRECTORS,  ITEM  #1 2 

(F  92)  AMERICANS  WITH  DISABILITIES  ACT  COM- 
PLIANCE 

Brief  discussion  was  heard  concerning  this  item.  It 
was  emphasized  that  if  anyone  has  questions  concern- 
ing the  Disabilities  Act  or  compliance,  they  may  be 
addressed  to  the  NMA  office.  The  office  has  information 
available  to  all  physicians  in  the  state. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  adopted  by  the 
House. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 

#26,  INFORMATIONAL  ITEMS 

Brief  discussion  was  heard  concerning  these  items.  It 
was  noted  in  reference  to  the  Alzheimer's  Assessment 
Project  that  Dr.  Jane  Potter,  who  has  worked  very  closely 
with  the  committee  concerning  this  issue,  plans  to  con- 
tact the  Councilors  in  each  district  to  establish  a contact 
person  for  input  into  this  project.  The  other  items  in  this 
section  of  the  report  were  briefly  commented  on  and  no 
testimony  was  received. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(3)  REPORT  OFTHE  AD-HOC  COMMITTEE  ON  HEALTH 

EDUCATION 

A brief  review  of  the  activities  of  this  committee  was 
given  by  Doctor  Bosley.  The  NMA  Auxiliary  has  been  in 
on  this  project  from  the  beginning  and  has  indicated 
their  desire  to  support  it  publicly.  The  Committee  wishes 
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to  emphasize  that  the  material  contained  in  their  health 
education  curriculum  format  is  not  to  be  considered  a 
required  element  in  curriculum  but  merely  a resource 
which  is  available  to  any  school  district  in  the  state  who 
would  be  interested  in  using  it.  Your  reference  commit- 
tee wishes  to  commend  Doctor  Bosley  and  his  commit- 
tee for  their  very  fine  work  in  providing  this  curriculum. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  section  of  the  report 
was  adopted  by  the  House. 

(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  LOW 

LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Brief  discussion  was  heard  concerning  the  activities 
of  this  committee.  The  issue  of  radioactive  disposal 
continues  to  be  a possibly  explosive  item  politically.  The 
Committee  is  continuing  to  monitor  and  review  informa- 
tion on  progress  to  implement  federal  and  state  legisla- 
tive requirements  and  at  this  time  there  have  been  no 
new  issues  relative  to  health  concerns  identified.  The 
existing  policy  statement  of  the  Nebraska  Medical  Asso- 
ciation was  re-affirmed. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON  MA- 
TERNAL & CHILD  HEALTH 

Considerable  discussion  was  received  concerning 
this  report  and  four  main  items  were  emphasized. 

The  first  item  concerned  the  NMA's  support  of  LB  43 1 
which  is  intended  to  create  a state  child  health  review 
team.  The  plan  would  allow  for  standardization  of  autop- 
sies throughout  the  State  of  Nebraska  to  insure  consis- 
tent quality  and  accuracy  of  diagnosis.  This  would  prima- 
rily concern  those  cases  in  which  death  occurred  in  a 
newborn  infant  of  28  days  of  age  or  less.  It  is  felt  by  the 
Committee  that  issues  concerning  possible  child  abuse 
would  be  more  easily  addressed  in  this  manner. 

The  second  item  concerned  maternal  deaths.  Dr.  Bill 
Orr  has  taken  over  the  Chairmanship  of  the  Section  on 
Maternal  Mortality.  The  Committee  is  continuing  to 
compile  statistics  from  a seven  state  area  and  a report  is 
expected  within  the  next  twelve  months. 

The  third  item  of  interest  concerned  appropriate 
referrals  of  infants  from  Level  I hospitals  to  Level  II  or  III 
hospitals  if  the  condition  of  the  infant  warranted.  It  was 
emphasized  that  the  Health  Department  at  one  time  had 
raised  concern  that  rural  hospitals  and  primary  care 
physicians  in  these  hospitals  might  not  be  making  the 
appropriate  referrals.  So  far  with  review  of  the  statistics 
available,  it  has  been  shown  that  this  is  not  a concern. 
The  last  reporting  period  of  1990-91  showed  no  ques- 
tionable cases  whatsoever  concerning  referrals.  At  the 
present  time  the  Committee  is  studying  Level  I hospitals 
in  metropolitan  areas  with  the  same  concern  at  issue. 


Much  more  information  is  needed  before  a final  report 
or  conclusion  can  be  reached. 

The  last  item  of  concern  was  that  of  laboratory 
screening  procedures  for  newborn  infants.  The  problem 
has  not  been  resolved  yet.  It  was  noted  in  the  report  that 
in  the  United  States  there  are  80  such  screening  labs, 
20%  of  which  are  in  the  State  of  Nebraska.  It  was 
emphasized  that  there  needs  to  be  standardization  of 
this  screening,  as  procedures  apparently  vary  greatly 
from  facility  to  facility. 

Your  reference  committee  again  wishes  to  commend 
Dr.  Bausch  and  his  committee  for  their  excellent  work. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(6)  REPORT  OFTHECOMMISSION  ON  PUBLIC  AFFAIRS 

The  report  was  reviewed  briefly.  Some  testimony  was 
received  concerning  a more  immediate  need  for  the 
proposed  packaged  slide  program  for  members  to  use  in 
discussing  health  care  reform  with  the  public.  Your 
reference  committee  wishes  to  commend  the  work  of 
this  commission  and  hopes  that  they  can  proceed  as 
quickly  as  possible  to  make  available  their  proposed 
packaged  slide  programs. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this  re- 
port be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  F AS  A WHOLE. 
This  was  adopted.  Doctor  Holyoke  thanked  the  mem- 
bers of  his  committee  for  their  help  in  preparation  of  the 
report. 

Respectfully  submitted, 

Edward  A.  Holyoke,  Jr.,  M.D.,  Omaha-Chairman 
Ronald  L.  Asher,  M.D.,  North  Platte 
Larry  D.  Ruth,  M.D.,  Lincoln 

Dr.  Richard  Raymond  complimented  and  thanked 
the  Board  and  its  Executive  Committee  for  all  their  hard 
work  in  dealing  with  the  myraid  of  issues  which  have 
arisen  this  year.  Following  the  conclusion  of  these  re- 
marks, the  House  recessed. 
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HOUSE  OF  DELEGATES 

THIRD  SESSION 

The  Third  Session  of  the  House  of  Delegates  was  held 
April  25,  1993.  The  meeting  was  called  to  order  by  the 
Speaker,  Dr.  Meissner.  58  delegates  were  present  and 
the  meeting  was  declared  in  session. 

The  Speaker  called  for  the  report  of  the  Nominating 
Committee  and  Doctor  C.T.  Frerichs,  Chairman,  pre- 
sented the  following  slate  of  officers: 

President-Elect  - 

Frederick  F.  Paustian,  M.D.,  Omaha 
Secretary-Treasurer  - 

Chris  C.  Caudill,  M.D.,  Lincoln 
Board  of  Directors  - At  Large  - 

Robert  G.  Osborne,  M.D.,  Lincoln 
Delegate  to  the  AMA  - 

Darroll  J.  Loschen,  M.D.,  York 
Alternate  Delegate  to  the  AMA  - 
Paul  E.  Collicott,  M.D.,  Lincoln 
Alternate  Delegate  to  the  AMA  Young  Physicians  Section  - 
Tamara  R.  Johnson,  M.D.,  Cambridge 
Physician  Nominee  to  Attend  1994  AMA 
Leadership  Conference  - 

Garnet  J.  Blatchford,  M.D.,  Omaha 
Krynn  K.  Buckley,  M.D.,  Lincoln 
Councilors: 

1 st  District  - Roger  S.  Jernstrom,  M.D.,  Omaha 
2nd  District-  John  H.  Casey,  M.D.,  Lincoln 
3rd  District  - Paul  M.  Scott,  M.D.,  Auburn 
4th  District  - Gordon  D.  Adams,  M.D.,  Norfolk 
Council  on  Professional  Ethics 

Allan  C.  Landers,  M.D.,  Scottsbluff 

Doctor  Patrick  Brookhouser  moved  that  both  nomi- 
nees for  the  position  of  Physician  Nominee  to  Attend  the 
1994  AMA  Leadership  Conference  be  approved  to 
attend  over  the  next  two  years  and  straws  drawn  to 
determine  which  nominee  will  attend  first.  This  motion 
was  seconded. 


Doctor  Kevin  Nohner  felt  this  action  would  be  inap- 
propriate inasmuch  as  one  nominee  may  not  be  able  to 
attend  thefollowingyear.  Doctor  Nohner  also  offered  an 
amendment  to  the  motion  that  the  position  be  placed  on 
a rotational  basis  between  Lincoln,  Omaha  and  Greater 
Nebraska  starting  with  this  election. 

Doctor  Cornelius  stated  that  this  amendment  was  not 
germane  to  the  original  motion  in  violation  of  parliamen- 
tary procedure.  He  also  felt  that  approving  nominees  for 
both  the  years  1994  and  1995  was  in  violation  of  the 
Bylaws. 

Mr.  Pallesen,  Association  attorney,  was  consulted.  It 
was  his  opinion  that  such  action  would  not  be  binding  on 
next  year's  House  of  Delegates. 

Doctor  Brookhouser  withdrew  his  motion  and  chided 
the  Nominating  Committee  for  not  coming  forward  with 
only  one  name. 

Doctor  Schenken  suggested  a coin  toss  to  select  the 
individual.  This  suggestion  was  turned  into  a motion 
which  was  seconded  and  carried.  Doctor  Blatchford  was 
assigned  heads  and  Doctor  Buckley  was  assigned  tails. 
Doctor  Frerichs  flipped  the  coin  and  Dr.  Blatchford  was 
declared  the  winner. 

Doctor  Meissner  stated  that  the  Board  would  con- 
sider Dr.  Nohner's  suggestion  that  the  Physician  Nomi- 
nee to  the  AMA  Leadership  Conference  be  set  up  on  a 
rotational  basis. 

There  being  no  nominations  from  the  floor  for  the 
remaining  positions,  the  House  adopted  all  the  nomina- 
tions. 

Doctor  Shapiro  assumed  the  podium  and  Doctor 
Paustian  came  to  thefrontofthe  House.  Doctor  Shapiro, 
President,  installed  Doctor  Paustian  as  President-Elect  of 
the  Nebraska  Medical  Association. 

There  being  no  further  business,  the  meeting  was 
adjourned. 
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MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 

Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310 

Lincoln,  Nebraska  68502 


“I’m  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload." 

Owen  Brodie, 
MD,  joined 
Comp  Health’s 
locum  tenens 
medical  staff  in 

[ l "5 HIIT"  11  hlil  BHlIinin  1 989.  al  ter  21 

years  in  private 
practice.  Since 

then  he’s  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  for  private  practitioners  across  the  country. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It’s  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 


1 -800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Drug/Alcohol/Emotiona I/Other  Health 
Problems 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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A 

Army  Reserve 7 

B 

Bergan  Mercy  Medical  Center 13,  16 

Blue  Cross/Blue  Shield  of  Nebraska 1 9 

Bristol-Meyers  Squibb  Co 31,  32 

C 

Cambridge  Advisors,  Inc 1 1 
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Comphealth 21 
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Donley  Medical  Supply 6 
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Eli  Lilly  & Company 1 8 
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Methodist  Hospital 2 

Methodist  Richard  Young 1 5 

N 

Nebraska  Beef  Council 1 2 

Nebraska  Heart  Institute 1 4 

Nebraska  Pork  Producers  Association  3 

Norfolk  Printing  Co.,  Inc 6 

O 

Omaha  Midwest  Clinical  Society 8 

S 

St.  Paul  Fire  & Marine  Insurance  Co 9 

South  Ridge  Center 8 

U 

U.S.  Air  Force  Reserve 1 1 

University  of  Nebraska  Medical  Center 1 7 

University  of  South  Dakota  Health  Clinic 1 4 


July  1993  Nebraska  Medical  Journal  21 -A 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Robert  F.  Shapiro,  M.D.,  Lincoln President 

Frederick  F.  Paustian,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Robert  F.  Shapiro,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Chris  C.  Caudill,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Perry  T.  Williams,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairholder  Omaha 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Garnet  J.  Blatchford,  M.D Omaha 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Kirk  B.  Muffly,  M.D Omaha 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  W.  Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Steven  M.  Lau,  M.D Lincoln 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

John  C.  Wilcox,  M.D Aurora 

Rick  J.  Windle,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison  Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Sheila  S.  Ecklund,  R.N Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  A.  Katz,  M.D Omaha 

Royce  A.  Mueller,  M.D Lincoln 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Richard  A.  Morin,  M.D Lincoln 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder  Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairholder Kearney 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Mark  B.  Horton,  M.D.,  Dept  of  Health  Liaison Lincoln 

Bruce  Rowe,  MCH  Liaison Lincoln 
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Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Myrna  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director  Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director  Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Kurt  W.  Lesh,  M.D York 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.  Board  Liaison  Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewie,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

Robert  M.  Ewart,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Suzanne  H.  Granger,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Patricia  A.  Siffring,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D. Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  0.  Foreman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Duane  Sherwin,  M.D Norfolk 

Eileen  C.  Vautravera,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Alan  L.  Worth,  M.D Lincoln 
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Chris  C.  Caudill,  M.D.,  Chairholder Lincoln 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Roger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D.  Lincoln 

John  N.  Walbum,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H.  Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.,  Board  Liaison  Omaha 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

James  G.  Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

Edward  Langdon,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Linda  S.  Head,  M.D Bellevue 

Ronald  W.  Klutman,  M.D Columbus 

James  J.  Phalen,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Michelle  B.  Petersen,  M.D Lincoln 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Haller,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro  M.D.,  NMA  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro,  M.D.,  NMA  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D 7. Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D 7. Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Kenneth  P.  Barjenbruch,  M.D Omaha 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
1 3th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


OBSTETRICS  - GYNECOLOGY 
John  P.  Reilly,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 
Karen  M.  Higgins,  M..D. 
Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 
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LINCOLN,  cont. 


GRAND  ISLAND 

□ 

■ ■■■ 

CLINIC  INC 

■ ■ ■ 

308-382-1100 

□ ■■■■ 

2444  W.  FAIDLEY  AVE. 

□ 

CONSULTATIVE 
NEPHROLOGY  & 

ORGAN  TRANSPLANTATION 


Scott  P.  Liggett  MD/ Stephen  P.  Youngberg  MD 
•Board  Certified  • Graduates  of  Mayo  Clinic 
• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462 


LINCOLN 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


8-93 


eye. 


j surgical 
- associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Falrbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laoaroscoolc  Surgery  ° Gl  Surgical  Oncology 

PROFESSIONAL  OFFICE  BUILDING 

-402-435-1466  2221  S.  17th  St.,  SUITE  405  1-800-MED-LINC 

LINCOLN.  NE  68502 

1-94 

GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68505 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-651 1 

1 -(800)  347-5880  9-93 
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LINCOLN,  cont. 


LINCOLN  OB-GYN,  P.C. 

William  P.  Heidnck.  MO..  F A.C.O.G 

Joseph  G.  Rogers,  M.D.,  F A.C.O.G. 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G. 

Gregory  W.  Heidnck.  M D„  FAC.O.G. 

YvonneK.  Davenport,  M.D..F.A.C.0.G. 

"Board  Certified  in 

Obstetrics  & Gynecology” 

• 

HIGH  RISK  OBSTETRICS 

| — 24  HOURS  • 7 DAYS  A WEEK  — | 

• 

• 

PELVIC  ULTRASOUND 
GYNECOLOGIC  FEMALE 

483-7641 

' NEW  PATIENTS  WELCOME  *  * 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200, 301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 

rM 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  1 00  • Lincoln,  NE  6851 0 11-93 


LINCOLN,  cont. 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street  Day  or  Night  Call 

Suite  214  (402)  489-1110 

Lincoln,  NE  68506  or  1-800-MED-LINC 

9-93 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

(402)  489-6554  or 

1-800-MED-LINC 

11-93 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  ORTHOPAEDICS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDREN'S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


NEBRASKA 


I NEE 

I ORTHOPAEDIC 
I— .ASSOCIATES 


Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 


• GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  • HAND  SURGERY 
•JOINT  DISEASE 4 TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-93 
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1 OMAHA,  cont. 


ONCOLOGY  ASSOCIATES,  P.C. 

Dodge  Professional  Center  #18  Immanuel  Professional  Plaza  #13 

8601  West  Dodge  Road  6801  North  72nd  Street 

Omaha,  Nebraska  68114  Omaha,  Nebraska  681 22 

(402)  391-1922  (402)  572-4297 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

11-93 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


4840  r STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 
PHONE:  402-731-4145 
WATS:  800-642-1117 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  R0FFMAN,  M.D. 
R.K.  K0ERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
MX  MITCHELL,  M.D. 


7441  "O'  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
2-94  PHONE:  402-488-7710 


j SCOTTSBLUFF 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


OREGON  TRAIL  EYE  CLINIC 


329  West  40th  Street 
Scottsbluff,  Nebraska  69361 


Phone:  (308)  635-391 1 

Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OG ALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)635-3911 


PAPILLION 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste.  102  • Papillion,  NE  68128-4782 
© (402) 339-8974 


NIOSH  CERTIFIED  B-READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 

12-93 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  the  North  Memorial  Medical  Center  primary 
care  network.  Opportunities  in  family  practice, 
internal  medicine  and  OB/CYN  that  allow  security 
and  stability  without  sacrificing  autonomy.  Single 
and  multi-specialty  groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportunities  with 
North/University  of  Minnesota  residency  program. 
Competitive  compensation  structures  and  flexible 
schedules  with  independent  or  hospital-owned 
group  practices.  Immediate  access  to  Minneapolis/ 
St./  Paul  attractions.  Central  to  Minnesota's  abun- 
dant lakes  country.  If  you're  BC/BE,  send  your  CV  or 
call  in  confidence:  Mark  Billmayer,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave.,  North, 
Robbinsdale,  MN  55422,  nationwide  and  in  Canada 
1-800-275-4790. 

ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care 
Locum  Tenens  positions.  Full-time,  and  regular  part- 
time.  Numerous  Iowa  locales.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul 
malpractice  with  unlimited  tail,  excellent  benefit 
package/bonuses  to  full-time  physicians.  Contact 
Acute  Care,  Inc.,  P.O.  Box  51 5,  Ankeny,  IA  50021, 
phone  1-800-729-7813  or  51 5-964-2772. 

MISSOURI:  GASTROENTEROLOGIST:  Seeking 
second  BC/BE  gastroenterologist  to  join  busy,  well- 
established  gastroenterology  practice  in  growing, 
picturesque  midwestern  town  of  1 0,000  serving  an 
area  of  75,000.  Located  40  minutes  west  of  St. 
Louis,  Missouri.  Office  endoscopy  facilities  avail- 
able. Affiliation  with  excellent  community  hospital 
with  excellent  Gl  laboratory  facilities.  Interested 
applicants  should  send  CV  to  Eugene  Tucker,  MD, 
FACG,  FACP,  800  East  Fifth  Street,  Suite  212, 
Washington,  MO  63090. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied Family  Physicians  seek  associate  for  this  "All- 
America"  community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Fam- 
ily Practice  Associates,  Doctors  David  Hult  and 
Larry  Wilson,  902  - 20th  Street,  Gothenburg,  NE 
69138. 


FAMILY  PRACTICE  OPPORTUNITY:  Mid-Ne- 
braska physician  is  seeking  an  associate  or  an 
opportunity  to  sell  the  practice.  Will  stay  to  intro- 
duce patients.  Contact  Box  #38,  c/o  Nebraska 
Medical  Journal,  233  S.  13th  Street,  #1512,  Lin- 
coln, NE  68508-2091. 

NEBRASKA  PHYSICIANS  & SURGEONS: 
Needed  for  medical  legal  consulting  work  in  Ari- 
zona and  other  states.  Excellent  compensation. 
Extremely  interesting  work.  All  replies  confidential. 
Medicomm  Consultants,  Inc.,  (719)  473-9432. 

PACIFIC  NORTHWEST  AND  ROCKY  MOUN- 
TAIN LOCATIONS:  Opportunities  in  primary  care, 
and  other  specialties.  Urgent  need  for  spring  and 
summer.  Benefits  include  malpractice,  lodging  and 
transportation.  Assignments  vary  in  duration.  Tem- 
porary and/or  permanent  placement  available.  Call 
or  write  Ed  Novelli  at  Interim  Physicians,  4115  E. 
Jewell,  #1 01 8,  Denver,  CO  80222;  1-800-669-071 8. 

GENERAL  SURGEON:  Join  established  lucrative 
practice  serving  2 excellent  hospitals  and  2 county 
population  of  35,000.  Peaceful  scenic  city  of  8,500. 
Excellent  housing,  school  system,  shopping,  pro- 
gressive medical  staff.  Send  C.V.  to  Jim  Schneckloth, 
Floyd  County  Memorial  Hospital,  700  Eleventh 
Street,  Charles  City,  Iowa  50616.  Phone  5 1 5-228-6830. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE: Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  Illinois,  Ne- 
braska, Ohio,  and  Wisconsin  - some  near  the  Min- 
nesota boarder;  INTERNAL  MEDICINE  positions  in 
New  York  and  Wisconsin;  OB/GYN  positions  in 
southeastern  Wisconsin.  We  would  be  happy  to 
provide  you  with  further  information.  Please  call 
toll-free,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 

DERMATOLOGY,  GASTROENTEROLOGY, 
OCCUPATIONAL  MEDICINE,  ONCOLOGY,  OR- 
THOPEDICS, ORTHOPEDICS-HAND,  UROLOGY: 
Strelcheck  & Associates,  Inc.,  an  extension  of  our 
clients  recruiting  departments,  has  positions  avail- 
able in  Wisconsin,  Ohio,  and  Michigan.  We  would 
be  happy  to  provide  you  with  further  information. 
Please  call  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 
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Physicians'  Classified  (cont.) 


PART-TIME  PHYSICIAN  OPENINGS  WITH  FLY- 
ING OPPORTUNITY:  The  Nebraska  Air  Guard  is 
seeking  physicians  to  become  commissioned  medi- 
cal officers.  Duty  is  one  weekend  per  month  be- 
tween the  hours  of  8 a.m.  and  4 p.m.  Responsibili- 
ties include  basic  medical  physical  and  flight  physi- 
cal. Physicians  are  needed  in  the  area  of  aerospace 
medicine,  emergency  medicine  and  flight  medi- 
cine. Training  will  be  provided  if  needed.  Opportu- 
nity for  promotion  to  the  rank  of  Lt.  Colonel  (0-5)  or 
Colonel  (0-6)  exists.  Prior  commissioned  officers 
from  any  branch  of  the  service  are  urged  to  apply. 
Contact  Smsgt.  Larry  Brooks,  1300  Military  Road, 
Lincoln,  NE  68508-1 090,  (402)  473-1 1 45. 


WANTED:  BC/BE  general  surgeon,  OB/GYN, 
physciatrist,  urologist,  pulmonologist,  occupational 
medicine,  family  practitioner,  pediatrician,  internist 
for  midwestern  opportunities.  Excellent  school  sys- 
tems, recreational/cultural  activities.  Competitive 
guarantees,  fringes,  interview/relocation  paid  - for 
more  information  call  S.  Schipper,  Medical  Man- 
agement, Ltd.,  319-236-1 1 1 1 collect,  FAX  31 9-236- 
0376  or  write  807  Riverside  Drive,  Waterloo,  Iowa 
50703.  All  replies  confidential. 
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Ftfmc  HOC  • (Pravastatin  Sodium  Tablets) 

ONTRAINDtCATTONS 

hypersensitivity  to  any  component  ol  this  medcation. 

Active  lr*f  disease  a ineKplained,  persistent  etevatons  n liver  fincton  tests  (see  WARNINGS) 

Pregnancy  and  lactation  Atherosclerosis  is  a chronic  process  and  discontinuation  ol  lipid  lowering  drugs 
jnng  pregnancy  should  have  little  impact  on  the  outcome  ol  long  term  therapy  ol  primary  hyper 
desteroiemia  Cholesterol  and  other  products  ol  cholesterol  biosynthesis  are  essential  components  tor  letal 
aolopment  (ndudng  synthesis  ol  steroids  and  cell  membranes)  Six*;  HMG-CoA  reductase  inhibitors 
xxease  cholesterol  synthesis  and  possibly  the  synthesis  ol  oilier  biologically  active  substances  demed  from 
lObsterd.  ttiey  may  cause  letal  harm  when  admmslered  lo  pregnant  women  Therefore.  HMG-CoA  reduc 
se  nhtoitas  art)  caitrardicated  dunng  pregnancy  and  n nursng  mothers  Pravastatin  should  be  admin- 
tered  to  women  of  childbearing  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
<rve  been  informed  of  the  potential  hazards.  It  the  patient  becomes  pregnant  while  taking  this  class  of 
ug.  therapy  should  be  discontinued  and  the  patent  apprised  ol  the  potential  hazard  to  the  fetus. 

ARNINGS 

ver  Enzymes:  HMG-CoA  reductase  nhibitors.  like  some  oilier  hpid-lawemg  therapies.  fvr*;  been  assoa 
ed  with  Oochenxcal  abnormalites  ol  hver  functon  Increases  ol  serum  transamnase  (ALT.  AST)  values  lo 
ore  than  3 times  the  ipper  limit  of  normal  occumng  on  2 or  more  (not  necessanty  sequential)  occasions  have 
Ben  reported  n 1.3%  ol  patents  treated  with  pravastatn  n the  U S oser  an  average  period  ol  18  months 
lese  abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment 
jration  In  those  patents  n whom  these  abnormalities  were  beloved  to  be  related  to  pravastatn  and  who 
ere  decon tnued  Irom  therapy  the  transaminase  levels  usually  tell  slovly  to  pretreatment  levels  Tliese 
ochemcal  findings  are  usually  asymptomatic  although  worldwide  expenence  wxJicates  that  aiiorexia,  weak 
“ss.  and/or  abdominal  pan  may  also  be  present  n rare  patients 

As  with  other  fipid-bwering  agents,  liver  function  tests  should  be  perlormed  during  therapy  with  pravastatn 
erum  amnotransterases.  ndudng  ALT  (SGFT).  should  be  monitored  before  treatment  begns,  every  six 
eeks  lor  the  fist  three  months,  every  eight  weeks  dumg  the  remander  ol  the  first  year,  and  periodically 
ereafter  (e.g.,  at  about  six -month  ntervals)  Special  attention  should  be  given  to  patients  who  develop 
creased  transamnase  levels.  Lwer  fuicton  tests  should  be  repeated  to  confirm  an  elevation  and  subse 
jentfy  monitored  at  more  frequent  ntervals.  If  ncreases  n AST  and  ALT  equal  or  exceed  three  times  the  upper 
mt  of  normal  and  persist,  then  therapy  sfxxjld  be  discontinued  Persistence  ol  Significant  aminotransferase 
evatens  toUowng  dKContnualon  ol  therapy  may  warrant  consideration  of  liver  biopsy 
Active  liver  disease  or  unexplained  transamnase  elevations  are  contrandoatons  to  the  use  ol  pravastatn 
ee  CONTRAINDICATIONS)  Cautcn  should  be  exercised  when  pravastatn  is  admiistered  to  patients  with  a 
istory  ol  liver  disease  or  heavy  alcohol  ngesten  (see  CLINICAL  PHARMACOLOGY  Pharmacokmet 
s/Metaboksm)  Such  patents  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended 
osng  range,  and  titrated  to  the  desired  tlierapeutic  effect 

ketetal  Muscle:  Rhabdomyotysis  with  renal  dysfunction  secondary  to  myoglobtnuna  has  been 
iported  with  pravastatin  and  other  drugs  in  this  class.  Uncomphcated  myalgia  has  also  been  reported 
pravastatn- Ireated  patents  (see  ADVERSE  REACTIONS)  Myopathy,  defined  as  muscle  achng  or  muscle 
eakness  n conjunction  with  ncreases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  times  tlx; 
pper  tom!  ol  normal  was  reported  to  be  possibly  due  to  pravastatn  n only  one  patient  n chmcaJ  trials  (<01%). 
tyopathy  should  be  considered  n any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or 
orked  elevation  ol  CPK.  Patents  should  be  advised  to  report  promptly  uiexplaned  muscle  pan.  tenderness 
r weakness,  particularly  it  accompanied  by  malaise  or  lever  Pravastatn  therapy  should  be  discontinued 
markedly  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy 
hould  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition 
redisposing  to  the  development  of  renal  failure  secondary  to  rtiabdomyotysis.  e.g.,  sepsis;  hypo- 
jnsKKi;  major  surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncon 
oiled  epilepsy. 

The  risk  of  myopathy  dumg  treatment  with  lovastatu  «s  increased  if  therapy  with  either  cyctospome, 
emfibrozl  erythromycn.  or  nacn  is  administered  concurrently  There  is  no  expenence  with  the  use  of 
raestatn  together  with  cyctospome  Myopathy  has  not  been  observed  n cimcal  trials  nvdvng  small 
umbers  ot  patents  who  were  treated  with  pravastatn  together  with  ruacn  One  Inal  ol  limited  size  rtvoMng 
ombned  therapy  with  pravastatn  and  gemfibrozil  shoved  a trend  toward  more  frequent  CPK  elevations  and 
a tent  withdrawals  due  to  musculoskeletal  symptoms  n the  group  receiving  combined  treatment  as  com- 
ared  with  the  groups  receiving  placebo,  gemfibrozil,  or  pravastatn  monotherapy  Myopathy  was  not  reported 
i the  Inal  (see  PRECAUTIONS  Drug  Interactions)  One  patent  developed  myopathy  when  clofibrate  was 
dded  to  a previously  well  tolerated  regimen  ol  pravastatn;  lie  myopathy  resolved  when  dofibrate  therapy  was 
topped  and  pravastatn  treatment  continued  The  use  of  fibrates  alone  may  occasionally  be  associ- 
ted  with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
RECAimONS 

General:  Pravastatn  may  elevate  creatne  phosphoknase  and  transamnase  levels  (see  ADVERSE  REAC 
IONS)  This  should  be  considered  n the  differential  diagnosis  of  chest  pan  n a patient  on  therapy  with 

ravostatn 

Homozygous  Famhal  Hypercholesterolemia  Pravastatn  has  not  been  evaluated  n patents  with  rare  homo 
ygous  familial  hypercholesterolemia  In  this  gra*)  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
Tabrtors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 

Renal  Insufficiency.  A sngle  20  mg  oral  dose  ol  pravastatn  was  administered  to  24  patients  with  varyng 
legrees  of  renal  imparment  (as  determined  by  creatrme  clearance)  No  effect  was  observed  on  the  pharma 
oknetes  ol  pravastatn  or  its  3a -hydroxy  tsomenc  metabolite  (SO  31 .906)  A small  ncrease  was  seen  n mean 
UC  values  and  half-life  (tV2)  for  the  nactrve  enzymatic  mg  hydroxylation  metabolite  (SQ  31.945)  Given  this 
mat  sample  size,  the  dosage  administered  and  the  degree  ol  ndividual  variability,  patients  with  renal  impair 
'lent  who  are  recervng  pravastatn  should  be  closely  monitored 

'formation  for  Patients:  Patents  should  be  advised  to  report  promptly  unexplaned  muscle  pom.  tender- 
ess  or  weakness,  particularly  if  accompanied  by  malaise  or  fever 

)rug  Interactions:  Imrmrxysuppressive  Dmgs.  Gemfibrozil,  Niacn  (Nicotnc  Aod),  Erythromycin  See 

WRNNGS  Skeletal  Muscle 

Anbpyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  ot 
xavostatn  Snce  pxavastatn  does  not  appear  to  nduce  hepatic  drug -metabolizing  enzymes,  it  is  not  ex- 
acted that  any  significant  nteraction  of  pxavastatn  with  other  drugs  (e  g . phenytom,  qunidne)  metabolized 
Y the  cytochrome  P450  system  will  occur 

Cholestyramrie/Colestjpol  Concomitant  administration  resulted  n an  approximately  40  to  50%  decrease  in 
he  mean  AUC  of  pravastatn.  However,  when  pravastatn  was  administered  1 hour  before  or  4 hours  after 
holes tyram me  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  dincalty  significant  decrease  n 
wavaiatxlity  or  therapeutic  effect  (See  DOSAGE  AND  ADMNISTRATION  Concomitant  Therapy.) 

'Sterlam  in  a study  iMtfvng  10  healthy  mate  subjects  given  pravastatin  and  warfam  concomitantly  for 
> days,  bioavailability  parameters  at  steady  state  (or  pravastatin  (parent  compound)  were  not  altered 
^avastatn  did  not  alter  the  plasma  pxotem-bmdng  ol  warfam.  Concomitant  dosng  did  ncrease  the  AUC  and 
>nax  ol  warfam  but  did  not  produce  any  changes  n its  anticoagulant  action  (i.e..  no  increase  was  seen  n 
near  pxothrombn  time  after  6 days  of  concomitant  therapy)  However,  bieedng  and  extreme  prolongation  of 
xothrombm  time  has  been  repxxted  with  another  drug  n this  class.  Patients  receivng  warfarin-type  anti- 
xogiiants  should  have  thee  pxothrombn  times  closely  monitored  when  pravastatn  is  initiated  or  the  dosage 
)f  pxavastatn  is  changed 

Cimetkine:  The  AUC^i^r for  pravastatin  when  given  with  ametidme  was  not  significantly  different  from  the 
UJC  for  pravastatn  when  given  alone.  A significant  difference  was  observed  between  the  AUC's  for  pravastatn 
/vhen  given  with  ametidine  compared  to  when  administered  with  antaad 
Dtgoxn  In  a crossover  trial  nvoMng  18  healthy  mate  subjects  given  pravastatn  and  digoxm  concurrently  for 
9 days,  the  bioavailability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatin  tended  to  increase, 
xit  the  derail  boavailability  of  pxavastatn  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered. 

Gemfibrozil:  In  a crosscrer  study  n 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  umary  excretion  and  pxotein  bndmg  of  pravastatin.  In 
attJitton.  there  was  a significant  increase  n AUC.  Onax,  and  Tmax  for  the  pravastatn  metabolite  SQ  31 .906. 
3ombnaton  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended. 

In  nteraction  studies  with  asprnn,  antacids  (1  hour  poor  to  PRAVACHOL).  ametidine.  rvcotrac  acid,  or 
yobucol.  no  statistically  significant  differences  n bioavailability  were  seen  when  PRAVACHOL  (pravastatin 
sodium)  was  administered 

Other  Drugs  Dumg  clinical  trials,  no  noticeable  drug  nteractons  were  repxxted  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  convertng -enzyme  inhibitors,  calcium  channel  blockers,  beta- 
dockers.  or  rutroglycem. 

Endocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  arculat- 
°9  cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production. 
Results  of  cSmcal  trials  with  pravastatn  n mates  and  post-menopausaJ  females  were  nconsistent  with  regard 
to  possible  effects  of  the  drug  on  basal  steroid  hormone  levels-  In  a study  of  21  males,  the  mean  testosterone 
resportse  to  human  chorionic  gonadotropn  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment 
<vitti  40  mg  of  pxavastatn.  However,  the  percentage  of  patients  showing  a >50%  nse  n plasma  testosterone 
after  human  chorionic  gonadotropxn  stimulation  did  not  change  significantly  after  therapy  n these  patients.  The 
affects  of  HMG-CoA  reductase  nhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate 
'embers  of  patients.  The  effects,  if  any.  of  pravastatn  on  the  pituitary-gonadal  axis  in  pre- menopausal  females 
are  unknown  Patients  treated  with  pxavastatn  who  display  cimcal  o/idence  of  endocrine  dysfunction  should 
te  evaluated  appropnatety.  Caution  should  also  be  exerased  if  an  HMG-CoA  reductase  nhibita  a other  agent 
^ed  to  lower  cholesterol  levels  is  administered  to  patients  also  receivng  other  drugs  (e  g.,  ketoconazole. 
spxronoiactone.  ametidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cel  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatn  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  n humans  takng 
40  mg/ day  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class. 

A chemically  similar  drug  r this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
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nogemculate  fibers)  in  clinically  normal  dogs  in  a dose-depandent  fashion  startng  at  60  mg/kg/day.  a dose 
ttat  produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  n humans  takng  the 
highest  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced 
vestibulocochlear  Vtelterian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for 
14  weeks  at  180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the 
60  mg/kg  dose 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatn  at  doses 
of  10.  30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  ol  hepatocellular  carcinomas  in  males 
at  the  highest  dose  (p-  0.01)  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given 
40  mg  pravastatn  as  measured  by  AUC 

The  oral  administration  of  10.  30.  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to 
5.0  times  human  drug  levels  at  40  mg)  of  pravastatn  to  mice  lor  22  months  resulted  n a statistically  significant 
ncrease  n the  inadence  of  malignant  lymphomas  n treated  females  wfan  all  treatment  groups  were  pooled 
and  compared  to  controls  (p<0  05)  The  ncidence  was  not  dose- related  and  male  mice  were  not  affected. 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25. 100,  and  400  mg/kg 
body  weight,  which  resulted  n mean  serum  drug  levels  approximately  3.  15.  and  33  times  higher  than  the 
mean  human  serum  drug  concentration  (as  total  nhibitory  activity)  after  a 40  mg  oral  dose.  Uver  carcinomas 
were  significantly  ncreased  ri  high-dose  females  and  mid  and  high-dose  males,  with  a maximum  ncidence  of 
90  percent  n males.  The  ncidence  ol  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high- dose 
females  Drug  treatment  also  significantly  increased  the  nadence  of  lung  adenomas  in  mid-  and  high -dose 
males  and  females  Adenomas  ol  the  eye  Harderan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly 
higher  n high -dose  mice  than  in  controls 

No  evidence  ol  mutageruaty  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the 
following  studies  microbial  mutagen  tests,  using  mutant  strains  ol  Salmonella  typhimurium  or  Eschenchia  coli; 
a forward  mutaton  assay  n L5178Y  TK  +/  mouse  fymphoma  cells;  a chromosomal  aberration  test  in 
hamster  cells;  and  a gene  conversion  assay  using  Saccharomyces  cerevisiae.  In  addition,  there  was  no 
evidence  of  mutageruaty  in  either  a dormant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  n rats,  with  daily  doses  up  to  500  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on 
lertilitv  or  general  reproductive  performance  However,  n a study  with  another  HMG-CoA  reductase  inhibitor, 
there  was  decreased  fertility  n mate  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
was  not  observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the 
entire  cycle  of  spermatogenesis,  ndudng  epididymal  maturation).  In  rats  treated  with  this  same  reductase 
nhibitor  at  180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium) 
was  observed  Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicu- 
lar atrophy,  decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs  The 
dirvcal  significance  of  these  findings  is  unclear. 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS. 

Safety  n pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  or 
240x  (rat)  the  human  exposure  based  on  surface  area  (mg/meter2).  However,  in  studies  with  another  HMG- 
CoA  reductase  nhibitor  skeletal  malformations  were  observed  n rats  and  mice.  PRAVACHOL  (pravastatin 
sodium)  should  be  admmstered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly 
unlikely  to  conceive  and  have  been  informed  ol  the  potential  hazards.  If  the  woman  becomes  pregnant  while 
taking  PRAVACHOL  (pravastatn  sodium),  it  should  be  discontnued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus. 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  potental 
lor  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDIGATIONS) 

Pediatric  Use:  Safety  and  effectiveness  n individuals  less  than  18  years  old  have  not  been  established.  Hence 
treatment  n patents  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transent.  In  4 -month  long 
placebo-controlled  trials.  1.7%  of  pravastatin -treated  patients  and  12%  of  placebo-treated  patients  were 
discontinued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference 
was  not  statistically  significant.  In  long-term  studies,  the  most  common  reasons  fa  discontinuation  were 
asymptomatic  serum  transaminase  ncreases  and  mild,  non-speafic  gastrointestinal  complaints.  Dunng  clini- 
cal trals  the  overall  nadence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in 
younger  patents 

Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2%  of 
pravastatn-treated  patents  n the  placebo-controlled  trials  are  (dentil ed  in  the  table  below,  also  shown  are  the 
percentages  of  patents  n whom  these  medical  events  were  believed  to  be  related  a possibly  related  to  the  drug 


Body  System/Event 


All  Events  % Events  Attributed  to  Study  Drug  % 

Pravastatin  Placebo  Pravastatin  Placebo 

(N  = 900)  (N  — 411) (N  = 900)  (N  = 411) 


Cardiac  Chest  Par 
Dermatologic 
Rash 

0.1 

1.3 

GastrontestnaJ 

Nausea/Vomiting 

7.3 

7.1 

2.9 

Darrhea 
Abdomial  Pan 
Constipation 

JffL  Z 

2.0 

2.0 

2.4 

Flatulence 

3.3 

3.6 

2.7 

Heartburn 

General 

2.9 

1.9 

2.0 

Fatigue 

N Y.  Ifer^rv  , 

3.4.,  • ■ 

■1.9P,"  1 1 

1.9 

Chest  Pam 

nso.3 

Influenza 

Musculoskeletal 

2 4- 

0.7 

V0.0 

Localized  Fbin 

10.0 

9.0 

1.4 

Myalgia 

Nervous  System 

2.7 

1.0 

0.6 

Headache 

6.2 

3.9 

1.7* 

Dizziness 

3.3 

3.2 

1.0 

Renal/Genitounnary 
Urinary  Abnamality 
Respiratory 

2.4 

2.9 

0.7 

Common  Cold 

7.0 

6.3 

0.0 

Rhnrtis 

4.0 

4.1 

0 1 

Cough 

2.6 

1.7 

0.1 

0.0 

0.9 

3.4 

1.9 

3.9 

5.1 

3.4 
0.7 

1.0 

0.2 

0.0 

1.5 
0.0 

0.2 

0.5 

1.2 

0.0 

0.0 

0.0 


‘Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class: 

Skeletal  myopathy,  rhabdomyotysis. 

Neurological  cfysfixctcn  of  certar  cramal  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular  move- 
ment. facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia  peripheral  neuropathy,  peripheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has 
included  one  a mae  of  the  following  features  anaphylaxis,  angoedema.  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  St^/ens-Johnson  syndrome 
Gastrortestral:  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change 
m liver,  ana,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting. 

Reproductive:  gynecomasta,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal 
despite  continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-CoA  reductase  inhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramine,  colestipol, 
nicotinic  acid,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  a 
gemfibrozil  to  therapy  with  lovastatin  a pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterpI 
than  that  achieved  with  lovastatin  a pravastatin  alone  No  adverse  reactons  unique  to  the  combnaton  a in 
addition  to  those  previously  reported  fa  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyotysis 
(with  a without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
m combinaton  with  immunosuppressive  drugs,  gemfibrozil,  erythromycin,  a lipid- lowering  doses  of  nicotinic 
acid  Concomitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recom- 
mended. (See  WARNINGS  Skeletal  Muscle  and  PRECAUTIONS:  Drug  Interactions,) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required. 

(J4-422A) 
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Bristol-Myers  Squibb  Company 


PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  lla  and  lib)  when  the  response  to  diet  alone  has  not  been  adequate 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnfency  and  lactation  are  contraindications  to  the 

use  of  pravastatin  sodium 

Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS  in  the  brief 
summary  of  prescribing  information  on  the  adjacent  page. 

^ Bristol-Myers  Squibb  Company 
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METHODIST  CANCER  CENTER 


Progressive  Care  for  a New  Century 

Methodist  Hospital  has  been  at  the  forefront  of  cancer  treatment 
for  more  than  six  decades.  The  new  Methodist  Cancer  Center 
continues  this  tradition  of  excellence.  The  Cancer  Center  features: 


• Excellence  in  cancer  treatment.  Health  care  providers 
in  the  Cancer  Center  are  dedicated  to  understanding 
the  cancer  patient’s  physical  and  emotional  needs. 


home  health  care;  rehabilitation;  pharmaceutical 
services;  social  services;  accounts  management;  and 
follow-up  monitoring  of  therapy  and  recovery  — 
are  available  from  one  location. 


Opportunity  for  interdisciplinary  care.  All  cancer 
treatment  team  members  are  on  site  to  directly 
manage  patient  care.  Patient  care  benefits  from  the 
physician  synergy  in  case  studies  and  consultations. 

Greater  access  to  cancer  care  team  members. 

Primary  care  physicians  and  their  patients  and  family 
members  have  greater  access  to  vital  members  of  the 
cancer  treatment  team. 

Centralization  of  treatment  and  support  services. 

All  services  — diagnosis,  treatment  and  recovery 
services;  patient  and  family  education  and  counseling; 


• Wealth  of  data  and  information  for  physicians. 
The  Howard  B.  Hunt  Tumor  Registry  offers 
physicians  data  to  aid  in  patient  care.  The  registry 
records  data  on  all  patients  who  receive  cancer 
treatment  at  Methodist  Hospital  and  follows  them 
through  their  lifetime. 

By  encouraging  excellence  in  cancer  treatment 
and  streamlining  the  treatment  process  for  patients, 
Methodist  Hospital  hopes  to  ease  minds  as  well  as 
promote  healing. 


METHODIST 


CANCER  CENTER 


8303  DODGE  ST.,  OMAHA,  NE  68114  • 402-390-5800 


Your  Professional  Reputation 
Deserves  More  Than  An  Insurance  Policy 


Select  the  comprehensive 
insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 


• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 


Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 


Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
company  that’s  been  insuring 
doctors  in  Nebraska  for  more 
than  50  years. 


Yours  DeservesThe  Backing 
Of  A Multi-Billion  Dollar  Company 


Or  call  Robert  Slaughter  in  The  St.  Paul’s  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 


After  all,  your  reputation  depends  on  it. 


St.  Paul  Fire  and  Marine  Insurance  Company 
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at  Clarkson  hospital 


STEREOTACTIC  RADIOSURGERY 

Clarkson  Hospital  offers  stereotactic  radio- 
surgery, a lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  with  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 


Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 


CLARKSON 

HOSPITAL 


Nebraska’s^^^/T  Hospital 


STEREOTACTIC  ENDOCURIETHERAPY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
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The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


LOCAL  & CALL  COLLECT 
913-491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


OMAHA  MID-WEST 
CLINICAL  SOCIETY 

61  ST  ANNUAL 

POSTGRADUATE  ASSEMBLY 

October  6,  7,  & 8,  1993 
Wednesday,  Thursday,  Friday 

RED  LION  HOTEL 
Omaha,  Nebraska 


For  Information  contact: 

Lorraine  Seibel 

Omaha  Mid-West  Clinical  Society 
7910  Davenport  Street 
Omaha,  Nebraska  68114 

(402)  397-1443 


NEW  HIV  DISABILITY  RULES 
SUPPORT  AMA  POSITION 

The  AMA  applauds  the  Social  Security 
Administration's  decision  to  establish  new  rules 
making  it  easier  for  persons  infected  with  the 
AIDS  virus  to  get  federal  disability  benefits. 

New  criteria  for  evaluating  HIV  infection 
recognize  many  conditions  unique  to  women 
that  previously  were  not  taken  into  account. 

AMA  criticized  the  earlier  standards  used  by 
the  government  to  assess  people  with  HIV.  It 
also  worked  diligently  to  convince  the  SSA  to 
improve  the  regulations. 

The  AMA  maintained  that  the  old  standards 
denied  benefits  to  thousands  of  people  who 
were  unable  to  work  because  of  debilitating 
HIV-related  illness. 

"The  problem  has  been  that  government 
programs  and  private  insurers  were  slow  to 
respond  to  advances  in  our  understanding  of 
the  disease  and,  as  a consequence,  some  mem- 
bers of  society  have  been  denied  access  to 
resources  necessary  to  extend  their  survival," 
said  AMA  Board  Chair  Lonnie  Bristow,  MD. 


THE  ARMY  RESERVE  OFFERS  UNIQUE 
AND  REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve  you  will  be 
offered  a variety  of  challenges  and  rewards.  You  will  also 
have  a unique  array  of  advantages  that  will  add  a new 
dimension  to  your  civilian  career,  such  as: 


• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 


• continuing  medical  education 
programs  and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 


It  could  be  to  your  advantage  to  find  out  how  well  the 
Army  Reserve  will  treat  you  for  a small  amount  of  your 
time.  An  Army  Reserve  Medical  Counselor  can  tell  you 
more.  Just  call  collect:  913-491-3701 


ARMY  RESERVE  MEDICINE. 
BE  ALL  YOU  CAN  BE. 
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CONTINUING  MEDICAL  EDUCATION  FROM  BERGAN  MERCY 


ONCOLOGY  UPDATE  FOR 

LEARN  ABOUT  THE  LATEST 

PRIMARY  CARE  PHYSICIANS 

IN  CHRONIC  WOUND  CARE. 

You  are  invited  to  attend  a special  oncology 
conference  for  primary  care  physicians  on  Friday, 
September  17,  1993,  at  Bergan  Mercy  Medical 
Center,  7500  Mercy  Road,  in  Omaha. 

You  will  be  updated  on  the  current  concerns 
and  care  of  gynecological  malignancies  and  skin 
cancer: 

• DIAGNOSIS  AND  SCREENING 

• THERAPEUTIC  OPTIONS 

• PATIENT  FOLLOW-UP 

This  conference  will  fill  up  quickly  so  regis- 
ter today  by  calling  (402)  398-6499.  For  informa- 
tion, call  (402)  398-6192. 

Registration  is  S25  per  physician.  This  fee 
includes  course  materials,  lunch  and  dinner. 

ACCREDITATION 

Bergan  Mercy  Medical  Center  is  accredited  by  the  Nebraska 
Medical  Association  Commission  on  Medical  Education  to  spon- 
sor continuing  education  for  physicians.  Bergan  Mercy  Medical 
Center  designates  this  continuing  medical  education  activity  for 
4 credit  hours  in  Category  1 of  the  Physician's  Recognition 
Award  of  the  American  Medical  Association.  This  program  has 
been  reviewed  and  is  acceptable  for  4 prescribed  hours  by  the 
.American  Academy  of  Family  Physicians. 


All  physicians  are  invited  on  Tuesday, 
September  28,  1993,  to  meet  one  of 
the  most  recognized  wound  care  experts  in 
the  country,  Michael  Weingarten,  M.D. 
Dr.  Weingarten  will  be  discussing  “Obstacles  to 
Wound  Healing.” 

The  presentation  will  be  held  on  the  6th 
floor  of  Bergan  Mercy  Medical  Center,  7500 
Mercy  Road,  in  Omaha.  A 5:30  p.m.  social  time 
will  be  followed  by  dinner  at  6:00  p.m. 
Dr.  Weingarten’s  presentation  will  begin  at 
7:00  p.m.  with  an  opportunity  for  questions. 

Dr.  Weingarten’s  appearance  is  being  spon- 
sored by  the  Bergan  Mercy  Wound  Care  Center, 
the  first  and  only  center  of  its  kind  in  greater 
Omaha  and  supported  in  part  by  an  educational 
grant  from  Curative  Technologies,  Inc.  To  make 
your  reservation,  please  call  (402)  398-5500. 

ACCREDITATION 

Bergan  Mercy  Medical  Center  is  accredited  by  the  Nebraska 
Medical  Association  Commission  on  Medical  Education  to  spon- 
sor continuing  education  for  physicians.  Bergan  Mercy  Medical 
Center  designates  this  continuing  medical  education  activity  for 
1 credit  hour  in  Category  1 of  the  physicians  Recognition  Award 
of  the  American  Medical  Association. 


R 

Bergan  Mercy 

MEDICAL  CENTER 


Continuing  Medical  Education 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-6192 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 

.'Of 

c « c 

Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client's  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


THE  MARK  • Suite  102  • 9290  West  Dodge  Road 
Omaha.  Nebraska  68114  • 402-397-5600 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  JemsCrom, 
M.D.,  Lincoln,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  CounUes:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor:  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy , 
Franklin,  Frontier,  Fumas,  Gosper,  Harlan,  I layes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster. 

ELEVENTI I DISTRICT : Councilor:  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Artlicr,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  Elvin  G.  Brown,  Hastings  

Antelope-Pierce Roger  P.  Massie,  Plainview 

Box  Butte Eddie  Pierce,  Alliance 

Buffalo Kay  A.  Keifer,  Kearney  

Butler Gerald  W.  Luckey,  David  City 

Cass R.  R.  Andersen,  Nehawka 

Cheyenne-Kimball-Deuel ...  Calvin  Cutright,  Sidney  

Cuming E.  L.  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson 

Dodge Mark  C.  Johannsen,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  Blake  Butler,  Beatrice 

Hall Richard  E.  Goble,  Grand  Island  .... 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury 

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton  

Lancaster W.  T.  Griffin,  Lincoln 

Lincoln  Gary  L.  Conell,  North  Platte 

Madison StefTan  R.  Lacey,  Norfolk 

Metropolitan  Omaha Patrick  E.  Brookhouser,  Omaha  ... 

Northeast Richard  Votta,  Norfolk 

Northwest  Margaret  K.  Stockwell,  Gordon  .... 

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete  

Sarpy Jan  Golnick,  Papillion 

Saunders John  Hansen,  Wahoo 

Scotts  Bluff Vincent  G.  Bjorling,  Scottsbluff  .... 

Seward  Paul  E.  Plessman,  Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Richard  E.  Jackson,  Pawnee  City  . 

Southwest  Nebr Richard  F.  Klug,  McCook 

Washington-Burt Ronald  P.  Morse,  Tekamah 

York Darroll  Loschen,  York  


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 
Scott  Elston,  Alliance 
Jeffrey  P.  Lee,  V.  Pres.,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  Dorwart,  Sidney 
Scott  D.  Green,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R.  H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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Effective  Patient  counseling  Strategies 


The  following  patient  counseling  strategies  are 
designed  to  minimize  the  amount  of  time  required  and 
maximize  the  impact  of  counseling  on  patient  behav- 
ior, according  to  Sylvia  Armstrong  Moore,  PhD,  RD.  Dr. 
Moore  is  Associate  Professor  of  Family  Practice  at  the 
School  of  Human  Medicine,  University  of  Wyoming. 

Dr.  Moore  recommends  a simple  five-step  nutrition 
education  process,  which  takes  as  little  as  5 minutes: 

1 . Survey  food  habits.  Survey  what  the  patient 
eats  in  a typical  day.  The  nutrition  survey  gives  the 
physician  information  about  the  patient's  eating  hab- 
its and  allows  the  physician  to  start  talking  with  the 
patient  about  dietary  issues. 

2.  Analyze  food  habits.  Analyze  what  the 
patient  eats  to  determine  changes  needed.  Use  a food 
group  approach,  and  look  for  both  under-  and  over- 
consumption. Identify  at  least  one  thing  the  patient  is 
doing  well,  and  give  the  patient  specific  food  recom- 
mendations (eg,  replace  whole  milk  with  1%  or  skim). 

3.  Write  a nutrition  prescription.  Give  the 
patient  a written  prescription  indicating  the  most 


important  dietary  changes  to  make.  This  can  be  used 
to  help  the  patient  identify  the  one  or  two  most 
important  dietary  changes  to  implement 

4.  Counsel  the  patient  Briefly  discuss  needed 
dietary  changes  and  the  reasons  for  them  with  the 
patient.  Keep  a positive  and  upbeat  attitude.  Counsel- 
ing patients  about  diet  and  nutrition  is  a process  of 
negotiating  one  small  change  after  another. 

5.  Follow  up.  At  your  next  visit,  review  and 
reinforce  compliance  with  the  dietary  changes.  Ameri- 
cans visit  their  physicians  an  average  of  five  times  a 
year,  and  the  patients  ultimate  success  may  depend 
greatly  on  the  physician's  sustained  interest  and  en- 
couragement as  well  as  consistent  follow-up. 

According  to  Dr.  Moore,  these  steps  "enable  physi- 
cians to  discuss  food  choices  in  a positive  manner  that 
can  help  patients  view  necessary  behavior  changes  as 
both  desirable  and  possible."  Establishing  good  refer- 
ral relationships  with  registered  dietitians  also  helps 
assure  continuity  of  care.  ■ 


Nutrition  counseling:  overcoming  the  Obstacles 


" Many  Americans  look  to  their  physicians  for  health 
advice,  thereby  placing  the  physician  in  the  role  of 
health  educator  as  well  as  diagnostician  and  healer," 
said  William  S.  Hulesch,  MD.  Dr.  Hulesch  is  a family 
physician  in  Downers  Grove,  Illinois,  and  past  president 
of  the  Illinois  Academy  of  Family  Physicians. 

Many  physicians,  however,  face  obstacles  in  keeping 
nutiriton  assessment  and  counseling  at  the  top  of  their 
patient  care  agenda.  These  obstacles  may  include: 

• limited  nutritional  knowledge  and  training 

• lack  of  a dietary  counseling  model 

• lack  of  patient  enthusiasm  for  learning  about 
nutrition 

The  most  significant  of  these  obstacles  may  be  the 
lack  of  nutritional  training  in  medical  schools.  "A 
recent  survey  of  the  American  Academy  of  Family 
Physicians  found  that  more  than  75%  of  respondents 
felt  they  had  not  received  adequate  instruction  in 
nutrition  during  their  medical  school  or  residency 
training,"  Dr.  Hulesch  reported.  "A  total  of  77%  felt 
they  would  need  additional  nutrition  education  in 
order  to  effectively  advise  patients  about  needed 
dietary  modification." 

Medical  students  and  physicians  alike  can  over- 
come obstacles  in  nutrition  counseling  by  using  re- 
sources already  available  from  organizations  that  are 
actively  involved  in  nutrition  education.  In  addition  to 
educating  patients,  nutrition  education  materials  can 
help  physicians  and  physicians-in-training  stay  abreast 
of  current  nutritional  concerns  and  dietary  recommen- 
dations. 


Dr.  Hulesch  recommends  making  dietary  assess- 
ment a part  of  every  patient  evaluation  and  working 
directly  with  the  patients  to  help  them  develop  heart- 
healthy  diets. 

The  keys  are  delivering  a clear  nutritional  message, 
offering  follow-up  support  to  maximize  patient  suc- 
cess, and  when  appropriate,  referring  patients  to  a 
registered  dietitian  or  a physician  with  a complete 
nutrition  counseling  program.  ■ 


Patient  counseling  Quick  Tips 

FOOD  SECECTION.  Emphasize  positive  food  choices  by  promot- 
ing increased  consumption  of  fruits,  vegetables,  and  grains.  When 
buying  meat,  instruct  patients  to  choose  lean  cuts,  such  as  those  with  the 
words  "round"  or  "loin"  in  their  names. 

• FOOD  PREPARATIONS  The  way  food  is  prepared  can  greatly 
influence  the  amount  of  fat  consumed.  Broiled  foods  are  much  lower  in 
fat  than  fried  foods;  a squeeze  of  lemon  juice  is  better  than  high -fat 
toppings  for  steamed  vegetables. 

• PORTION  SIZE.  A standard  portion  of  meat  or  poultry  is  three 
ounces  cooked,  which  is  about  the  size  of  a deck  of  cards  or  the  palm  of 
a woman's  hand.  Forathree-ouncecookedserving.beginwithaboutfour 

Mary  Abbott  Hass,  MS,  RD 


Sponsored  by  the 
Nebraska  Beef  Council. 

For  more  information,  call 
1-800-421-5326 


ounces  of  raw  meat. 


A Heart-Healthy 
Choice 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 

N provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 


For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 


WANTED 

Second  largest  clinic  in  SOUTH  DAKOTA  seeks 
General  Surgeon,  Obstetrician/Gynecologist  and 
Urologist.  Excellent  first  year  guarantee,  plus 
incentive,  with  unlimited  earning  potential.  257 
bed  facility  with  Level  II  nursery.  Very  good  call 
coverage.  Teaching  opportunity  available  at  the 
University  of  South  Dakota. 

Nationally  recognized  public  school  system.  Lo- 
cal arts  association.  Affordable,  quality  standard 
of  living  with  family  oriented  values. 

Enjoy  a wide  range  of  recreational  opportunities 
and  all  the  cultural  amenities  typical  of  an  urban 
center,  without  the  drawbacks  of  traffic  conges- 
tion, pollution  and  crime. 

For  more  information  about  the  above  opportu- 
nity contact:  Durham  Medical  Search,  Inc.,  6300 
Transit  Road,  P.O.  Box  478,  Depew,  NY  14043 
or  call  (800)  633-7724  (USA),  (800)  367-2356 
(NYS),  (716)  681-7408  (FAX) 


AM  A NEWS  NOTES 

CLINTON  ACCEPTS  AMA  INVITATION 
TO  STUDY  HAWAIIAN  SYSTEM 

Lavishing  praise  on  Hawaii's  health  mandate, 
Hillary  Rodham  Clinton  saw  many  key  AMA 
system  reform  elements  in  action  during  her 
visit  to  the  state. 

The  first  lady,  accepting  an  AMA  invitation  to 
study  the  state's  health  care  system,  partici- 
pated in  a July  1 3 round  table  forum  with  nearly 
30  physicians  to  discuss  Hawaii's  employer- 
mandated  system. 

"We  are  very  pleased  that  President  and  Mrs. 
Clinton  took  our  suggestion  to  closely  examine 
the  Hawaiian  health  system,"  said  AMA  Chair 
Lonnie  R.  Bristow,  MD,  who  participated  in  the 
forum.  "For  years  it  has  been  our  belief  Hawaii 
has  solved  many  of  the  health  care  problems 
facing  the  rest  of  the  country." 

The  AMA,  Hawaiian  Dept,  of  Health  and 
Hawaii  Medical  Assn,  coordinated  the  meeting 
with  Hillary  Clinton,  who  learned  firsthand  how 
state  industry  and  government  are  working 

(continued  on  page  14A) 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50+ 
-especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


'an 

insult 
Suspension 
’an  insulin 


Humulin  ® 

human  insulin 
C recombinant  DNA  origin ] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

' Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 

+Humulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


HI-791 8-B-349310  © 1993,  eli  lilly  and  company 
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hen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 

Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (402)294-2212 
Or  Write 

To:  TSGT  Jann  Smith 
55  MSSQ  MSPISR  MB  35 
106  Peacekeeper  DR  #2N3 
Offutt  AFB.  NE  68113 

MR  FORCE  RESERVE 

A GREAT  WAY  TO  SERVE 
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(continued  from  page  12A) 

together  in  a free  market  to  provide  quality  care 
to  all  its  citizens,  while  keeping  costs  down. 

During  a June  30  speech  in  San  Francisco, 
AMA  EVP  James  S.  Todd,  MD,  encouraged  the 
Clintons  to  take  a look  at  Hawaii's  system  on 
their  return  from  the  economic  summit  in 
Tokyo. 

White  House  officials  responded  to  the  speech 
and  contacted  the  AMA  to  accept  its  invitation 
for  the  first  lady  to  study  the  Hawaiian  system 
during  her  visit. 

She  planned  to  stay  in  Hawaii  for  the  rest  of 
the  week  to  get  an  even  more  in-depth  look  at 
the  state's  health  care  system. 


DR.  ELDERS  ENDORSED  BY 
AMA  AS  SURGEON  GENERAL 

The  AMA  endorsed  Joycelyn  Elders,  MD,  as 
the  president's  nominee  for  U.S.  surgeon  gen- 
eral, saying  "the  nation  would  be  well  served  by 
her  appointment." 

(continued  on  page  16A) 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Who  do  you 
talk  toymen 
yourydun. 
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depress l 


— 


Childhood 

Depression 

•Persistent  Sadness 
•Irritability 
•Headaches  and/or 
Stomachaches 
•Low  Energy 
•Poor  Concentration 
•Loss  of  Appetite 
•Change  in  Sleep  Habits 
•Indifference  to  Favorite 
Activities 

Not  only  adults  become 
depressed.  Children  and 
adolescents,  too,  can  suffer  from 
this  debilitating  illness.  Early 
diagnosis  and  treatment  are 
essential  to  recovery. 

If  you  have  a patient  you  think 
may  be  suffering  from  childhood 
depression,  call  the  Methodist 
Richard  Young  Consultation  Line. 
A free  service  for  professionals, 
the  consultation  line  can  provide 
you  with  information  and  assist 
with  assessments  and  admitting. 

Call  toll-free  1-800-782-3160. 
In  Omaha  call  536-6300. 

METHODIST  ^ 

RICHARD  YOUNG 

Mental  Health  Care 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 

fy.  Call  USAf_  HEALTH  PROFESSIONS 
TOLL  FREE  — 1-800-423-USAF 
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"Dr.  Elders  brings  the  requisite  experience, 
knowledge  and  commitment  to  provide  leader- 
ship as  surgeon  general,"  said  AMA  Trustee 
Raymond  Scalettar,  MD.  "The  AMA  appreciates 
the  opportunity  to  convey  its  full  supporifor  Dr. 
Elders." 

A pediatric  endocrinologist  from  Arkansas, 
Dr.  Elders  was  appointed  by  then  Gov.  Clinton 
to  be  director  of  the  Arkansas  Dept,  of  Health. 
She  has  worked  extensively  to  promote  many 
public  health  issues,  including  higher  immuniza- 
tion rates  in  preschool  children,  expanded  ser- 
vicesforpregnantwomen  and  improved  access 
to  health  care  providers  in  rural  and  underserved 
areas. 

A recipient  of  numerous  awards  for  her  pub- 
lic health  contributions,  Dr.  Elders  also  received 
the  AMA's  1990  Nathan  Davis  Award  and  the 
AMA's  1990  National  Congress  on  Adolescent 
Health  Award  for  outstanding  efforts  on  behalf 
of  American's  youth. 

Joining  the  AMA  in  endorsing  Dr.  Elders  are 


the  American  Academy  of  Pediatrics,  the  Na- 
tional Education  Assn.,  and  nearly  150  other 
health,  religious,  education,  civil  rights,  women's 
and  children's  groups. 


PHYSICIAN  EDITORIALS 
INFLUENCE  PUBLIC 

Physicians  are  encouraged  to  express  their 
system  reform  views  by  writing  editorials  for 
local  newspapers. 

As  the  Clinton  health  system  reform  proposal 
is  debated  and  developed,  public  opinion  will 
be  a driving  force. 

Physicians  can  greatly  influence  public  opin- 
ion and  be  responsive  to  patients's  needs  by 
writing  to  the  editor  of  their  local  newspapers 
about  how  to  evaluate  the  president's  proposal. 
★ ★ * 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


V7S4 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 
-Legal  Referral  Assistance 

-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 


APPLICANT 


Name  Address  Birth  Date  / / 

Citv  State 

is 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Empldyer/Group 

Address 

Social  Sec.  # 

Bus  Phone)  ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Income  from  almony  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
Other  Income  If  you  do  not  choose  to  have  it  considered  as  a base  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 


Financial  Institution 

Address 

City 

State 

Zip 

Savings  Acct  # 

Checking  Acct  # 

CO-APPLICANT 


Name  Address  Birth  Date  / / 

City  Sate 

Zip 

Rent/ House  Payment  $ 

Emplover/Groop 

Address 

Social  Sec.  # 

Bus.  Phone!  ) 

Incomes 

No.  ol  years 

Home  Phone!  ) 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
Other  Income  n you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Accomt  Nimber 

Balances 

Payment 

Address 

Accouit  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subiect  to  no  legal  disability  and  that  everything  stated  m this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signatue  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signatire  Date  Co-Applicant  Signatue  Oate 


Annual  Percentage  Rate  for  Purchases 

Today  s rate  would  be  15.9%  APR 

Variable  Rate  Information 

The  variable  rate  will  be  determined  by  the  “Prime  Plate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June.  September  and  December.  The  credit  card  rate  will 
be  the  "Prime"  plus  8.4%  with  a minimum  rate  of  15.9%  APR. 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee,  Overlimit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5.00 
maximum.  2.  Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  printed.  This  information  may  change  after  the  printing  date.  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or.  write  lo  us  at  FirsTier  Bank  Credit  Card  Center,  P.O.  Box  7.  Omaha  NE  68101  -0007  FirsTier*  Bank,  N.A..  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Imagine  Office  Management 
At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 
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President's  Theme 


ROBERT  F.  SHAPIRO,  M.D. 


"Do  you  have  a theme  for  the  year?  What  issue 
are  you  going  to  emphasize?  The  week  before  the 
Annual  Nebraska  Medical  Association  Meeting  in 
April,  Marie  de  Martinez,  an  NMA  public  relations 
specialist  called  wanting  background  information 
for  a press  release  announcing  my  installation  as 
President  of  the  NMA. 

My  theme  is  to  emphasize  how  important  it  is 
for  Nebraska  physicians  to  work  together  as  a 
medical  community  to  improve  access  to  care  for 
all  citizens. 

Although  as  individual  physicians,  we  have  a 
right  to  select  our  patients,  except  in  some  emer- 
gency situations  where  we  have  a duty  to  provide 
care;  the  public  perceives  us  as  members  of  the 
"medical  community".  All  of  us,  indirectly,  are 
blamed  when  an  anecdotal  story  about  delayed 
or  denied  access  to  care  "hits  the  media.". 

During  my  year  as  president-elect  of  the  Medi- 
cal Association  I felt  that  an  "access  to  care" 
problem  existed  or  would  develop  particularly  for 
Medicaid  and  Medicare  patients.  LancasterCounty 
had  instituted  a "physician  rotation  system"  which 
had  markedly  improved  Medicaid  access  in  Lin- 
coln and  would  win  national  recognition  from 
HHS  and  laterfrom  Mrs.  Clinton  but  problems  still 
remained. 

Improvements  in  reimbursement  created  in- 
centives to  see  Medicaid  patients,  but  the  pros- 
pect of  attempting  to  collect  a coinsurance  pay- 
ment for  an  office  visit,  a concept  being  seriously 
considered  by  the  legislature  threatened  to  cancel 
them  out  and  cause  significant  "hassle"  as  well.  In 
additon  the  co-payment  would  not  be  imposed  if 
the  patient  went  to  the  emergency  room,  which 
would  cause  many  Medicaid  patients  to  go  there 
instead  of  a physician's  office;  just  the  opposite  of 
the  desired  goal  of  seeing  patients  in  the  least 
expensive  and  most  efficient  setting. 

The  bill,  LB  808,  passed  into  law  and  signed  by 
the  Governor,  will  not  be  implemented  until  next 
April  and  possibly  could  be  amended,  or  repealed 
as  happened  in  Iowa,  if  it  can  be  shown  to  be 
unworkable.  Because  we  support  deductibles 
and  co-payments  for  the  NebrasKare  proposal; 


Robert  F.  Shapiro,  M.D. 


explaining  why  they  are  not  appropriate  for  Med- 
icaid patients  was  difficult.  (As  Ralph  Waldo 
Emerson  said,  "A  foolish  consistency  is  the  hob- 
goblin of  a petty  mind".) 

Problems  were  also  developing  for  Medicare 
patients.  Older  doctors  in  urban  and  rural  loca- 
tions were  retiring;  mid-career  doctors  were  also 
leaving  these  areas  1.  to  enter  emergency  room 
practices  in  the  larger  cities;  2.  teach  in  family 
practice  residency  programs;  3.  or  work  in  outpa- 
tient clinics.  Who  would  see  their  Medicare  pa- 
tients? 

New  physicians,  when  and  if  available  to  re- 
place retiring  or  relocating  physicians  found  that: 
1.  with  their  education  debts;  2.  the  costs  of 
establishing  new  practices;  and  3.  buying  homes 
for  their  families  that  the  new  physician  payment 
differential  was  a major  disincentive  to  inheriting 
these  Medicare  patients  even  though  office  visit 
codes,  but  not  other  codes,  are  exempt  from  the 
payment  limitation. 

Unfortunately,  these  problems  experienced  by 
individual  physicians  have  the  potential  to  trans- 
late into  possible  adverse  political  consequences 
for  physicians  as  members  of  the  medical  commu- 
nity unless  we  manage  them  successfully.  Massa- 
chusetts, for  example,  requires  seeing  Medicaid 
patients  as  a condition  of  licensure. 
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If  and  when  it  becomes  apparent  that  access  to 
care  is  a problem  for  loo  many  people  or  a 
particular  category  of  people;  and  if  that  problem 
is  perceived  to  be  related  to  economics  then  the 
public  questions  our  collective  idealism  and  dedi- 
cation and  becomes  receptive  to  a coercive  mea- 
sure, such  as  noted  above,  to  solve  the  problem. 
That  is  why  I believe  strongly  that  it  is  both  right 
and  also  in  our  best  interest  to  initiate  and  support 
efforts  to  provide  everyone  with  access  to  care 
whether  such  access  is  defined  as  a "right"  or  a 
"major  goal"  of  society  (results  of  the  survey  taken 
at  the  Kerrey-Nelson  conference  showed  over 
60%  favored  the  latter  concept).  It  is  better  for  the 
public  to  look  to  our  profession  for  answers  than 
to  government. 

Problems  of  access  are  complex,  difficult  to 
define,  and  defy  easy  solution.  For  example,  the 
problem  of  access  in  any  given  area  may  relate  to 
factors  including  but  not  necessarily  limited  to:  1. 
an  insufficient  supply  of  physicians;  2.  people 
believing  they  need  to  travel  too  far  to  see  a 
physician;  3.  people  having  insufficient  resources 
to  pay  for  needed  care;  and  4.  the  waiting  time  for 
a regular  appointment  seeming  excessive  even 
though  emergencies  are  seen  in  a timely  fashion. 
Eash  of  these  is  an  "access"  problem  but  requires 
a different  solution.  Distinguishing  between  wants 
and  real  needs  also  complicates  matters. 

Currently,  many  policy  makers  have  concluded 
that  the  problem  is  a lack  of  sufficient  primary  care 
physicians  and  are  likely  to  decide  to  alter  our 
medical  education  system  to  train  more  primary 
care  doctors.  Correspondingly,  we  will  reduce  the 
number  of  specialty  residencies  and  redirect  the 
flow  of  postgraduate  education  dollars  to  increase 
the  number  of  primary  care  residencies.  Even  if 
this  is  the  correct  approach,  our  younger  col- 
leagues, still  in  medical  school  are  very  concerned 
aboutthis  potential  infringementon  theirpreroga- 
tives  to  make  a medical  career  choice. 

The  pipeline  to  produce  doctors  is  long  and 
time  consuming.  If  efforts  to  redirect  the  output  of 
physicians  to  primary  care  specialists  is  successful, 
will  we  then  be  able  to  achieve  an  optimum 
distribution?  Will  we  have  the  foresight  to  put 
proper  incentives  in  place  to  attract  physicians  to 
the  rural  or  underserved  urban  communities. 

In  a scientific  experiment,  one  ^ariable  at  a time 
can  be  altered  and  the  impact  iof  the  change 
studied.  With  social  problems  many  variables  are 
likely  to  be  changed  simultaneously,  frequently 
with  potentially  overlapping  and  conflicting  con- 


sequences. What  if  it  is  decided  to  train  more 
physician  assistants  and  nurse  practitioners  and 
permit  independent  practice?  Would  that  solve 
access  and  distribution  problems  or  would  we 
create  another  problem  that  economists  call  "in- 
duced demand"  in  order  to  keep  everyone  busy 
with  more  services  rendered? 

Thus  far  I have  stressed  "Policy  or  Macro" 
problems.  At  the  AMA  level  it  is  my  impression, 
knowledgeable  people  are  working  on  our  behalf, 
providing  input  into  these  discussions  and  work- 
ing to  achieve  creative  solutions  at  best  and 
striving  to  avoid  approaches  which  would  make 
matters  worse.  Working  papers  produced  by  the 
AMA  Council  reflect  appropriate  medical  values. 
Keep  in  mind  that  achieving  consensus  amongst 
independent  minded  physicians  is  not  unlike  "herd- 
ing cats". 

What  can  we  do  in  our  own  practices  and  our 
county  and  state  medical  societies  at  the  "Local  or 
Micro"  level  to  help?  Communication  resources  of 
these  medical  associations  can  be  used  to  inform 
their  membership  about  access  problems  when 
they  exist  in  their  local  communities  or  the  state. 
Informing  our  membership  about  these  problems 
will  raise  our  level  of  awareness  for  our  own  very 
real  problems  and  frustrations  and  help  us  to 
recognize  and  want  to  be  a part  of  solving  the 
problem.  My  experience  has  been,  if  we  know 
about  it  we  will  do  something  about  it. 

Realistically,  this  happens  much  of  the  time. 
Many  physicians  make  extra  effort  to  schedule 
more  Medicare  and  Medicaid  patients.  Any  num- 
ber of  physicians  are  extending  their  office  hours 
to  offer  evening  hours  to  improve  access  for 
working  people  as  well.  Physician  participation, 
once  made  aware  of  a problem,  has  been  gener- 
ally gratifying. 

Still  it  is  not  perfect.  Physicians  who  are  shoul- 
dering a larger  share  of  the  burden  feel  resent- 
ment towards  those  few  who  won't  do  their  share. 
They  know  if  everyone  did  ther  share  the  load 
would  be  manageable.  Getting  the  job  done, 
ourselves,  puts  us  in  the  strongest  position  as  we 
continue  to  maintain  our  position  of  being  the 
patient's  advocate. 

The  important  concept  is  to  see  ourselves  not 
only  as  individuals  but  as  part  of  a medical  com- 
munity. 

Our  theme  must  remain  that  of  working  to- 
gether as  a medical  community  to  improve  access 
to  care  for  all  citizens. 
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EDITORIAL 


The  Malthusian  Pizza 


DAVID  L.  SMITH,  M.D. 

Neurology  Associates,  P.C. 
Lincoln,  Nebraska  68506 


It  was  one  of  those  emergency  situations  that 
my  medical  training  never  prepared  me  for. 
Here  I was  facing  a hostile  horde  of  kids  all 
demanding  "I'm  hungry!  — When  can  we  eat?" 
Assessing  the  situation  I quickly  realized  that  the 
10  inch  frozen  pizza  I just  zapped  in  the  micro- 
wave  would  not  satisfy  the  gastronomical  de- 
mands of  the  group  before  me.  "Let's  figure  this 
out,"  I mumbled  to  myself  surveying  the  crisis. 
Three  hormonally  active  teenage  boys  driven 
by  hypothalamic  surges  each  assuming  the 
whole  pizza  was  his;  three  prepubescent  girls 
with  non-stop  Broca's  activity  arguing  with  their 
older  brothers;  and  three  former  rug-rats  re- 
cently thrown  into  this  Darwinian  nightmare  of 
survival  of  the  fittest. 

Oblivious  to  the  clamor  about  me,  the  out- 
come was  obvious.  No  matter  how  I sliced  the 
pizza,  the  parts  would  never  be  greater  than  the 
whole.  My  options  were  limited.  Either  I cut  nine 
equal  pieces  and  enforce  equal  sharing,  know- 
ing the  demands  of  only  a few  would  be  met  and 
the  others  would  sacrifice,  or  I could  let  the  laws 
of  nature  dictate  the  results  and  hope  that  the 
evolving  consciousness  of  the  older  kids  would 
prevail  and  they  would  see  the  necessity  of 
nuturing  their  younger  sibs. 

Hoping  to  avoid  conflict,  I realized  one  op- 
tion was  still  open  and  that  was  to  order  more 
pizza.  But  my  wife  was  gone  and  with  her  the 
cash  and  checkbook.  Now  the  hidden  bureau- 
crat within  me  came  up  with  the  final  solution. 
"Co  rob  your  piggy-banks  so  we  can  buy  more 
pizza!"  I proclaimed.  Thus  the  immediate  crisis 
was  resolved,  but  at  what  price  and  long  term 
effect  was  the  goal  achieved? 


This,  in  part,  reflects  the  health  care  crisis  we 
are  now  beginning  to  face.  Health  care  is  a 
pizza.  No  matter  how  we  slice  it  and  spread  it 
around,  the  parts  cannot  exceed  the  whole.  Do 
the  different  participants  share  equally  or  will 
the  forces  of  a few  usurp  the  benefits  of  the 
whole?  Where  are  the  piggy-banks  we  must  rob 
to  buy  more  and  what  impact  does  that  have  on 
the  future? 

Are  we  now  entering  into  the  Malthusian 
stage  of  medicine  where  the  demands  of  health 
care  have  outstripped  the  resources  which  pro- 
vide it?Thomas  Malthus  (1  766-1 834)  published 
his  pessimistic  and  highly  controversial  theories 
in  1798  in  his  "An  Essay  on  the  Principle  of 
Population  as  it  Affects  the  Future  Improvement 
of  Society."  In  it  he  espoused  the  concept  that 
the  growing  population  would  place  demands 
on  the  resources  of  the  world  and  that  ulti- 
mately the  demands  of  mankind  could  not  be 
met. 

For  those  of  us  in  medicine  who  will  bridge 
the  transition  from  the  20th  to  the  21  st  century, 
many  formidable  tasks  stand  before  us.  Cer- 
tainly we  are  educated  in  the  science  of  medi- 
cine and  the  ability  to  conquer  new  medical 
threats  increases  daily.  But  are  we  ready  to  face 
the  "Dark  side"  of  the  problem  and  decide  "who 
gets  what  and  when?"  Although  Malthus  never 
used  the  "R"  word  (Ration),  he  had  his  own 
formula:  'The  products  of  nature  divided  by  the 
nature  of  man." 

Are  we  not  slicing  the  Malthusian  Pizza?  If  so, 
who  will  decide  how  it  is  to  be  distributed?  If  not, 
where  are  the  piggy-banks  to  buy  more  and  the 
leaders  to  guide  us? 
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ORIGINAL  ARTICLE 


1962-1992:  Thirty  Years  of  Changes  at  the 
University  of  Nebraska  College  of  Medicine 

*DENNIS  F.  LANDERS,  M.D.,  Ph.D. 

Chairman,  Department  of  Anesthesiology 
University  of  Nebraska  Medical  Center,  Omaha,  Nebraska 


This  paper  was  presented  in  part  on  Nov.  2,  7997  at  the  Silver  and  Golden  Anniversary  Program  honoring 
the  7966  and  1941  graduates  of  the  University  of  Nebraska  College  of  Medicine. 


AS  physicians  we  all  recognize 
that  the  last  thirty  years  have 
k.  provided  many  changes  in  the 
practice  of  medicine.  Although  we  acknowledge 
differences  in  the  practice  of  medicine  most  Ne- 
braska physicians  do  not  realize  the  changes  that 
have  occurred  at  the  College  of  Medicine.  Unless 
you  actively  participate  in  the  training  of  medical 
students  or  residents  you  probably  have  minimal 
contact  with  the  medical  center  and  have  not 
observed  the  changes.  Many  of  my  colleagues, 
most  of  whom  are  College  of  Medicine  graduates, 
have  not  been  on  campus  since  finishing  their 
training.  When  they  do  visit  they  are  amazed  to 
see  how  the  College  of  Medicine  has  evolved  into 
the  University  of  Nebraska  Medical  Center 
(UNMC).  It  is  my  goal  with  this  short  publication 
to  compare  the  current  UNMC  with  the  medical 
school  of  our  graduation.  In  order  to  do  this  I will 
compare  and  contrast  three  areas:  1).  Medical 
Students,  are  they  any  different  than  we  were,  and 
has  affirmative  action  had  any  effect,  2).  Changes 
in  the  College  of  Medicine,  3).  Changes  in  the 
University  of  Nebraska  Hospital. 

MEDICAL  STUDENTS 

Medical  students  today  are  no  different  today 
than  they  were  thirty  years  ago;  they  have  the 
same  concerns,  problems  and  drive.  There  is  a 
noticeable  difference  in  the  makeup  of  the  medi- 
cal school  population;  however,  and  it  has  mir- 
rored the  changes  that  have  occurred  nation 
wide. 

My  class  entering  in  1962  had  eighty-four 
members  with  one  female,  one  African-American 
and  one  Chinese  student.  There  were  eleven  out- 
of-state  students  and  seventy-three  Nebraska  resi- 
dents in  the  class  of  1 962.  Out  of  the  seventy-one 
graduating  members  of  the  1962  class,  nineteen 
members  remain  in  Nebraska  with  nine  in  Colo- 
rado and  nine  in  California.  The  overall  CPA  of  the 
admitting  class  was  3.47.' 

The  class  entering  in  1992  consisted  of  one 
hundred  and  twenty-two  students  with  forty-one 


females  (34%)  and  eighty-one  males  (66%).  Eleven 
students  are  from  out-of-state  and  the  remainder 
are  from  Nebraska.  The  overall  GPA  for  the  1 992 
class  was  3.59. 

Although  I do  not  have  a break  down  on  all 
minorities  enrolled  at  UNMC,  affirmative  action 
has  played  a significant  role.  The  College  of  Medi- 
cine is  attempting  to  identify  and  recruit  qualified 
minorities  for  acceptance  in  medical  school.  Com- 
plaints of  racial  or  sexual  harassment  are  vigor- 
ously investigated  by  the  office  of  Affirmative 
Action/EEO. 

In  1 992,  there  were  eighty  five  complaints;  1 6 
complaints  registered  by  males  and  69  by  fe- 
males. Twenty-four  of  the  complaints  were  racial 
in  nature,  thirteen  were  for  nonsexual  harassment, 
nine  were  for  sexual  harassment  and  three  were 
for  disability  harassment.2  Although  by  today  stan- 
dards there  is  little  doubt  that  both  racial  and 
sexual  harassment  were  present  in  1962,  the 
standards  then  were  apparently  different  than 
today.  The  accompanying  cartoon  was  taken 
from  the  1962  Medical  School  Directory.3  Do 
you  think  that  this  cartoon  would  be  published  in 
the  1992  UNMC  Directory  without  claims  of 
sexual  harassment? 


‘Address  correspondence  and  reprint  request  to:  Den- 
nis F.  Landers,  M.D.,  Ph.D.,  Professor  and  Chairman, 
Department  of  Nebraska  Medical  Center,  600  S.  42  st., 
Omaha,  NE  68198-4455. 
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COLLEGE  OF  MEDICINE 

Robert  Petersdorf  M.D.,  president  of  the  As- 
sociation of  American  Medical  Colleges,  Wash- 
ington, D.C.  has  argued  against  the  charge  that 
the  educational  process  in  medical  schools  is 
seriously  flawed.4  All  teachers  at  UNMC  agree 
with  Dr.  Petersdorf  that  changes  need  to  be 
made.  UNMC  is  currently  revising  the  curricu- 
lum to  be  more  clinically  and  outpatient  ori- 
ented so  that  the  years  of  boring  lecture  are  a 
thing  of  the  past.  The  freshman  curriculum  now 
consists  of  FIRST  YEAR  CORES  that  generally 
correspond  to  the  old  lecture  format.  In  addi- 
tion to  the  CORES  the  student  have  PROBLEM 
BASED  LEARNING  and  INTEGRATED  CLINI- 
CAL EXPERIENCES  (ICE).  These  changes  in 
medical  school  curriculum  have  been  positively 
received  by  the  freshman  students. 

The  College  of  Medicine  campus  has  under- 
gone a true  metamorphosis  since  the  1962 
Freshman  class  enrolled.  In  1962,  the  basic 
science  years  of  medical  school  were  spent  in 
the  North  and  South  Buildings  with  occasional 
trips  to  the  Library  located  in  the  Hospital  Unit 
II.  On  April  18,  1969  the  new  Basic  Science 
Building  and  the  hospital  addition  were  dedi- 
cated with  a full-day  symposium  on  the  "Future 
of  Medicine".  The  following  July,  the  new  li- 
brary, containing  approximately  65,000  square 
feet,  was  opened.  Additional  construction  and 
remodeling  occurred  as  a result  of  the  College 
of  Nursing,  and  the  College  of  Pharmacy  be- 
coming part  of  the  Medical  Center.  From  1 964- 
1972  Dr.  Cecil  Wittson  served  as  Dean  of  the 
College  of  Medicine.  By  theend  of  Dr.  Wittson's 
tenure  the  College  of  Medicine  had  been  trans- 
formed into  what  we  recognize  now  as  the 
University  of  Nebraska  Medical  Center,  a com- 
plex organization  with  the  College  of  Medicine 
as  one  vital  part.5 

When  discussing  medical  training,  you  must 
start  and  end  with  the  financial  considerations. 
Finances  have  changed  considerably  over  the 
last  thirty  years.  In  1 962,  all  students  who  were 
legal  residents  of  Nebraska,  and  who  carried  a 
full  student  load  paid  a single  annual  fee  of 
$525.  Nonresident  students  were  charged  a 
single  annual  fee  of  $765.  The  College  of  Medi- 
cine budget  consisted  of  $61 0,835  state  dollars 
and  a total  budget  of  $845,109  (72%  state 
funded).6 

The  1991  tuition  for  a legal  resident  of  Ne- 
braska was  $8,266  and  $14,864  for  a nonresi- 
dent. The  state  dollars  in  1991  College  of  Medi- 
cine budget  totaled  $37,001,963  with  a total 


budget  of  $1 26,258,869  (29%  state  funded)  as 
stated  in  the  AAMC  report.  The  rise  in  medical 
student  tuition  is  reflected  in  the  indebtedness 
of  the  medical  school  graduates.7 

A 1990  survey  reported  by  Dr.  Petersdorf  in 
Adademic  Medicine  reports  that  for  seniors 
with  debt,  the  mean  indebtedness  is  $45,840 
and  75%  of  the  seniors  have  debt.8  Mean  debt 
for  medical  students  has  risen  from  $14,622  in 
1 979  to  $45,840  in  1 990.  It  is  important  for  us 
to  realize  that  payment  for  these  debts  starts 
either  at,  or  two  years  after,  graduation  while 
most  young  physicians  are  still  in  training.  Soci- 
ety would  like  to  believe  that  the  educational 
debt  causes  medical  students  to  specialize  rather 
than  becoming  generalists.  Analysis  of  the  data 
from  the  1 992  AAMC's  Medical  School  Gradu- 
ation Questionnaire  (GQ)  does  not  support  this 
conclusion.9  These  statistics  have  shown  that 
educational  debt  was  not  a factor  significantly 
influencing  most  graduates  specialty  choices. 
"Debt  did  not  appear  to  be  driving  students  to 
subspecialize  in  most  of  their  chosen  special- 
ties, including  internal  medicine  and  pediatrics". 
"Although  theeffects  of  debt  on  specialty  choice 
were  found  to  be  small,  taking  on  greater  signifi- 
cance with  debts  of  $75,000  or  more,  it  is 
disturbing  to  note  that  over  twenty  per  cent  of 
medical  school  graduates  have  such  levels  of 
indebtedness". 

Nowhere  are  the  changes  in  the  College  of 
Medicine  more  noticeable  than  when  you  look 
at  the  absolute  numbers  of  faculty  and  housestaff. 
In  1 954,  the  first  full  time  academic  faculty  was 
recruited.  Dr's  Robert  Grissom  (Internal  Medi- 
cine), Merle  Musselman  (Surgery),  Gordon 
Gibbs  (Pediatrics),  and  Roy  Holly  (Obstetrics 
and  Gynecology)  served  a one  year  probation- 
ary period  and  were  then  appointed  chairmen 
of  their  individual  departments.  The  College  of 
Medicine  has  grown  from  four  full  time  faculty 
members  in  1 954  to  442  full  time  faculty  mem- 
bers in  1 992.  In  addition  to  the  full  time  faculty 
we  currently  have  978  volunteer  faculty. 

Revisions  in  Residency  Requirements  have 
markedly  changed  the  makeup  and  numbers  of 
our  housestaff.  In  1962,  virtually  all  of  the  pri- 
vate hospitals  in  Omaha  and  Lincoln  offered 
internships  and  many  of  them  offered  residency 
training.  Of  the  seventy-five  M.D.  graduates  in 
1962,  only  eleven  chose  University  affiliated 
internships  and  thirty-two  took  their  one-year 
internship  at  Nebraska  hospitals.  Currently  only 
UNMC  and  Creighton  offer  training  programs 
with  the  exception  of  the  Family  Practice  resi- 
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dencies  at  Clarkson  Hospital  and  in  Lincoln. 
Table  1 compares  the  numbers  of  residents  in 
various  specialties  from  the  years  1966  and 
1992.  The  total  number  of  housestaff  in  1966 
was  forty-six  as  compared  to  three-hundred- 
nineteen  in  1 991  .As  one  would  expect  from  the 
makeup  of  the  entering  freshmen  classes  30% 
of  the  house  staff  is  female. 

TABLE  1 


HOUSE  OFFICERS  UNMC 


Department 

1966 

1992 

Anesthesiology 

1 

26 

Family  Practice 

0 

29 

Internal  Medicine 

7 

68 

Neurology 

* 

5 

Psychiatry 

* 

18 

OB/GYN 

7 

13 

Ophthalmology 

4 

8 

Oral  Surgery 

0 

10 

Orthopedics 

0 

20 

ENT 

0 

9 

Pathology 

4 

13 

Pediatrics 

3 

33 

Radiology 

4 

18 

Surgery 

13 

26 

Urology 

0 

5 

‘Neurology  and  Psychiatry  combined  program 
residents 

with  13 

UNIVERSITY  HOSPITAL 

University  Hospital  has  seen  many  changes; 
however,  the  biggest  differences  have  occurred 
in  the  type  of  patients  and  the  subspecialized 
care  that  is  given.  In  1 962,  the  "old"  hospital  had 

202  beds,  and  approximately  80%  of  the  cost  of 
operation  was  supported  by  legislative  appro- 
priation. In  1967,  ground  was  broken  for  the 
"new"  hospital  and  construction  was  completed 
in  1969,  raising  the  hospital  bed  capacity  to 
285.  In  the  middle  of  1 960's  with  the  coming  of 
federal  Medicare  and  Medicaid  legislation  the 
state  Legislature  removed  the  restriction  that 
University  Hospital  patients  must  be  indigent, 
and  encouraged  the  hospital  to  become  finan- 
cially self  sufficient  through  charges  to  patients 
and  third-party  payers.  By  1976,  85%  of  the 
hospital  cost  of  operation  were  covered  by 
patient  charges  and  today  greater  than  99.9% 
of  hospital  operating  costs  are  covered  by  pa- 
tient charges. 

The  University  Hospital  is  currently  licensed 
for  424  beds  (including  the  beds  we  lease  at  the 
old  Lutheran  Hospital  "University  Hospital  East"). 
Although  licensed  for  424  beds  we  have  only 

203  acute  beds  available  for  adult  patient  care 
at  UNMC  with  an  additional  40  beds  at  Univer- 
sity Hospital  East  for  a total  of  243  beds.  In- 


cluded in  these  beds  are  26  ICU  beds,  10  PICU 
beds,  25  Bone  Marrow  Transplantation  Beds, 
10  Liver  ICU  beds  and  172  general  medical/ 
surgical  beds.  There  are  additional  beds  for 
psychiatry  28,  NICU  26,  long  term  care  30,  and 
bassinets  52  giving  us  a total  of  31  7 operating 
beds.  The  University  Hospital  Medical  Staff 
includes  237  attending  physicians,  1 78  consult- 
ing physicians,  80  courtesy  staff  and  43  emeri- 
tus physician  members. 

The  University  Hospital  and  UNMC  has  built 
a new  image  focusing  on  the  hospital's  role  as  a 
center  for  specialized  health  care  in  areas  of 
transplantation;  geriatrics,  neonatology,  cardi- 
ology, reproductive  medicine  and  cancer  care. 
These  highly  specialized  health  services  serve 
not  only  Nebraska  and  surrounding  states  but 
also  provide  care  to  patients  from  all  areas  of  the 
United  States  and  many  foreign  countries. 

The  liver  transplantation  program  at  UNMC 
is  now  considered  to  be  the  third  largest  pro- 
gram in  the  world.  As  of  January  1 993,  we  have 
performed  816  liver  transplants,  272  pediatric 
and  544  adult.  The  age  of  the  patients  ranges 
from  two  weeks  to  seventy-four  years.  Liver- 
pancreas,  liver-small  bowel,  liver-kidney,  and 
liver-kidney-pancreas  transplantations  have  all 
been  successfully  performed  at  UNMC. 

University  Hospital  and  UNMC  has  become 
acknowledged  as  a leader  in  the  treatment  of 
lymphomas  and  leukemia.  UNMC  currently 
performs  more  autologous  bone  marrow  trans- 
plants on  lymphoma  patients  than  any  other 
cancer  center  in  the  world.  UNMC  has  also 
been  a leader  in  the  use  of  bone  marrow 
transplantation  after  treatment  for  breast  can- 
cer and  other  solid  organ  cancers.  In  addition  to 
its  clinical  excellence  UNMC  and  the  Epply 
Institute  are  one  of  only  15  National  Cancer 
Laboratory  Research  Centers  designated  by  the 
National  Cancer  Institute. 

CONCLUSION 

I hope  I have  illustrated  the  profound  changes 
that  have  occurred  at  the  University  of  Ne- 
braska College  of  Medicine  over  the  last  thirty 
years.  I also  wanted  to  show  that  because  of 
these  changes,  both  the  University  Hospital  and 
the  University  of  Nebraska  Medical  Center  have 
become  self-sufficient  and  are  no  longer  depen- 
dent upon  state  funding  as  their  major  financial 
support.  Finally,  I hope  I have  shown  that  the 
medical  students  of  today  are  like  we  were  thirty 
years  ago  and  that  their  education  will  prepare 
them  as  well  today  as  it  did  in  1966. 
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COMMENT 

To  those  of  us  who  have  actually  lived  through 
the  years  Doctor  Landers  has  described  so  well 
in  this  paper,  the  changes  that  have  occurred  at 
our  medical  school  are  remarkable,  indeed. 
That  is  true  not  only  of  the  physical  plant,  but  of 
the  instructional  concept  and  the  mission  guid- 
ing our  Medical  Center  today. 

Only  with  dedication  and  leadership  and 
vision  could  our  humble  school  of  fifty  years  ago 
develop  into  the  Center  we  know  today.  Our 
teachers  in  those  days  were  "town  physicians" 
who  were  guided  by  Hippocrates'  Oath  which 
commanded  the  physician,  in  part,  "to  teach  his 
art  if  they  wished  to  learn  it,  without  fee  or 
stipulation;  to  impart  a knowledge  by  precept, 
by  lecture,  and  by  every  other  mode  of  instruc- 
tion to  my  sons,  to  the  sons  of  my  teacher,  and 
to  pupils  who  are  bound  by  the  stipulation  and 
oath  according  to  the  law  of  medicine,  but  to  no 
other."  They,  too,  deserve  recognition. 

If  our  school  of  fifty  years  ago  were  miracu- 
lously to  be  transformed  in  a span  of  24  hours 
into  the  institution  we  know  today,  the  response 
would  be  utter  disbelief. 

Did  we  do  as  much  "good"  in  the  bygone  days 
as  we  are  doing  today?  I think  we  did. 

Louis  J.  Gogela,  Sr.,  M.D. 
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BONE  marrow  transplantation 
(BMT)  is  being  used  with  in- 
creasing frequency  to  treat  a 
wide  variety  of  malignant  and  non-malignant 
diseases.  The  BMT  program  at  the  University  o.f 
Nebraska  Medical  Center  (UNMC)  has  com- 
pleted its  first  10  years  of  operation  and  has 
become  one  of  the  most  active  transplant  pro- 
grams in  the  United  States.  This  article  will 
review  the  development  of  the  BMT  program  at 
UNMC  and  will  highlight  some  of  the  important 
clinical  and  basic  science  research  that  has  been 
performed. 

PROGRAM  DEVELOPMENT 

The  first  patient  to  receive  a BMT  at  UNMC 
was  a 33  year  old  man  with  a non-Hodgkin's 
lymphoma.  This  patient  was  transplanted  on 
April  1,  1983  and  occupied  a bed  in  the  adult 
intensive  care  unit  (AICU).  This  patient  is  still 
alive,  although  he  has  developed  a second 
malignancy.  The  second  transplant  was  per- 
formed three  weeks  later  on  April  22, 1 983.  This 
patient  was  a 34  year  old  woman  with  a low- 
grade  non-Hodgkin's  lymphoma.  This  woman 
also  remains  alive  and  free  of  disease.  She  has  a 
normal  performance  status  and  must  be  one  of 
the  longest  surviving  recipients  of  an  autolo- 
gous BMT  for  a low-grade  lymphoma. 

Although  it  was  projected  that  no  more  than 
10-12  transplants  would  be  performed  during 
the  first  1 2 months  of  the  BMT  program,  a total 
of  22  transplants  were  performed  on  20  pa- 
tients during  the  1983  calendar  year.  Nine  of 
these  patients  were  transplanted  for  non- 
Hodgkin's  lymphoma,  five  patients  had  leuke- 
mia, and  six  patients  had  solid  tumors.  Five 
allogeneic  bone  marrow  transplants  were  per- 
formed during  the  first  year  in  addition  to  17 
autologous  transplants.  Although  a pediatric 
transplant  program  was  not  in  place,  three 
children  (ages  5-8)  were  transplanted  success- 
fully during  1983.  Six  patients  (27%)  trans- 
planted in  the  first  year  died  of  transplant- 
related  complications.  Four  of  the  patients  who 
were  transplanted  in  1983  are  still  alive.  The 


total  number  of  transplants  performed  at  UNMC 
has  increased  each  year  (Fig  1 ).  In  1 992,  a total 
of  191  transplants  were  performed  at  UNMC, 
and  a total  of  1049  transplants  have  been 
performed  as  of  December  31,  1992.  Trans- 
plants have  been  performed  on  residents  of  47 
states,  the  District  of  Columbia,  and  1 2 foreign 
countries.  The  various  conditions  for  which 
transplants  have  been  performed  and  the  types 
of  transplants  that  have  been  performed  are 
displayed  in  Fig  2. 


FIGURE  1 

Total  UNMC  bone  marrow  and  peripheral  stem  cell 
transplant  activity. 
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It  is  now  recognized  that  hematopoietic  pro- 
genitor cells  are  present  in  the  blood  as  well  as 
bone  marrow.  A major  milestone  occurred  on 
June  8,  1 984  when  the  first  peripheral  stem  cell 
transplant  (PSCT)  was  performed  at  UNMC. 
The  patient  was  a 41  year  old  woman  with 
breast  cancer  that  had  metastasized  to  her  bone 
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FIGURE  2 

Total  UNMC  transplant  activity:  a.  Distribution  of  types  of 
transplants  performed  b.  Distribution  of  conditions  for 
which  transplants  have  been  performed. 
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marrow.  The  second  PSCT  at  UNMC  was  per- 
formed in  March,  1 985  in  another  woman  with 
metastatic  breast  carcinoma.  Although  neither 
of  these  women  became  long  term  survivors 
after  transplantation,  both  showed  evidence  of 
hematopoietic  recovery  prior  to  death.  These 
two  women  were  among  the  first  successful 
recipients  of  a peripheral  stem  cell  transplant 
and  their  cases  were  among  the  first  manu- 
scripts to  be  reported  by  the  UNMC  BMT 
program.1  Since  this  time  there  has  been  rapid 
growth  in  the  use  of  peripheral  stem  cell  trans- 
plantation.2 In  1992,  84  peripheral  stem  cell 
transplants  were  performed  at  UNMC.  This 
total  was  more  than  the  number  of  autologous 
bone  marrow  transplants  performed  that  year 
(Fig  3). 

FIGURE  3 

Comparison  of  UNMC  autologous  bone  marrow  trans- 
plant activity  and  autologous  peripheral  stem  cell  trans- 
plant activity  in  adults. 


In  January,  1 985  a 1 9 year  old  man  became 
the  first  patient  to  move  into  the  new  Oncology- 
Hematology  Special  Care  Unit(OHSCU)  which 
was  constructed  from  existing  rooms  on  the 
seventh  floor  of  University  Hospital.  These  new 
rooms  featured  high  efficiency  particulate  air 
filtration  and  could  be  used  for  patients  requir- 
ing dialysis  or  ventilator  management.  The 
OHSCU  was  formally  dedicated  during  a sym- 
posium on  clinical  and  experimental  chemo- 
therapy that  was  held  during  the  first  week  in 
February,  1 985.  Initially  nine  beds  were  opened 
and  later  a conference  room  was  converted  into 
a tenth  patient  room.  While  expansion  of  this 
unit  had  been  planned  after  three  to  five  years 
it  was  full  within  six  months  after  opening. 
Between  1 987  and  1 989  an  additional  20  beds 
on  the  seventh  floor  of  University  Hospital  were 
converted  into  transplant  beds,  and  in  1992  a 
separate  five-bed  transplant  unit  opened  featur- 
ing an  improved  air  filtration  system. 

In  July,  1987  a pediatric  transplant  team 
came  from  Case  Western  Reserve  University  to 
join  the  UNMC  BMT  program.  The  first  trans- 
plant performed  by  this  team  was  done  for  an 
1 1 month  old  Irish  girl  who  had  infantile  malig- 
nant osteopetrosis.  In  this  case  the  marrow 
donor  was  the  child's  father.  This  patient  is  doing 
well  more  than  five  years  after  her  transplant. 
Members  of  the  pediatric  BMT  team  had  previ- 
ously reported  the  first  successful  use  of  bone 
marrow  transplantation  to  treat  osteopetrosis.3 
The  number  of  pediatric  marrow  transplants 
performed  at  UNMC  has  increased  greatly  since 
the  arrival  of  the  pediatric  team  and  currently 
averages  approximately  25  per  year.  This  team 
has  placed  special  emphasis  on  transplantation 
for  Wilms'  tumor  and  childhood  non-Hodgkin's 
lymphoma.4  In  addition,  transplants  have  been 
performed  for  children  with  severe  combined 
immunodeficiency,  Wiskott-Aldrich  syndrome, 
thalassemia,  and  Hunter's  disease. 

Because  only  30-40  percent  of  allogeneic 
transplant  candidates  have  a suitably  matched 
sibling  donor,  UNMC  is  now  performing  trans- 
plants with  matched  unrelated  donors  who  are 
identified  through  large  national  and  interna- 
tional registries.  The  UNMC  unrelated  BMT 
program  is  recognized  by  the  National  Marrow 
Donor  Program  as  one  of  its  major  transplant 
centers.  Thirty  unrelated  transplants  have  been 
performed  at  UNMC  since  December,  1988. 
Preliminary  donor  searches  have  been  per- 
formed for  187  patients  and  1 02  formal  searches 
have  been  run. 
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It  has  been  gratifying  to  note  the  improved 
results  of  transplantation  since  the  program 
began.  Transplant-related  mortality  was  quite 
high  during  the  early  years  of  the  BMT  program. 
There  has  been  a dramatic  reduction  in  mortal- 
ity during  the  10  years  the  BMT  program  has 
been  in  operation  (Fig  4).  Early  mortality  follow- 
ing transplantation  currently  averages  10-15 
percent  for  all  patients.  Certain  patient  popula- 
tions such  as  those  undergoing  autologous  trans- 
plantation for  Hodgkin's  disease  have  trans- 
plant-related  mortality  rates  below  five  percent. 
The  improved  mortality  results  are  due  to  a 
combination  of  factors  but  undoubtedly  relate 
to  better  patient  selection  and  increased  expe- 
rience. 

FIGURE  4 

Percent  transplant-related  mortality  at  UNMC. 
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Significant  declines  have  also  occurred  in  the 
length  of  hospitalization  for  patients  undergo- 
ing BMT.  The  average  length  of  stay  was  32.1 
days  for  adult  patients  undergoing  autologous 
BMT  and  PSCT  in  1 992  (Fig  5).  The  reduction  in 
average  length  of  hospitalization  is  related  to 
improvements  in  marrow  processing  and  pe- 
ripheral stem  cell  collection  which  have  led  to 
more  rapid  hematologic  engraftment  following 
BMT.  The  availability  of  hematopoietic  growth 
factors  has  also  resulted  in  more  rapid  hemato- 
poietic engraftment,  and  the  availability  of  home 
nursing  and  weekend  clinic  hours  have  contrib- 
uted to  earlier  hospital  discharge.  Reductions  in 
the  duration  of  hospitalization  have  allowed 
hospital  charges  to  remain  relatively  constant 
over  the  last  three  years,  in  spite  of  rising  health 
care  costs. 

CLINICAL  STUDIES 

More  than  one-third  of  all  transplants  at 
UNMC  have  been  performed  for  patients  with 
non-Hodgkin's  lymphoma  (Fig  2).  In  1986  the 
first  reports  of  UNMC  patients  undergoing  au- 
tologous BMT  for  non-Hodgkin's  lymphoma 
were  published.5,6  It  is  important  to  note  that 
both  of  these  publications  involved  collabora- 


tion with  other  academic  institutions.  This  type 
of  collaboration  has  been  an  early  and  ongoing 
feature  of  the  UNMC  BMT  program  that  has 
allowed  us  to  report  clinical  results  involving 
large  numbers  of  patients.  A cooperative  effort 
between  UNMC,  M.D.  Anderson  Cancer  Cen- 
ter, and  several  European  institutions  resulted  in 
the  publication  of  a series  of  1 00  patients  under- 
going autologous  BMT  for  relapsed  non- 
Hodgkin's  lymphoma.7  This  report,  which  is  one 
of  the  most  widely  cited  papers  in  the  transplan- 
tation literature,  validated  the  concept  that  trans- 
plantation results  were  related  to  a patient's 
sensitivity  to  conventional  chemotherapy  ad- 
ministered prior  to  transplantation.  The  UNMC 
transplant  program  contributed  the  largest  num- 
ber of  patients  to  this  study.  The  first  large 
published  series  of  patients  undergoing  autolo- 
gous BMT  for  Hodgkin's  disease  resulted  from  a 
similar  collaborative  effort  between  UNMC  and 
M.D.  Anderson  Cancer  Center.8  Subsequent 
reports  from  our  two  groups  have  helped  to 
clarify  the  role  of  transplantation  for  patients 
with  Hodgkin's  disease.9,10 


FIGURE  5 

Fiscal  year  average  length  of  stay  for  UNMC  adult  autolo- 
gous transplant  recipients. 
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Another  major  trial  conducted  at  UNMC 
involved  collaboration  with  the  Fred  Hutchinson 
Cancer  Center  in  Seattle,  and  Dana-Farber  Can- 
cer Center  in  Boston.11  This  large  study  investi- 
gated the  use  of  granulocyte-macrophage  colony 
stimulating  factor  (CM-CSF)  following  autolo- 
gous BMT  for  lymphoid  malignancies.  Resultsof 
this  publication  established  the  fact  that  CM- 
CSF  could  accelerate  granulocyte  recovery  fol- 
lowing autologous  BMT  and  ultimately  led  to 
FDA  approval  of  GM-CSF  for  this  indication. 
Now  patients  routinely  receive  GM-CSF  follow- 
ing autologous  BMT,  and  this  is  one  of  the 
reasons  for  recent  improvement  in  transplant- 
related  mortality  and  reductions  in  the  duration 
of  hospitalization  following  transplantation.  Sub- 
sequent results  from  collaborative  studies  in- 
volving UNMC  have  demonstrated  that  GM- 
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CSF  can  improve  survival  for  patients  who  expe- 
rience delayed  engraftment  after  BMT.12  Data 
from  this  trial  led  to  an  expansion  of  the  FDA- 
approved  indication  for  the  use  of  GM-CSF. 

The  University  of  Nebraska  has  been  a leader 
in  the  use  of  peripheral  stem  cell  transplanta- 
tion. This  technique  allows  transplantation  in 
patients  with  bone  marrow  metastases  and 
those  whose  marrow  cannot  be  harvested  be- 
cause of  prior  pelvic  irradiation.  The  use  of 
peripheral  stem  cell  marrow  rescue  has  allowed 
large  numbers  of  patients  to  receive  transplants 
who  would  not  otherwise  have  been  eligible  for 
this  procedure.  The  largest  reported  series  of 
PSCT  for  patients  with  non-Hodgkin's  lymphoma 
has  been  reported  from  UNMC.13  It  now  ap- 
pears that  a significant  proportion  of  patients 
may  be  cured  with  this  approach.  In  contrast 
with  more  aggressive  histologic  subtypes,  there 
is  little  experience  with  transplantation  for  low- 
grade  non-FHodgkin's  lymphoma.  Other  institu- 
tions have  performed  transplants  on  low-grade 
lymphoma  patients  with  purged  autologous 
bone  marrow.  At  UNMC  we  have  chosen  to 
transplant  these  patients  with  peripheral  stem 
cells.  The  largest  series  of  PSCT  for  low-grade 
lymphoma  has  been  reported  by  UNMC  and 
results  indicate  that  these  patients  can  experi- 
ence prolonged  disease-free  survival  following 
transplantation.14  The  largst  series  of  patients 
receiving  PSCT  for  Hodgkin's  disease  has  been 
reported  from  UNMC,15  as  well  as  the  first 
reported  allogeneic  PSCT.16 

At  UNMC  we  are  evaluating  techniques  to 
improve  the  outcome  for  patients  who  have 
transplants.  One  example  involves  the  use  of 
investigational  chemotherapeutic  agents  such 
as  intravenous  hydroxyurea  for  patients  under- 
going BMT.  Results  indicate  that  transplant 
regimens  using  this  drug  may  be  superior  to 
existing  transplant  regimens.17  Other  novel  ap- 
proaches used  at  UNMC  have  involved  the  use 
of  radiolabeled  antibody  therapy  in  combina- 
tion with  high-dose  chemotherapy  and  autolo- 
gous BMT.18  A new  hematopoietic  growth  fac- 
tor, PIXY  321,  is  currently  undergoing  trials  at 
UNMC.19  It  is  hoped  that  the  use  of  this  drug  will 
lead  to  more  rapid  hematopoietic  reconstitu- 
tion and  diminished  requirements  for  red  blood 
cell  and  platelet  transfusions  following  BMT. 

Progress  can  also  be  demonstrated  by  results 
of  transplantation  in  elderly  patients.  Prior  to 
1992  we  attempted  transplants  only  rarely  in 
patients  greater  than  60  years  of  age.  During  this 
period  seven  such  transplants  were  attempted 


in  patients  with  non-Hodgkin's  lymphoma.  We 
observed  early  transplant-related  deaths  in  five 
of  these  patients,  none  of  whom  remain  alive. 
Since  March,  1 992  we  have  transplanted  seven 
patients  between  the  ages  of  61-67  and  have 
had  no  early  deaths. 

Several  other  clinical  disciplines  have 
benefitted  from  the  BMT  program.  Psychiatrists 
at  UNMC  have  had  an  active  role  in  the  evalu- 
ation of  transplant  patients.  The  University  of 
Nebraska  has  participated  in  a trial  sponsored 
by  the  National  Cancer  Institute  that  has  evalu- 
ated psychiatric  consequences  following  BMT. 
Neurologic  complications  of  BMT  have  been 
reported  by  the  neurologists,20  while  other  in- 
vestigators have  evaluated  changes  in  protein  C 
and  antithrombin  III  following  BMT.21  Radiolo- 
gists at  UNMC  have  pioneered  the  use  of 
translumbar  inferior  vena  cava  catheters  to  pro- 
vide venous  access  for  peripheral  stem  cell 
collection.22  Transplant  patients  are  seen  daily 
by  pulmonary  physicians  who  have  demon- 
strated the  value  of  bronchoalveolar  lavage  in 
the  identification  of  infections  following  BMT.23 
Pulmonary  physicians  at  UNMC  have  also  de- 
scribed a new  syndrome,  known  as  diffuse 
alveolar  hemorrhage,  in  BMT  recipients.24 

BASIC  SCIENCE  RESEARCH 

A large  amount  of  basic  science  research  has 
been  generated  by  the  clinical  BMT  program. 
Early  observations  at  UNMC  demonstrated  that 
patients  with  histologically  normal  bone  mar- 
row harvests  often  have  marrow  that  contains 
occult  malignant  contamination.  Subsequent 
analysis  of  patients  undergoing  autologous  BMT 
for  lymphoma  and  breast  cancer  has  demon- 
strated improved  survival  in  patients  without 
detectable  marrow  disease  compared  with  those 
who  have  evidence  of  tumor  in  their  marrow.25 
This  is  one  example  of  a pre-clinical  observation 
that  may  have  important  prognostic  influence 
for  patients  undergoing  transplantation.  Investi- 
gators are  using  a pig  model  to  test  transplanta- 
tion techniques  and  evaluate  improved  meth- 
ods for  peripheral  stem  cell  collection.26  Studies 
with  this  model  have  demonstrated  that  eryth- 
ropoietin administration  during  the  period  of 
peripheral  stem  cell  collection  can  markedly 
shorten  the  duration  of  neutropenia  as  well  as 
the  time  required  for  red  blood  cell  and  platelet 
recovery  following  PSCT.27  These  pre-clinical 
observations  have  now  led  to  clinical  trials  of 
erythropoietin  administration  during  peripheral 
stem  cell  collection. 
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OTHER  BENEFITS 

The  BMT  program  at  UNMC  has  also  ben- 
efited from  the  academic  influence  of  our  nurs- 
ing staff.  In  1 992,  the  International  BMT  Nursing 
Conference  was  held  in  Omaha.  Nurses  from 
UNMC  have  been  elected  to  offices  in  the  BMT 
division  of  the  Oncology  Nursing  Society.  In 
addition,  an  educational  booklet  and  a video  on 
transplantation  have  been  developed  by  trans- 
plant nurses  at  UNMC.  These  educational  mate- 
rials are  used  by  several  other  transplant  pro- 
grams. Nurses  at  UNMC  have  reported  studies 
on  pain  in  BMT  patients,28  long  term  studies  of 
physical  and  psychological  function  following 
BMT,29  and  guides  to  assessment  of  oral  compli- 
cations following  BMT.30  Several  nurses  as  well 
as  graduate  students  in  other  disciplines  have 
completed  or  are  completing  graduate  theses 
on  topics  related  to  marrow  transplantation. 
Important  contributions  have  also  been  made 
by  social  workers  at  UNMC  who  have  made 
presentations  at  the  National  Association  of 
Oncology  Social  Workers. 

The  UNMC  transplant  program  depends 
heavily  on  volunteers  who  are  specially  trained 
to  help  BMT  patients  and  their  families  in  a 
variety  of  ways.  In  1991  these  volunteers  won 
the  American  Hospital  Association  Award  for 
Volunteer  Excellence. 

FUTURE  DIRECTIONS 

Continued  growth  in  the  BMT  program  at 
UNMC  is  anticipated.  Future  plans  include  a 
comparison  of  PSCT  with  autologous  BMT  for 
patients  with  non-Hodgkin's  lymphoma.  Other 
plans  include  early  transplantation  in  first  com- 
plete remission  for  certain  high-risk  patients 
with  non-Hodgkin's  lymphoma.  A trial  has  been 
funded  to  investigate  the  use  of  a new  agent, 
bestatin,  following  transplantation  for  patients 
with  lymphoma.  This  will  be  the  first  United 
States  use  of  this  drug  which  augments  immune 
function  and  may  hopefully  prolong  remissions 
and  decrease  relapse  rates  following  transplan- 
tation. Additional  plans  include  trials  of  new 
growth  factors  which  may  be  administered  fol- 
lowing transplantation  or  during  peripheral  stem 
cell  collection.  The  use  of  outpatient  BMT  and 
early  discharge  for  transplant  patients  will  also 
be  investigated. 

SUMMARY 

The  bone  marrow  transplant  program  at 
UNMC  is  currently  one  of  the  most  active 
programs  in  the  country.  The  benefits  to  pa- 


tients who  are  cured  of  disease  by  transplanta- 
tion cannot  be  measured.  The  large  volume  of 
clinical  and  basic  science  research  related  to 
transplantation  has  enhanced  the  academic  stat- 
ure of  UNMC.  The  combination  of  patient  care, 
education,  clinical  research,  and  basic  science 
research  provides  an  excellent  model  for  the 
operation  of  an  academic  medical  institution. 
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III  NJURY  is  probably  the  most 
under  recognized  public 
I health  problem  facing  the  na- 
tion today,  and  the  study  of  injury  represents 
unparalleled  opportunities  for  reducing  morbid- 
ity and  mortality  and  for  realizing  significant 
savings  in  both  financial  and  human  terms  — all 
in  return  for  a relatively  modest  investment." 
National  Academy  of  Science,  Injury  Control 
1 988. 1 

Injury  is  the  fourth  leading  cause  of  death  in 
the  United  States  and  the  number  one  killer  for 
everyone  under  the  age  of  45.2  It  claims  the  lives 
of  over  140,000  people,  leads  to  23  million 
hospital  admissions,  and  forces  54  million  people 
to  visit  a physician  each  year.3  Injury  alone 
accounts  for  over  150  billion  dollars  of  the 
Nations  health  care  cost  each  year.3 

If  injury  is  considered  only  as  trauma,  these 
figures  seem  grossly  exaggerated.  However, 
one  quickly  realizes  the  vast  spectrum  of  injury 
if  one  uses  a demonstrative  definition  of  injury 
such  as;  the  transfer  of  energy  above  or  below 
human  tolerance.3  The  various  forms  of  energy; 
mechanical,  thermal,  chemical,  electrical,  and 
asphyxiation  can  all  be  causative  agents  of 
injury.3  Understanding  this  principle  yields  in- 
sight into  the  definition  of  injury. 

Although  injuries  occur  frequently,  it  is  still 
very  difficult  to  investigate  injury.  This  is  be- 
cause a comprehensive  national  source  of  inci- 
dence data  on  injury  is  not  currently  available. 
Knowledge  of  the  patterns  of  injury  in  this 
country  are  derived  principally  from  mortality 
statistics  that  constitute  less  than  0.1%  of  all 
injuries  reaching  medical  attention".4-5  In  addi- 
tion, retrospective  review  of  diagnostic  codes 
placed  on  the  Uniform  Hospital  Discharge  Data 
Set  (UHDDS)  rarely  differentiates  the  cause  of 
injury.  For  example,  it  is  nearly  impossible  to 
differentiate  an  unintentional  laceration  from  a 
fall  and  caused  by  an  assault  unless  the  hospital 
chart  is  reviewed  manually.5 


There  currently  is  an  economically  feasible 
coding  system  available  whereby  the  external 
cause  of  injury  (E-code)  can  be  included  along 
with  the  diagnosis  on  the  UHDDS.  An  E-code  is 
a 4 to  6 digit  character  which  represents  the 
environmental  event,  circumstances,  and  con- 
ditions related  to  an  injury,  poisoning,  or  other 
adverse  occurrence.7  The  Centers  for  Disease 
Control  and  the  National  Academy  of  Sciences 
recommend  that  external  cause  of  injury  or 
poisoning  codes  be  included  in  all  injury  surveil- 
lance systems.8  Unfortunately,  E-codes  have  not 
been  widely  adopted  partly  because  they  do 
not  affect  reimbursement  from  third  party  pay- 
ers as  does  the  diagnostic  code.7  In  a fiscal 
analysis  the  average  hospital  incurred  an  ex- 
penditure of  $600  to  implement  on  E-coding 
system.6 

There  have  been  some  isolated  examples  of 
utilizing  E-codes  for  injury  surveillance  purposes. 
In  1 989,  a grantfrom  the  Nebraska  Department 
of  Health  enabled  the  Lincoln-Lancaster  County 
Health  Department  to  start  an  injury  surveil- 
lance program  utilizing  E-codes.  Lincoln  Gen- 
eral, Bryan  Memorial,  and  Saint  Elizabeth  Com- 
munity Health  Center  participated  in  the  surveil- 
lance program. 

With  this  available  data  base,  the  purpose  of 
this  study  was  twofold:  1 ) to  analyze  the  1 990 
data  to  determine  the  leading  causes  of  injury 
that  resulted  in  hospital  admission  for  all  groups; 
2)  to  focus  upon  the  leading  causes  of  injury  in 
the  elderly  in  order  to  gain  expertise  in  the  use 
of  this  type  of  data  base. 
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METHODS 

The  Lincoln-Lancaster  County  Health  De- 
partment injury  data  base  included  2, 1 09  admit- 
ted patients  in  Lancaster  County  that  had  been 
assigned  an  E-code  during  1990.  Emergency 
Department  patients  discharged  from  the  ED 
were  excluded,  because  the  data  base  con- 
tained only  admitted  and  short  stay  patients  at 
this  time.  Information  in  the  data  base  included 
age,  sex,  length  of  stay,  diagnosis  codes,  E-code, 
hospital,  and  cost.  All  information  was  anony- 
mous, and  no  patient  could  be  identified  by 
name.  We  utilized  the  Epi-lnfo  software  pro- 
gram supplied  by  the  Centers  for  Disease  Con- 
trol9 to  separate  these  patients  into  5 age  groups 
and  assess  the  leading  causes  of  injury  that 
resulted  in  admission.  We  determined  the  lead- 
ing cause  of  injury  in  the  elderly  to  be  adverse 
drug  reactions,  which  is  specifically  defined  by 
the  internal  classification  of  diseases  (ICD-9- 
CM)  as:  "Drugs,  medicinal  and  biological  sub- 
stances causing  adverse  effects  in  therapeutic 
use".10 

In  order  to  obtain  more  detailed  information 
about  ADR's  in  the  elderly  we  reviewed  medical 
records  directly  from  each  hospital  for  the  year 
1990  with  the  following  criteria:  Age  greater 
than  or  equal  to  65  years  and  an  adverse  drug 
reaction  E-code  (930.0  - 949.9).  Records  acquir- 
ed by  this  manner  included  both  admitted  and 
non-admitted  patients  and  we  analyzed  309  out 
of  the  possible  336  patients. 

RESULTS 

In  the  0-10  age  group,  falls  accounted  for 
over  25%  of  these  injuries.  (Fig  1 ) Amongst  the 
11-20  age  group,  motor  vehicle  traffic  acci- 
dents, falls,  and  suicide  caused  the  greatest 
number  of  hospitalizations.  (Fig  2)  In  the  21-40 
age  group,  motor  vehicle  traffic  accidents  and 
falls  were  once  again  at  the  top  of  the  list.  (Fig  3) 
The  41-64  age  group  showed  adverse  drug 
reactions  (ADR)  to  be  the  number  one  cause  of 
injury  leading  to  admission,  much  like  the  65 
and  over  age  group  (Fig  4 & 5).  In  this  elderly 
population,  ADR's  accounted  for  over  50%  of 
the  injuries  leading  to  hospitalization.  The  total 
hospital  charges  for  hospitalized  elderly  pa- 
tients with  an  ADR  E-code  was  over  3 million 
dollars. 

Using  the  medical  records  to  focus  upon  the 
ADR's  we  were  able  to  delineate  two  groups: 
primary  and  secondary  ADR's.  Primary  ADR's 
were  adverse  drug  reactions  where  the  primary 
cause  for  treatment  was  the  reaction  to  a given 


drug.  It  included  admitted  as  well  as  non-admit- 
ted  patients.  Secondary  ADR's  were  reactions 
that  occurred  after  admission  and  secondary  to 
the  chief  complaint  upon  admission.  Both  groups 
were  taking  over  5 prescription  drugs  before 
their  adverse  drug  reaction  took  place,  and 
most  patients  were  required  to  stay  in  the 
hospital  for  a period  of  6 days.  (Table  1 ) Com- 
mon offenders  of  adverse  drug  reactions  were 

TABLE  1 


1°ADR 

2°ADR 

Number  of  Patients  (n) 

155 

154 

Length  of  Stay 

6.9  days 

9.6  days 

Age 

75.9  years 

77.1  years 

Prescriptions 

5.2 

5.6 

Top  3 offenders 

E933.1 

E933.1 

E942.1 

E944.4 

E932.3 

E947.9 

E933.1  — Anti-Neoplastic  and  Immunosuppressive  Drugs 

E942.1  — Cardiotonic  Glycosides 

E944.4  — Other  Diuretics 

E932.3  — Insulins  and  Anti-Diabetic  Agents 

E947.9  — Unspecified  Drugs  or  Medicinal  Substances 


FIGURE  1 

Age  0-10  Injury 

N=146 


FIGURE  2 

Age  11-20  Injury 
N=310 


Motor  Vehicle  Traffic 
15.5% 


Other  Injuries 
34.7% 


Suicide 


Overexertion  15  2% 


9 7% 
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FIGURE  3 
Age  21-40  Injury 

N=570 


Other  Injuries 
40.0% 


Medical  Misadventures 
9.5% 


Miscellaneous 
13.3% 


Motor  Vehicle  Traffic 
13.2% 


Adverse  Drug  Reaction 
12.8% 


FIGURE  4 
Age  41-64 

N=437 


FIGURE  5 
Age  65+  Injury 

N=644 

Other  Injuries 
Miscellaneous  4.7% 


chemotherapy,  diuretics,  and  cardiotonic  gly- 
cosides. Only  50%  of  the  coded  ADR's  consti- 
tuted a primary  ADR  that  resulted  in  hospital 
admission. 

DISCUSSION 

The  Lincoln-Lancaster  County  Health  De- 
partment data  base  was  not  linked  to  the  hospi- 
tal records;  therefore,  we  were  forced  to  ac- 
quire medical  records  from  the  participating 
hospitals  to  obtain  specific  information  on  the 
hospital  course.  Although  this  resulted  in  a 


slightly  different  population  than  that  reported 
to  the  Lincoln-Lancaster  County  Health  Depart- 
ment, it  was  more  inclusive  because  it  included 
some  patients  that  were  discharged  from  the 
Emergency  Department.  This  problem  has  been 
addressed  and  now  the  records  and  data  base 
are  correlated  for  easy  access.  Another  difficulty 
that  had  to  be  worked  out  was  a complication 
with  patients  over  the  age  of  90  years.  Since  age 
was  a calculated  figure,  subtracting  date  of  birth 
from  date  of  admission,  anyone  born  in  the 
1800's  was  given  a calculated  age  that  fit  into 
the  pediatric  group.  This  too  has  been  corrected 
and  the  data  base  currently  lists  age  as  a numeri- 
cal variable. 

In  order  to  gain  expertise  in  this  type  of  data 
base,  we  deemed  it  necessary  to  focus  upon  a 
large  enough  sample  group  to  assess  the  effi- 
cacy of  the  E-coding  system.  The  fact  that  50% 
of  the  elderly's  injuries  could  be  categorized 
under  adverse  drug  reactions  led  us  to  analyze 
this  injury  within  this  age  group.  ADR's  are  not 
typically  thought  of  as  injuries,  however,  as 
explained  previously  drugs  are  a well  defined 
source  of  chemical  energy  that  frequently  lead 
to  injury.  In  fact,  3-8%  of  all  hospital  admissions 
are  a consequence  of  adverse  drug  reactions.11 
It  has  also  been  consistently  demonstrated  that 
the  incidence  of  adverse  drug  reactions  in- 
creases exponentially  with  the  number  of  drugs 
taken.11'12  Regardless  of  the  fact  that  the  elderly 
(Age  65  and  over)  account  for  over  25%  of  the 
total  national  expenditure  for  prescription  and 
non-prescription  drugs  while  comprising  only 
12%  of  the  population;11'12'13  "evidence  for  an 
increase  in  the  incidence  of  adverse  drug  reac- 
tions with  increasing  patient  age  is  by  no  means 
definitive."11 

By  focusing  on  such  a major  problem  we 
were  able  to  sample  a large  population  and 
analyze  the  value  of  E-coding  in  both  surveil- 
lance and  prevention.  For  example,  in  1990 
E-coding  demonstrated  that  adverse  drug  reac- 
tions were  the  most  common  reason  for  hospi- 
tal admission  amongst  the  elderly  population  in 
the  data  base.  The  Lincoln-Lancaster  County 
Health  Department  responded  by  establishing 
Brown  Bag  Clinics.  Brown  Bag  Clinics  were 
designed  to  encourage  elderly  to  bring  their 
medications  to  a volunteer  pharmacist  who 
would  reiterate  the  specific  reason  for  each 
prescription,  as  well  as  screen  the  person's 
medications  for  possible  drug  interactions.  All 
of  this  was  instituted  in  the  hopes  of  reducing 
ADR's  in  the  elderly. 
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CONCLUSION 

In  conclusion,  injury  is  one  of  the  most  pre- 
ventable major  public  health  problems  in  the 
United  States  today.  We  found  that  the  Lincoln- 
Lancaster  County  Health  Department  E-code 
data  base  was  easily  accessed,  provides  a wealth 
of  information  on  injury  epidemiology,  and  can 
result  in  well  targeted  interventions.  If  a state- 
wide E-code  data  base  were  available,  it  would 
yield  further  information  and  provide  research- 
ers with  the  data  necessary  to  study  other,  more 
traditional  areas  of  injury.  This  could  then  be 
used  to  develop  rational  intervention  programs 
to  reduce  the  incidence  of  this  disease. 
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The  Diagnosis  of  Urinary  Tract  Infections  During  Pregnancy 
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THE  Physician  who  practices  ob- 
stetrics must  understand  the 
association  between  urinary 
tract  infections  and  perinatal  morbidity  and 
mortality.  Urinary  tract  infections  are  among  the 
most  common  medical  complications  of  preg- 
nancy. 

During  pregnancy  the  normal  female  urinary 
tract  undergoes  significant  physiologic  alter- 
ations. The  ureter  progressively  dilates  through- 
out pregnancy.  There  is  a right  sided  predomi- 
nance that  is  unaffected  by  parity  or  previous 
urinary  tract  problems.  The  uterus  may  obstruct 
the  ureter  as  it  enlarges  over  the  pelvic  brim.  The 
maternal  bladder  becomes  enlarged  with  de- 
creased tone  and  incomplete  emptying,  predis- 
posing patients  to  vesicoureteric  reflux.  Proges- 
terone and  the  other  hormones  of  pregnancy 
cause  ureteral  atony,  and  combined  with  all  of 
these  alterations  promote  ascending  infection 
from  the  bladder  through  the  ureter  and  to  the 
kidneys. 

There  are  three  presentations  of  infection: 
asymptomatic  bacteriuria,  acute  cystitis  and 
acute  pyelonephritis.  Kass's  work  dating  from 
the  1 950's  demonstrated  that  bacteriuria  can  be 
present  without  symptoms  of  a urinary  tract 
infection.  From  his  studies,  the  definition  of 
asymptomatic  bacteriuria  evolved:  the  pres- 
ence of  at  least  105  colonies  of  a bacterial 
organism  per  milliliter  of  urine  on  two  consecu- 
tive midstream  voided  specimens  in  the  ab- 
sence of  symptoms  of  a urinary  tract  infection. 
From  a clinical  perspective,  a single  positive 
clean  catch  urine  is  sufficient  for  starting  treat- 
ment. If  a urethral  catheterization  reveals  a 
bacteriuria  regardless  of  colony  court,  start  treat- 
ment. 

There  are  many  rapid  urine  screening  tests  as 
alternatives  or  adjuncts  to  screening  all  patients 
with  urine  cultures.  Robertson  and  Duff  using  a 
combination  of  both  the  nitrite  test  and  leuko- 
cyte esterase,  concluded  that  neither  test  alone 


is  sensitive  enough  as  a screening  test  for 
asymptomatic  baceriuria  in  obstetrical  patients. 
The  combination  of  the  two  tests,  however,  may 
provide  an  acceptable  cost  effective  alternative 
to  screening  all  asymptomatic  patients  without 
urine  cultures. 


Negative  Positive 
predictive  predictive 


Test 

Sensitivity 

Specificity 

value 

value 

Positive  nitrite 

43.4 

98.9 

95.1 

79.4 

Positive  leukocyte 
esterase 

77.4 

96.1 

97.9 

64.0 

Both  tests  positive 

32.2 

94.2 

99.2 

100.0 

Either  test  positive 

92.0 

95.0 

99.2 

62.6 

•Data  are  expressed  as  the  percent  of  positive  cultures  correctly 
identified  by  the  screening  test. 


Robertson  & Duff,  Obstet  Gynecol  71: 878, 1988 

The  prevalence  of  asymptomatic  bacteriuria 
in  pregnant  women  ranges  from  2 to  11%. 
There  are  numerous  predisposing  factors  that 
increase  a patient's  risk  for  developing 
asymptomatic  bacteriuria:  age  (1  % increase  per 
decade  of  life),  sexual  activity,  increased  parity, 
diabetes,  sickle  cell  trait,  and  lower  social  eco- 
nomic status.  The  majority  of  asymptomatic 
bacteriuria  is  detected  at  the  first  antenatal 
assessment,  however,  it  is  likely  that  the  major- 
ity of  patients  acquired  this  condition  prior  to 
the  pregnancy.  The  predominant  organism  iso- 
lated from  clinical  studies  of  asymptomatic 
bacteriuria  is  E coli.  This  gram  negative  bacillus 
is  isolated  in  60-90%  of  cases. 

Other  organisms  reported  in  varying  fre- 
quency include  Klebsiella  pneumoniae,  Proteus 
mirabilis,  Staphylococcus  saprophyticus,  entero- 
cocci, and  group  B streptococci.  McDowell  and 
associates  have  recently  suggested  that  anaero- 
bic bacteria  and  Ureaplasma  urealyticum  may 
be  significant  uropathogens  in  pregnant  women. 
Studies  suggest  an  increased  susceptibility  to 
colonization  of  the  urinary  tract  with  Gardnerella 
vaginalis  and  Ureaplasma  urealyticum  during 
pregnancy. 
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Treatment  of  Asymptomatic  Bacteriuria 

Screening,  treatment,  and  eradication  of 
asymptomatic  bacteriuria  will  prevent  70%  of 
antenatal  acute  pyelonephritis.  The  goal  of  treat- 
ment is  to  maintain  a sterile  urine  throughout 
the  pregnancy.  This  is  accomplished  by  utilizing 
short  courses  of  treatment  versus  continuous 
antimicrobial  therapy  until  delivery.  The  short 
courses  of  treatment  (1-3  weeks  with  Sulfon- 
amides, Ampicillin,  or  Nitrofurantoin)  are  as 
effective  as  continuous  therapy  in  eradicating 
bacteriuria,  and  minimize  and  adverse  drug 
effects  in  both  mother  and  fetus.  In  addition, 
they  reduce  the  emergence  of  resistant  bacteria 
and  costs  are  kept  to  a minimum. 

When  asymptomatic  bacteriuria  is  detected, 
treatment  should  be  with  a 1 0-1 4 day  course  of 
a short  acting  Sulfonamide,  Nitrofurantoin,  or 
Ampicillin.  In  the  third  trimester,  Ampicillin  may 
be  the  drug  of  choice,  since  sulfa  compounds 
compete  with  bilirubin  for  albumin-binding  sites 
and  may  cause  hyperbilirubinemia  in  the  new- 
born. If  asymptomatic  bacteriuria  recurs,  the 
patient  should  be  given  suppressive  antimicro- 
bial therapy  for  the  duration  of  pregnancy  and 
until  12  weeks  postpartum. 

The  Effects  of  Asymptomatic  Bacteriuria 
on  Pregnancy 

Studies  of  Kass  and  other  investigators  have 
identified  a strong  relationship  between 
untreated  asymptomatic  bacteriuria  and  the 
development  of  acute  pyelonephritis.  Acute 
pyelonephritis  developed  in  40%  of 
asymptomatic  bacteriuric  patients  that  were 
treated  with  placebo  compared  to  the  treated 
group  with  antimicrobials.  Subsequent  investi- 
gators have  also  confirmed  a high  rate  of 
pyelonephritis  in  untreated  asymptomatic 
bacteriuria.  Kass  and  co-workers  have  reported 
an  increased  incidence  of  low  birth  weight 
infants  (less  than  2500  grams)  in  women  with 
untreated  bacteriuria  during  pregnancy.  Other 
reports  have  confirmed  this  conclusion  and 
have  mentioned  other  neonatal  complications 
including  prematurity,  IUGR,  stillbirths,  and 
perinatal  deaths  as  well.  Whalley,  Gilstrap,  and 
other  investigators,  however,  have  been  unable 
to  show  any  association  between  bacteriuria 
and  poor  perinatal  outcome. 

Acute  Cystitis  in  Pregnancy 

Acute  cystitis  is  characterized  by  dysuria, 


Relationship  Asymptomatic  Bacteriuria 
and  Pyelonephritis 

Total  Number 


Study Patients Pyelonephritis  (%) 

Kass,  et  al. 


Placebo 

95 

18 

(19%) 

Treated 

84 

0 

Kincaid-Smith 

Placebo 

60 

19 

(31%) 

Treated 

64 

1 

(1.5%) 

LeBlanc  & McGanity 

Placebo 

41 

8 

(19.5%) 

Treated 

69 

3 

(4.3% 

Little 

Placebo 

52 

19 

(36.5%) 

Treated 

57 

3 

(5.3%) 

Pathak,  et  al. 

Placebo 

49 

17 

22.4% 

T reated 

75 

3 

(4%) 

frequency,  urgency,  and  the  sensation  of 
suprapubic  discomfort.  Systemic  symptoms 
such  as  fever,  and  CVA  tenderness.  Stamm  and 
co-workers  have  suggested  that  a urine  culture 
positive  for  bacteria  with  more  than  100  colo- 
nies per  milliliter  plus  symptoms  of  dysuria  and 
frequency  are  confirmatory  for  the  diagnosis  of 
cystitis.  If  cystitis  is  suspected,  a urine  culture 
should  be  obtained  and  therapy  started.  Antimi- 
crobials such  as  Nitrofurantioin,  Sulfisoxazole, 
or  Ampicillin,  may  be  used  for  1 0-1 4 days.  The 
organisms  most  commonly  found  in  an  acute 
cystitis  are  E coli,  Klebsiella,  and  Group  B strep- 
tococci. Follow  up  urine  cultures  are  necessary 
for  assessing  the  effectiveness  of  the  therapy. 
The  incidence  of  acute  cystitis  according  to 
Harris  and  Gilstrap  is  1.3%  during  pregnancy. 
This  has  remained  constant  despite  screening 
and  treatment  of  asymptomatic  bacteriuria. 
Patients  with  acute  cystitis  appear  to  be  at  a 
lower  risk  for  recurrence  (1  7%)  compared  to  a 
30%  recurrence  rate  with  asymptomatic 
bacteriuria  and  up  to  60%  with  pyelonephritis. 

Acute  Pyelonephritis  in  Pregnancy 

Pregnant  women  with  untreated  asympto- 
matic bacteriuria  have  a 20-40%  risk  of  develop- 
ing acute  pyelonephritis  during  their  pregnancy. 
Treatment  of  asymptomatic  bacteriuria  does 
significantly  reduce  the  risk  of  second  or  third 
trimester  pyelonephritis.  The  overall  incidence 
of  acute  pyelonephritis  in  pregnancy  is  1-2.5% 
of  all  obstetrical  patients,  and  may  account  for 
significant  maternal  and  perinatal  morbidity  and 
mortality.  Patients  present  with  flank  pain,  fever, 
shaking  chills,  severe  nausea  and  vomiting  with 
dehydration,  and  costovertebral  angle  tender- 
ness. The  diagnosis  is  confirmed  by  clinical 
findings  of  flank  pain,  fever  and  a urine  analysis 
with  pyuria  and  bacteria. 
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Symptoms  and  Clinical  Findings  in  Acute 
Pyelonephritis  in  Pregnancy 
(Gilstrap,  et  al.,  Obstet  Gynecol,  1981) 


Symptoms  and  Findings 

No. 

Percent 

Presenting  Symptoms: 

Back  pain  and  chills 

539 

82 

Lower  uninary  tract  symptoms 

263 

40 

Nausea  and  vomiting 

154 

24 

Clinical  Findings: 

Temperature  > 38.3°C 

552 

84 

Temperature  >40°C 

80 

12 

Right  CVA  tenderness 

175 

54 

Bilateral  CVA  tenderness 

175 

27 

Left  CVA  tenderness 

103 

16 

Total  Cases 

656 

Treatment  of  Acute  Pyelonephritis  in  Pregnancy 

The  pregnant  woman  with  pyelonephritis 
should  be  hospitalized.  She  is  frequently  dehy- 
drated and  requires  fluid  replacement  with  ei- 
ther Ringer's  lactate,  or  normal  saline,  until 
adequate  urine  flow  is  established.  Blood  cul- 
tures are  important  since  10%  of  patients  will 
have  bacteremia.  Gilstrap  et  al  report  that  20% 
of  affected  patients  have  transient  renal  dys- 
function with  a decreased  creatinine  clearance 
and  an  elevated  BUN  and  creatinine.  Antibiotic 
therapy  should  be  started  as  soon  as  a urine 
culture  is  obtained,  with  a first  generation  cepha- 
losporin such  as  Cefazolin  1 to  2 grams  IV  every 
4-6  hours,  or  Ampicillin  1 to  2 grams  IV  every  4- 
6 hours,  plus  an  amino  glycoside  like  Gentamicin, 
1 .5  mg.  per  kilogram  IV  every  8 hours.  Monitor- 
ing serum  levels  in  pregnant  women  receiving 
Gentamicin  may  be  important  to  prevent  toxic- 
ity and  to  achieve  adequate  dosage.  Following 
intravenous  antimicrobial  treatment,  85%  of 
patients  will  become  afebrile  within  48  hours, 
and  97%  within  four  days.  If  patients  continue 
to  experience  clinical  symptoms,  or  remain 
febrile  then  reisistant  organisms,  an  obstructive 
uropathy,  or  a perinephric  abscess  should  be 
considered. 

During  the  first  few  days  of  therapy,  patients 
must  be  monitored  carefully  for  signs  or  symp- 
toms of  bacterial  endotoxinemia.  Urinary  out- 
put should  be  monitored,  as  well  as  blood 
pressure,  temperature,  and  respiratory  status. 
Patients  who  acutely  develop  hyperthermia, 
hypertension,  and  tachypnea,  are  at  risk  for  the 
adult  respiratory  distress  syndrome.  The  use  of 
pulse  oximetry  may  be  of  some  benefit  in  de- 
tecting early  desaturation  when  it  is  compared 
to  baseline  values  on  patient  admission. 

Acute  pyelonephritis  is  associated  with  a 
significant  risk  of  preterm  labor  and  delivery. 
The  presence  of  a bacterial  endotoxinemia 
causes  the  release  of  cytokines  which  initiate 
myometrial  activity  and  the  prostaglandin  cas- 
cade. 


Comparison  of  Adverse  Pregnancy  Factors  in  487  Women  with 
Antepartum  (435)  and  intrapartum  (52)  Pyelonephritis 
with  Their  Control  Subjects 


Factor 

Women  with 
Pyelonephritis  (5) 

Uninfected 
Controls  (%) 

P 

Value 

Pregnancy  hypertension 

Multiparous  (N-151) 

31  (20) 

50  (33) 

<0.02 

Multiparous  (N-336) 

30  (9) 

48  (14) 

<0.05 

Total  (N-487) 

61  (12) 

98  (20) 

<0.001 

Hemalocrit 

Mean 

34.5  + 29 

35.9  + 21 

<0.01 

Hematocrit  <30 

39  (8) 

14  (3) 

<0.05 

Birth  weight 

Mean 

3.044  + 23 

3.059  + 21 

NS 

<2500  gm 

71  (15) 

50  (10) 

<0.05 

Perinatal  losses 

13  (2.7) 

12  (2.5) 

NS 

Gilstrap,  et  al.,  Am  J Obstet  Gynecol,  1982 

The  risk  of  recurrence  of  acute  phyelonephritis 
during  the  same  gestation  is  reported  to  be 
between  1 0 and  1 8%.  Harris  and  Gilstrap  found 
that  patients  with  acute  pyelonephritis  who  did 
not  receive  suppressive  antimicrobial  therapy 
for  the  duration  of  the  pregnancy  had  a 60% 
rate  of  recurrence  that  necessitated  re-hospital- 
ization.  Those  patients  who  did  receive  suppres- 
sive therapy  for  the  duration  of  gestation  had  a 
2.7%  risk  of  recurrence  and  re-hospitalization. 
The  antimicrobial  agents  used  for  suppressive 
therapy  are  Nitrofurantoin  1 00  mg.  at  bedtime, 
Ampicillin,  or  short  acting  sulfanomides. 
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ASK  A LAWYER 


1.  Could  you  please  explain  the  Good  Sa- 
maritan Act  and  how  it  applies  to  physi- 
cians? 

Neb.  Rev.  Stat.  § 25-21,1 86  states  that  any- 
one who  gratuitously  renders  emergency  care 
at  the  scene  of  an  accident  or  other  emergency 
cannot  be  held  liable  for  civil  damages.  The 
statute  allows  a physician  or  any  other  person 
who  renders  gratuitous  aid  to  avoid  liability  for 
any  acts  or  omissions  in  rendering  the  emer- 
gency care  or  for  any  act  or  failure  to  act  to 
provide  or  arrange  for  medical  treatment  or 
care  for  the  injured  person. 

2.  What  kind  of  protection  do  physicians 
have  in  serving  on  utilization  review  com- 
mittees at  hospitals? 

Under  Neb.  Rev.  Stat.  § 71-2048,  the  pro- 
ceedings, minutes,  records  and  reports  of  any 
utilization  review  committee,  together  with  all 
communications  originating  in  such  commit- 
tees, are  privileged  communications  which  may 
not  be  disclosed  or  obtained  by  legal  discovery 
proceedings  in  most  cases.  The  only  circum- 
stances in  which  the  privilege  does  not  apply  are 
when  (1)  the  patient  agrees  to  waive  the  privi- 
lege and  (2)  a court  determines  that  extraordi- 
nary circumstances  demand  the  disclosure  of 
the  privileged  communications. 

The  privilege  does  not  apply  to  hospital 
medical  records  kept  with  respect  to  any  patient 
in  the  ordinary  course  of  business  regarding  the 
hospitalization  or  treatment  of  that  patient.  The 
privilege  is  applicable,  however,  to  pending 
untried  cases.  On  balance,  statements  you  make 
while  serving  on  or  providing  information  to  a 
hospital  utilization  review  committee  are  privi- 
leged and  may  not  be  disclosed  without  the 
consent  of  the  patient  and  a showing  of  extraor- 
dinary circumstances. 

3.  Do  physicians  who  serve  on  a peer  review 
committee  of  the  State  Medical  Associa- 
tion or  a local  society  have  immunity  for 
communications  they  make  as  a part  of 
these  groups? 

Yes.  Neb,  Rev.  Stat.  § 71-147.01  provides 
that  members  of  a peer  review  committee  of  a 


state  or  local  association  or  society  of  health 
practitioners  shall  not  be  liable  in  damages  to 
any  person  for  libel,  slander,  defamation  of 
character,  breach  of  a privileged  communica- 
tion, or  otherwise  for  any  action  taken  or  recom- 
mendation made  within  the  scope  of  the  func- 
tions of  such  committee. 

Physicians  can  only  be  held  liable  for  ac- 
tions taken  or  recommendations  made  if  they 
act  with  malice  or  without  the  reasonable  belief 
that  the  action  or  recommendation  they  are 
making  is  warranted  by  the  facts  known  after  a 
reasonable  inquiry  into  those  facts  has  been 
made. 

4.  Does  the  Health  Care  Quality  Improve- 
ment Act  (HCQIA)  also  provide  immunity 

for  physicians  participating  in  peer  review 

activities? 

Yes.  The  HCQIA  (42  U.S.C.  § 11111,  et 
seq.)  provides  qualified  immunity  to  those  par- 
ticipating in  peer  review  activities  if  the  review 
actions  satisfy  a particular  standard.  The  stan- 
dard mandates  that  professional  review  actions 
be  taken:  (1)  in  the  reasonable  belief  that  the 
action  was  in  the  furtherance  of  quality  care,  (2) 
after  reasonable  effort  to  obtain  the  facts  of  the 
matter,  (3)  after  adequate  notice  and  hearing 
procedures  are  afforded  to  the  physician  in- 
volved or  after  such  other  procedures  as  are  fair 
to  the  physician  under  the  circumstances  and 
(4)  in  the  reasonable  belief  that  the  action  was 
warranted  by  the  facts  known  after  a reasonable 
effort  to  obtain  the  facts  and  after  meeting  the 
requirements  of  part  3.  If  all  the  standards  are 
met,  the  review  body  and  any  person  participat- 
ing "shall  not  be  liable  in  damages  under  any  law 
of  the  United  States  or  of  any  state  with  respect 
to  this  action."  This  immunity  does  not  apply  to 
damages  under  any  civil  rights  action  or  an 
action  by  the  attorney  general  regarding  viola- 
tions of  the  Equal  Employment  Opportunity 
Act.  The  HCQIA  also  allows  persons  conduct- 
ing peer  review  activities  to  recover  attorney's 
fees  and  costs  of  defense  when  a frivolous  claim 
is  brought  against  a hospital  or  physician  con- 
ducting peer  review. 
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5.  Can  I be  held  liable  for  making  a report  to 
or  relying  on  a report  from  the  National 
Practitioner  Data  Bank? 

No.  42  U.S.C.  § 11, 137(c)  states  that  no 
person  or  hospital  shall  be  held  liable  for  making 
a report  to  the  Data  Bank  without  knowledge  of 
the  falsity  of  the  information  contained  in  the 
report.  Similarly,  42  U.S.C.  § 11, 135(c)  allows 
hospitals  to  rely  on  information  received  from 
the  Data  Bank  and  not  be  held  liable  for  such 
reliance  if  they  are  unaware  that  the  information 
provided  was  false.  Thus,  hospitals  may  refuse 
staff  privileges  based  on  Data  Bank  information 
without  confirming  the  veracity  of  the  reports 
and  still  avoid  liability  to  the  physician. 


★ ★★ 

"Ask  a Lawyer'  is  a new  feature  of  the  Nebraska  Medical 
Journal.  If  you  have  a legal  question  of  general  interest,  please 
write  the  Nebraska  Medical  Journal.  Answers  to  your  questions 
will  be  provided  by  the  Nebraska  Medical  Association's  legal 
counsel:  Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue 
were  provided  by  Charles  M.  Pallesen,  Jr.,  with  the  assistance 
of  UNL  College  of  Law  student  Jon  Bruning,  of  the  Cline 
Williams  office  and  Kathleen  Spethman  Pallesen,  a Washing- 
ton, D.C.  attorney,  who  authored  The  Health  Care  Quality 
Improvement  Act  of  1986:  National  Practitioner  Data  Bank. 
The  Nebraska  Medical  Journal,  November  1991,  Vol.  76  No. 
1 1,  p.  353-372.  Questions  relating  to  specific  detailed  factual 
situations  should  continue  to  be  referred  to  your  own  counsel. 


WELCOME  NEW  MEMBERS 


Pam  Katharani,  M.D. 

1414  S.  Washington  St.,  #200 
Papillion,  NE  68046 

Timothy  C.  McCowan,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-1405 

Kathleen  J.  Ober,  M.D. 

720  N.  87th  St. 

Omaha,  NE  681 1 4 

Deborah  A.  Perry,  M.D. 
Methodist  Hospital 
8303  Dodge  St. 

Omaha,  NE  681 1 4 


Rajesh  Kumar,  M.D. 

P.O.  Box  69 
Lexington,  NE  68850 

Anselmo  Alanso,  M.D. 
UNMC-600  S.  42nd  St. 
Omaha,  NE  68198-2314 

E.  Adeleke  Badejo,  M.D. 
IIV2W.  31st  St. 

Kearney,  NE  68847 

Christopher  T.  Masada,  M.D. 
1919  S.  40th  St.,  #333 
Lincoln,  NE  68506 
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ALLIANCE 


NMAA  Volunteer  of  the  Year 
Award  Winner  1993 

SALLY  SEMM 


For  the  first  time  in  23  years  the  Nebraska 
Medical  Association  Alliance  acknowledged  the 
commitment  of  one  member,  rather  than  two. 
As  the  name  changed  this  year  from  Auxiliary  to 
Alliance  one  of  the  awards  traditionally  given 
had  to  have  a name  change.  It  was  decided  at 
the  executive  board  meeting  last  August  that 
one  award  would  be  given  yearly  and  its  focus 
would  be  volunteer  work  to  all  levels  of  service 
of  the  Medical  Alliance.  The  committee  of  Cindy 
Hartman,  (Omaha)  Roxanne  Bascom,  (Kearney) 
Desta  Osborne  (Lincoln)  and  Sally  Semm,  (Lin- 
coln) with  many  suggestions  from  leaders  of  our 
Alliance,  developed  an  application  form,  tally 
sheet,  and  new  name.  The  final  name  selected 
was  NMAA  VOLUNTEER  OF  THE  YEAR 
AWARD.  Thank  you  to  everyone  who  listened, 
suggested  nominees,  names  for  the  award  and 
to  those  who  took  the  time  to  fill  out  the  paper 
work. 

In  April  at  the  annual  convention  Kay  Reed 
(Mrs.  John)  of  Lincoln  was  honored  as  the  first 
NMAA  Volunteer  of  the  Year.  Our  winner  this 


year  has  been  active  at  the  state  and  local  levels 
for  23  years.  She  first  joined  AMAA,  NMAA  & 
her  county  auxiliary  in  1 969.  Her  first  activities 
began  at  the  local  level  during  the  7 0's  when  she 
started  a bridge  marathon  to  support  NMF.  Kay 
has  held  almost  every  board  position  in  her 
county  including  President.  She  is  well  known  as 
a dedicated  CPR  instructor  and  volunteer  at  the 
county  blood  bank.  Her  resume  indicates  she 
did  not  start  being  active  at  the  state  level  until 
1980,  when  she  served  on  the  International 
Health  Committee.  Other  state  commitments 
over  the  years  include  Long  Range  Planning, 
Nominating  Committee,  Director  (2  times),  By- 
laws, Health  Gallery  ("forever"),  Convention 
Chairman  & Recording  Secretary. 

In  Lancaster  County  she  is  active  with  the 
Alzheimer's  Association,  PEO,  her  church,  and 
many  years  ago  served  as  Girl  Scout,  Cub  Scout 
and  Camp  Fire  leaders.  She  did  this  because  she 
has  three  children  Mardy,  Greg  & Paula.  She  has 
been  married  to  John  Reed  since  1 960.  She  is  a 
dedicated  member  of  our  Alliance,  and  we 
applaud  her  service! 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 

1 993  — Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska.  Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23, 1 993  — Interdisciplinary  International  Sym- 
posium on  Gastrointestinal  Dysfunction  in 
Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists,  Physiologists  and 
Psychologists.  Fee:  $150. 

MONDAY-SATURDAY,  OCTOBER  4-9,  1993 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

FRIDAY  AFTERNOON,  OCTOBER  8,  1993  - 
UNMC  College  of  Medicine  Alumni  Day,  (in 
conjunction  with  the  Omaha  Midwest  Clinical 
society  Meeting)  UNMC  Campus,  Omaha, 
Nebraska.  Target  Audience:  College  of  Medi- 
cine Alumni. 

FRIDAY  EVENING  - MONDAY,  OCTOBER  29- 
NOVEMBER  1,  1993  — Advanced  Curricu- 
lum on  Women's  Health,  Marriott  Marquis, 
New  York  City,  New  York.  Target  Audience: 
Primary  Care  Physicians,  Fee:  $700;  $625 
before  September  15,  1993. 

THURSDAY-FRIDAY,  NOVEMBER  4-5, 1 993  - 
Vascular  Surgery  Conference,  Red  Lion  Ho- 
tel, Omaha,  Nebraska. 

THURSDAY-SATURDAY,  DECEMBER  2-4, 1 993 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Gyn  Society  Annual  Scientific 


Session)  Bally's,  Las  Vegas,  Nevada.  Target 
Audience:  Primary  Care  Physicians,  Fee:  $275 

SATURDAY,  FEBRUARY  12, 1994-3rd  Annual 
Advances  in  Diagnosis  and  Management  of 
Cardiovascular  Diseases,  Omaha  Marriott 
Hotel,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians  and  Cardiologists. 

SUNDAY-FRIDAY,  FEBRUARY 20-25, 1994-1 2th 
Annual  Park  City  Multidisciplinary  Eye  and 
Facial  Plastic  Surgery  Conference,  Olympia 
Park  Hotel,  Park  City,  Utah.  Target  Audience: 
Ophthalmologists,  Plastic  Surgeons,  Fee:  $450. 

SUNDAY-FRIDAY,  MARCH  6-11,  1994  - 14th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians,  Fee:  $400. 

1 1 DAYS,  MARCH  1 4-25, 1 994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY  - SATURDAY,  APRIL  1 4-1 6,  1 994  - 
Diagnostic  Dilemmas  in  Women's  Health  Care, 
Marriott  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Fee:  $200. 

1 1 DAYS,  APRIL  18-29,  1994  - Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1250  - split 
sessions. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

WEDNESDAY,  THURSDAY  and  FRIDAY,  OC- 
TOBER 6,  7 & 8,  1993  — 61st  Annual  Post- 
graduate Assembly,  Red  Lion  Hotel,  Omaha. 

For  information,  please  contact:  Miss  Lorraine  Seibel, 

Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 

7389  Pacific  Street,  Suite  229,  Omaha,  Nebraska  68114. 
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ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT-  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider and  Reverification. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Numer  and 
ask  for  Continuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 


CREIGHTON  UNIVERSITY 

SEPTEMBER  2-3,  1993  — 2nd  Annual  Current 
Concepts  in  the  Care  of  the  Ventilator  Depen- 
dent Patient  - Marriott  Hotel,  Omaha,  NE 

SEPTEMBER  1 7,  1 993  - T.T.  Smith  Lecture  - Boys 
Town  National  Research  Hospital  Auditorium, 
Omaha,  NE  (Tentative) 

OCTOBER  29-30,  1 993  - The  Eighth  Annual:  Day 
With  The  Perinatologists  (Critical  Care  Obstet- 
rics in  the  90's)  - Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  28  - DECEMBER  3,  1 993  - FLASOG 
- Latinamerican  Federation  of  Societies  of  Ob- 
stetrics and  Gynecology-  Panama  City,  Panama 

DECEMBER  1 7-1  8 1993  - Therapeutic 
Laparoscopy  for  General  Surgeons  - 1 993  Ad- 
vanced Course  - Creighton  University  School 
of  Medicine,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68 1 78. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 

WASHINGTON  UNIV.  SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

FRIDAY-SATURDAY,  September  10-12,  1993  — 
Frontiers  In  Endosurgery:  Advances  in 
Endourological  Techniques  and  Technology, 
Location:  Washington  University  Medical  Cen- 
ter, St.  Louis,  Missouri,  1 8.5  credit  hours  AMA 
Category  1,  Program  Chairmen:  Ralph  V. 
Clayman,  M.D.  and  Elspeth  Mcdougall,  M.D. 

FRIDAY-SATURDAY,  SEPTEMBER  1 7-1 8,  1 993  - 
Physician  Executive  Leadership,  Location:  Wash- 
ington University  Medical  Center,  St.  Louis, 
Missouri,  Program  Chairmen:  Walter  F.  Ballinger, 
M.D.  and  James  Hepner,  M.D. 

SATURDAY,  SEPTEMBER  18,  1993  - Suicide, 
Location:  St.  Louis,  Missouri. 

OCTOBER  6-1 4,  1 993  — Allergy  Abroad:  Holland 
and  Brussels,  Program  Chairman:  Phillip  E. 
Korenblat,  M.D. 

THURSDAY-SUNDAY,  NOVEMBER  1 1-1 4,  1993 
— Anesthesiology &The Geriatric  Patient,  Loca- 
tion: St.  Louis,  Missouri. 

WEDNESDAY-FRIDAY,  NOVEMBER  1 7-1 9, 1 993 
— Contemporary  Cardiothoracic  Surgery,  Lo- 
cation: The  Ritz-Carlton  Hotel,  St.  Louis,  Mis- 
souri, Program  Chairmen:  Joel  D.  Cooper,  M.D. 
and  Alec  Patterson,  M.D. 

SATURDAY,  NOVEMBER  20,  1993  - Hyper- 
cholestererolemia,  Location:  Marriott's  Pavil- 
ion Hotel. 

FRIDAY,  DECEMBER  3,  1993  - Women's 
Healthcare  Issues,  Location:  The  Ritz-Carlton 
Hotel,  St.  Louis,  Missouri,  Program  Chairman: 
Louis  Avioli,  M.D. 

SATURDAY,  DECEMBER  4,  1993  - Gl  Update, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Guissepe  Aliperti, 
M.D. 

THURSDAY-FRIDAY,  APRIL  21-22,  1994 -Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRIDAY-SUNDAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  Clayman,  M.D. 

For  further  information  on  any  of  the  above  seminars  contact: 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  660  South  Euclid  Avenue, 
St  Louis,  Missouri,  631 10-1093,  (800)  325-9862  Interstate, 
(314)  362-6893  In  Missouri,  FAX  (3 14)  362-1087. 
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THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER, 

Washington  D.C. 

SEPTEMBER  11-14,  1993  - The  Decade  of  the 
Brain:  An  International  Conference.  Location: 
The  Omni-Shoreham,  Washington,  DC,  28 
credit  hours,  AMA  Category  1. 

The  contact  person  is  lohn  F.  Vargo,  George  Washington 
University  Medical  Center,  Office  of  CME,  2300  K Street,  NW, 
Washington  DC  20037,  202-994-4285  (phone),  202-994-1791 
(fax). 

OCTOBER  1-3, 1 993  — International  LiverSympo- 
sium.  Location  Marriott  Crystal  Gateway  Ho- 
tel, Arlington,  VA. 

OCTOBER  9-1 3,  1 993  — Gastroenterology  Board 
Review  Course.  Location:  Marriott  Crystal  Gate- 
way Hotel,  Arlington,  VA,  42  credit  hours,  AMA 
Category  1,  $650.00  physicians,  $500.00  resi- 
dents and  fellows. 

T he  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 

OCTOBER  24-27, 1 993  — 1 5th  Annual  Society  For 
Medical  Decision  Making  Meeting.  Location: 
Sheraton  Imperial  Hotel,  Raleigh/Durham,  NC. 

The  contact  person  is  Maria  Corrick,  SMDM,  George 
Washington  University  Medical  Center,  Office  of  CME,  2300  K 
Street,  NW,  Washington  DC  20037,  202-994-4285  (phone), 
202-994-1791  (fax). 

DECEMBER  27-31,  1 993  — Drug  Therapy  for  the 
90's:  An  Update  in  Mechanisms  of  Action  in 
Clinical  Utilization.  Location:  Snowbird,  Utah, 
1 8 credit  hours.  AMA  Category  1 . 

The  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 


MAYO  FOUNDATION 

SEPTEMBER  17-18,  1993  — Women  In  Medi- 
cine and  Healthcare  Leadership,  Mayo  Foun- 
dation, Rochester,  MN. 

SEPTEMBER  19-29,  1993  - VI  International 
Symposium  on  Tuberous  Sclerosis  Complex, 
Program  Site:  Rochester,  MN. 

OCTOBER  1-3,  1993  — Mayo  Telemedicine 
Symposium  - Telemedicine  and  Access  to 
Care.  Program  Sites:  Rochester,  MN,  Jack- 
sonville, FL.  & Scottsdale,  AZ. 

OCTOBER  2-5,  1993  - IV  International  Work- 
shop on  Multiple  Myeloma,  Program  Site: 
Rochester,  MN. 

OCTOBER  8-9, 1 993  — Gastroenterology  Motil- 
ity Update.  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  21-22,  1 993  - Pediatric  Days  1 993. 
Mayo  Foundatiion,  Rochester,  MN. 

OCTOBER  23-24, 1 993  — Update  in  Cardiovas- 
cular Disease,  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  30-31,  1993  — Clinical  Autonomic 
Quantitation  Workshop,  Mayo  Foundation, 
Rochester,  MN. 

JANUARY  12-16,  1994  - Bone  & Soft  Tissue 
Tumors,  Mauni  Lani  Bay  Hotel,  Kohala  Coast, 
HI. 

FEBRUARY  10-12,  1994  — Mayo  Clinic  State-of- 
the  ARt  Symposium:  Arrhythmia  Management, 
Napa  Valley,  CA. 

FEBRUARY  21-25,  1994  - Neurology  in  Clinical 
Practice,  Keystone  Resort,  Keystone,  Colorado. 

Contact:  Postgraduate  Courses,  Section  of  Continuing  Medi- 
cal Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 

Toll  Free  800-323-2688. 
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AMA  NOTES 


COURT  OKS  SUIT  OVER 
OLD  JOE  CAMEL  ADS 

The  AMA  commends  a San  Francisco  state 
court  of  appeals  for  ruling  a lawyer  could  sue 
R.J.  Reynolds,  the  maker  of  Camel  cigarettes. 

The  suit  claims  the  Old  Joe  Camel  advertising 
campaign  targets  minors  for  the  purpose  of 
inducing  and  increasing  their  illegal  purchase  of 
cigarettes. 

The  AMA  has  fought  to  kill  the  Old  Joe 
campaign  for  the  past  several  years,  saying  it 
encourages  children  to  smoke. 

★ ★ ★ 

INSURANCE  REFORM  MUST 
GUARANTEE  CARE  TO  ALL 

A level  playing  field  for  competing  health 
care  delivery  systems  must  be  developed  to 
guarantee  all  Americans  the  same  health  insur- 
ance benefits,  regardless  of  the  status  of  their 
health,  or  where  they  live  or  work. 

This  is  the  central  message  delivered  by  AMA 
Trustee  Raymond  Scalettar,  MD,  to  the  Na- 
tional Conference  of  Insurance  Legislators  July 
14. 

"We  strongly  advocate  reforming  the  health 
insurance  system  to  guarantee  all  Americans 
the  opportunity  to  purchase  affordable  health 
insurance,"  Dr.  Scalettar  said.  "And  it  must  allow 
patient  choice  of  health  care  benefits  so  they 
can  decide  how  they  may  spend  their  health 
care  dollars." 

Prevailing  market  rates  will  effectively  deter- 
mine the  cost  of  the  community-rated  package, 
reducing  insurance  costs  for  everyone.  Once 
these  ground  rules  are  established,  the  AMA 
said,  states  can  build  reforms  to  meet  local 
needs  using  this  framework. 

The  AMA  opposes  insurance  reform  plans 
that  are  highly  regulated,  that  would  give  the 
federal  government  control  over  the  health  care 
system,  or  that  are  based  on  global  budgets. 


ER  DRUG  DISPENSING 
POLICIES  ENCOURAGED 

The  AMA  will  work  with  state  medical  societ- 
ies to  urge  hospitals  and  emergency  depart- 
ments to  develop  criteria  for  administering  con- 
trolled substances  by  physicians  via  the  tele- 
phone. This  step,  recommended  by  the  Young 
Physicians  Section,  supports  the  Drug  Enforce- 
ment Administration's  policy  that  urges  hospi- 
tals and  emergency  departments  to  develop 
appropriate  policies  for  dispensing  controlled 
substances  on  the  basis  of  telephone  orders. 

Relevant  laws  and  regulations  vary  among 
the  states.  With  cooperation  from  the  AMA  and 
activities  led  by  state  medical  societies,  hospi- 
tals and  ER  departments  will  become  more 
aware  of  the  need  to  develop  their  own  policy 
on  this  issue. 


MAGAZINER  SPEAKS  AT 
AMA  PRESIDENTS'  FORUM 

Ira  Magaziner,  the  White  House  seniorpolicy 
adviser,  addressed  nearly  100  medical  leaders 
from  specialty  societies,  who  gathered  in  Chi- 
cago July  1 5-1 6 of  the  AMA's  Annual  President's 
Forum. 

Magaziner  gave  the  leaders  an  update  on 
system  reform  activities  and  the  Clinton  pro- 
posal. He  also  answered  questions  regarding  its 
impact  on  physicians  and  their  patients. 

In  addition  to  Magaziner's  presentation,  this 
year's  forum,  called  "New  Partnerships  and  New 
Realities,"  looked  closely  at  specialty  issues  and 
perspectives  in  system  reform  as  well  as  the 
impact  of  relying  less  on  specialization  in  the 
physician  workforce. 

Presentations  also  focused  on  the  new  man- 
aged care  environment  and  moving  RBRVS 
beyond  Medicare. 

The  Medical  leaders  also  looked  at  new 
directions  in  continuing  medical  education  and 
learned  more  about  utilization  and  quality  man- 
agement, negotiations  and  the  ethics  of  limited 

care  and  assisted  suicide. 

★ ★ ★ 
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MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


You  ’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  from  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  staffing  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  staff  in  your  practice  or  facility. 
It’s  the  closest  thing  you  11  find  to  a risk- 
free way  to  cover  for  absent  staff 
members,  "try  out’’  a potential  new 
recruit,  or  take  care  of  your  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  ar  range  for  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro,  M.D.,  NMA  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine’Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


1 LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M .D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-93 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St.,  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-94 


The 

□ 

j j j J 

■_■■■  CONSULTATIVE 

CrGnlGr  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PHILLIP  E.  BURKET,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

3016  West  Faidley  P.O.  Box  5345  Grand  Island,  NE  68802 

•Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

Office:  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462  4 94 

| LINCOLN  | 


Vl 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1-800-995-BURN 
(402)  467-5454 

6-93 


eye. 


J surgical 
r associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M O. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Falrbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 
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LINCOLN,  cont. 


GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68506 

Clinic  (402)  464-8385 
Hearing  Aid  Department  (402)  464-5511 

1 (800)  347-5880  9-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  ORTHOPAEDICS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDREN'S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASE8 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


LINCOLN  GB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  F.A.C.O.G . 

Joseph  G.  Rogers,  M.D..  F.A.C.O.G. 

Dennis  L.  Hodge,  M.D. , F.A.C.O.G. 

G regory  W.  Heidrick,  M . D. , FAC.O.G. 

Yvonne  K.  Davenport,  M.D. , FAC.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

i—  24  HOURS  ■ 7 DAYS  A WEEK  -| 

• 

• 

PELVIC  ULTRASOUND 
GYNECOLOGIC  FEMALE 

483-7641 

1 NEW  PATIENTS  WELCOME  — 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-93 

RICHARD  A.  MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 


9-93 


rm 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Bruce  A.  Miller,  M.D. 

Gene  S.  Lewallen,  M.D.  Matthew  C.  Reckmeyer,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln  93 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Martin,  M.D. 

(402)  489-6554  or 

1-800-MED-LINC 

11-93 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL:  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  Suite  100  • Lincoln,  NE  68510  rt-93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 


11-93 
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Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 


’SURGERYOFTHEHAND 

Easy  Access  Parking 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-93 


LINCOLN,  cont. 


i v v y 1 j 

•GENERAL  ORTHOPAEDICS 

I NEBHASKA 

•ATHLETIC  INJURIES 

» 

I ORTHOPAEDIC  YW 

• ARTHROSCOPY  - HAND SURGERY 

L—« ASSOCIATES 

•JOINT  DISEASES  TRAUMA 

T\J 

1 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 

Fe 

RAIRIE  SURGICAL 

ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 
Plaza  Mali  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


Neurological  Surgery 
2221  So.  17th  Suite  310 

(|||||| 

Lincoln,  NE  68502 

Benjamin  R.  Gtlber,  M.D. 
Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-93 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 

..  , DEBORAH  K.  DAVIDSON,  D.O. 

DQTnOlOQV  IS.  MICHAELJ.  DUGGAN,  M D. 

^ ■^^■1  DONALD  A,  DYNEK,  M.D. 

medical  georgee.gammel.m.d 

corx/ir'oc  PATRICK  A.  KEELAN,  M.D. 

services  davidl.  kutsch.m.d 

pc  STEFEAN  R.  LACEY,  M.D. 

CHRISTOPHER  T.  MASADA,  M.D. 

MATTHIAS  I.OKOYE,  M.D. 

JOHN  F.  PORTERFIELD,  M.D. 
1 I ROBERT  F.  SHAPIRO,  M.D. 

1 | 1 AINA  I.SILENIEKS,  M.D. 

1 1 DANIEL  J.  TILL,  M.D. 

LARRY  D.  TOALSON,  M.D. 

I— \ LARRY  WARRELMANN,  Exec.  Director 

A Nichols  Institute  Affiliate 

Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 g ^ 

LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-93 

Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-93 

George  Thommi,  M.D. 

Lincoln  Lung  Clinic 
Chest  Diagnostic  Procedures 
— Board  Certified— 

• INTERNAL  MEDICINE  • CRITICAL  CARE 

• PULMONARY  MEDICINE  • SLEEPDISORDERMEDICINE 

CALL  DAY  OR  NIGHT 

489-0004 

Suite  207  1919  S.  40 459-0004 

Answering  Service 474-3434 

B-93 
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UROLOGY,  P.C. 

C.T.  Bromfield,  M.D. 

A.H.  Domina,  M.D. 

S.S.  Lacy,  M.D. 

J.W.  Peck,  M.D. 

P.E.  Howe,  M.D. 

A.J.  Lepinski,  M.D. 

4740  ’A’  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888 

8-93 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


Subspccialty  Certification 

Consultative 

Cardiovascular  Diseases 

Cardiology 

Walt  F.  Weaver, 

M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272 

Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506 

Fax  (402)  489-3338 

9-93 

OMAHA 


T Tpl 


rology 

enters 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  F.A.C.S.  R.  Michael Kroeger, M.D., FAC.S. 

Harvey  A Konigsberg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  F.A.C.S. 
H.  Jeoffrey  Deeths,  M.D.,  FAC.S. 

Certified  American  Board  of  Urology 


• 111S.  90th  Street 
Omaha,  NE  68114 
(402)  397-9800 
800-882-4770 


• Satellite  Clinic 
Papillion,  NE 


3-94 


Diseases  And 

Eye  Physicians 

Surgery  of  the  Eye 

Omaha 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 

4353  Dodge 

Everett  C.  Madson,  M.D. 

Omaha,  NE  68131 

Peter  J.  Whitted,  M.D. 

(402)  552-2020 

John  D.  Griffiths,  M.D. 
Jeffery  J.  Hottman,  M.D. 

8111  Dodge  Street 

Michael  A.  Halsted,  M.D. 

Omaha,  NE  681 14 

Kathryn  E.  Hodges,  M.D. 

(402)  390-8100 

11-93 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS.  M.D. 

PATRICK  W.  BOWMAN.  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS.  M.D. 

ERIC  D.  PHILLIPS,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Relaied  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 

399-8550 

Appointments  399-8484 

Billing 399-9301 

3-94 

Stanley  M.  Truhlsen.  M.D..  F.A.C.S. 
C.  Rex  Latta.  M.D.,  F.A.C.S. 

AFFILIATED 

John  T.  Ramsetl.  M.D..  F.A.C.S. 

Raymond  M.  Crotsman,  III.  M.D..  F.A.C.S. 

EYE  PHYSICIANS 

Camilla  R.  Parson,  M.D. 
JohnD.  Peters.  M.D. 

& SURGEONS,  P.C. 

Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 

Laser  Surgery-Retinal  & Vitreous  Surgery 

Cornea  & Anterior  Segment  Surgery 

TWO  LOCATIONS 

210  Regency  Parkway,  Suite  10 
Omaha,  NE  68114 
(402)  391-3131 
FAX  (402)  391-3147 

4242  Farnam  Street,  Suite  247 
Omaha,  NE  68131 
(402)  £52-2300 
FAX  (402)  552-2301 

5-94 

Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 
Asthma  & 

Clinical  Immunology 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  • 415  EAST  23rd  ST. 

402-397-7400 

COLUMBUS  - 2363  18th  AV. 

402-563-3379 

NORFOLK -1300  NEBRASKA  AV. 

402-379-3250 

GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-94 
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ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  11.93 


PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADOEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  K0ERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  "F"  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2-94 


7441  "O"  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


j SCOTTSBLUFF  1 

Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


OREGON  TRAIL  EYE  CLINIC 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3 th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  the  North  Memorial  Medical  Center  primary 
care  network.  Opportunities  in  family  practice, 
internal  medicine  and  OB/GYN  that  allow  security 
and  stability  without  sacrificing  autonomy.  Single 
and  multi-specialty  groups  in  urban,  suburban  and 
semi-rural  settings.  Teaching  opportunities  with 
North/University  of  Minnesota  residency  program. 
Competitive  compensation  structures  and  flexible 
schedules  with  independent  or  hospital-owned 
group  practices.  Immediate  access  to  Minneapolis/ 
St./  Paul  attractions.  Central  to  Minnesota's  abun- 
dant lakes  country.  If  you're  BC/BE,  send  your  CV  or 
call  in  confidence:  Mark  Billmayer,  North  Memorial 
Medical  Center,  3300  Oakdale  Ave.,  North, 
Robbinsdale,  MN  55422,  nationwide  and  in  Canada 
1-800-275-4790. 

ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care 
Locum  Tenens  positions.  Full-time,  and  regular  part- 
time.  Numerous  Iowa  locales.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul 
malpractice  with  unlimited  tail,  excellent  benefit 
package/bonuses  to  full-time  physicians.  Contact 
Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  I A 50021, 
phone  1-800-729-7813  or  515-964-2772. 

MISSOURI:  GASTROENTEROLOGIST:  Seeking 
second  BC/BE  gastroenterologist  to  join  busy,  well- 
established  gastroenterology  practice  in  growing, 
picturesque  midwestern  town  of  1 0,000  serving  an 
area  of  75,000.  Located  40  minutes  west  of  St. 
Louis,  Missouri.  Office  endoscopy  facilities  avail- 
able. Affiliation  with  excellent  community  hospital 
with  excellent  Gl  laboratory  facilities.  Interested 
applicants  should  send  CV  to  Eugene  Tucker,  MD, 
FACG,  FACP,  800  East  Fifth  Street,  Suite  212, 
Washington,  MO  63090. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied Family  Physicians  seek  associate  for  this  "All- 
America"  community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Fam- 
ily Practice  Associates,  Doctors  David  Hult  and 
Larry  Wilson,  902  - 20th  Street,  Gothenburg,  NE 
69138. 

FOR  SALE:  Physician  retiring,  equipment  for 
sale.  Call  (308)  384-7100. 


PACIFIC  NORTHWEST  AND  ROCKY  MOUN- 
TAIN LOCATIONS:  Opportunities  in  primary  care, 
and  other  specialties.  Urgent  need  for  spring  and 
summer.  Benefits  include  malpractice,  lodging  and 
transportation.  Assignments  vary  in  duration.  Tem- 
porary and/or  permanent  placement  available.  Call 
or  write  Ed  Novelli  at  Interim  Physicians,  4115  E. 
Jewell,  #1 01 8,  Denver,  CO  80222;  1 -800-669-071 8. 

GENERAL  SURGEON:  Join  established  lucrative 
practice  serving  2 excellent  hospitals  and  2 county 
population  of  35,000.  Peaceful  scenic  city  of  8,500. 
Excellent  housing,  school  system,  shopping,  pro- 
gressive medical  staff.  Send  C.V.  to  Jim  Schneckloth, 
Floyd  County  Memorial  Hospital,  700  Eleventh 
Street,  Charles  City,  Iowa  50616.  Phone  51 5-228-6830. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE: Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  Illinois,  Ne- 
braska, Ohio,  and  Wisconsin  - some  near  the  Min- 
nesota boarder;  INTERNAL  MEDICINE  positions  in 
New  York  and  Wisconsin;  OB/GYN  positions  in 
southeastern  Wisconsin.  We  would  be  happy  to 
provide  you  with  further  information.  Please  call 
toll-free,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 

DERMATOLOGY,  GASTROENTEROLOGY, 
OCCUPATIONAL  MEDICINE,  ONCOLOGY,  OR- 
THOPEDICS, ORTHOPEDICS-HAND,  UROLOGY: 
Strelcheck  & Associates,  Inc.,  an  extension  of  our 
clients  recruiting  departments,  has  positions  avail- 
able in  Wisconsin,  Ohio,  and  Michigan.  We  would 
be  happy  to  provide  you  with  further  information. 
Please  call  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 

PART-TIME  PHYSICIAN  OPENINGS  WITH  FLY- 
ING OPPORTUNITY:  The  Nebraska  Air  Guard  is 
seeking  physicians  to  become  commissioned  medi- 
cal officers.  Duty  is  one  weekend  per  month  be- 
tween the  hours  of  8 a.m.  and  4 p.m.  Responsibili- 
ties include  basic  medical  physical  and  flight  physi- 
cal. Physicians  are  needed  in  the  area  of  aerospace 
medicine,  emergency  medicine  and  flight  medi- 
cine. Training  will  be  provided  if  needed.  Opportu- 
nity for  promotion  to  the  rank  of  Lt.  Colonel  (0-5)  or 
Colonel  (0-6)  exists.  Prior  commissioned  officers 
from  any  branch  of  the  service  are  urged  to  apply. 
Contact  Smsgt.  Larry  Brooks,  1300  Military  Road, 
Lincoln,  NE  68508-1090,  (402)  473-1145. 
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New  Product  Spotlight 


A complete  communications  center 
for  your  growing  practice 


The  KOGBGDK]  FAX22  gives  your  practice  maximum  benefits  for  a 
minimum  cost.  You  get: 

• A multi-function  fax  machine  for  instant  hard  copy  communications 

• An  answering  machine  interface,  permitting  your  callers  to  leave  a voice  message 
and/or  send  a fax,  both  on  the  same  call 

• A speaker  phone  for  convenient  group  discussions  and  hands-free  communications 

• A full-featured  telephone  to  replace  the  handset  on  your  desk 

• A convenience  copier  to  make  instant  duplications  and  back-up  your  office  copier 


C pita  $ O COO  on  the  purchase 

JCIYV  4rJ  of  a RICOH 

FAX22  with  your  Nebraska  Medical  Associa- 
tion membership.  The  Association  will  also 
receive  non-dues  income  for  your  purchase. 


LINTELSYSTEMS 


Lincoln  2201  Winthrop  Rd.  486-7200 
Omaha  96 1 6 M St.  33 1 -0607 


tACHOL*  (Pravastatin  Sortium  Tablets) 

ntramoicatioms 

jenensitMty  lo  any  component  ol  ttxs  medcatan 

ctiw  kver  disease  or  nwplained.  persistent  ete/atcns  n Irver  functor  tests  (see  VWtNINCiS) 
re*7**xy  <nd  lactation  Attxxixxfexosis  k a chronc  process  iirxl  decontnuatcn  ol  kpxl  kwemg  drugs 
ing  pregnancy  should  have  little  impact  on  the  outcome  ot  long  term  therapy  ol  primary  hyper 
lesterotonxi  Cholesterol  and  other  products  ol  cholesterol  biosynthesis  are  essential  components  for  letal 
eiopment  (ndudng  synthesis  ot  sterods  and  cel  membranes}.  Since  HMG-CoA  reductase  nhibitors 
Tease  cholesterol  synthesis  <xxl  possdty  the  synthesis  ot  ottier  botogx:;ilty  active  substances  derived  from 
fcsterd.  they  may  cause  letal  harm  when  admnstered  to  pregnant  women  Therefore.  HMG  CoA  reduc 
) b rfvbitors  c¥B  ountrandcated  during  pregnancy  and  n rxjrsng  mothers  Pravastatin  should  be  admin- 
ved  to  women  ol  chikJbeanng  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
« been  nformed  ol  the  potential  hazards.  If  the  patient  becomes  pregnant  white  takng  this  class  ol 
g.  then*y  should  be  drscontnued  and  the  patent  apposed  ol  the  potential  hazard  to  the  fetus 
RHINOS 

sr  Enzymes:  HMG-CoA  reductase  nhtoitors.  ike  some  otter  hpd  kwemg  therapes,  ha\a  been  assoa 
d with  txochermcal  abnormalities  o I Iror  function.  Increases  ol  serum  transaminase  (A1 T.  AST)  values  to 
re  ttvvi  3 times  the  ipper  knit  ol  nonnal  occumng  on  2 or  more  (rx>t  necessarily  sequential)  occasons  have 
n reported  n 13%  of  patents  treated  with  pravastatn  ri  the  U S cm?i  an  average  penod  of  18  months 
>se  abnorm^ites  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment 
atcn  In  those  patents  n whom  these  abnormalities  were  beleved  to  be  related  to  pravastatn  and  who 
e decontnued  from  therapy,  the  transamnase  levels  usuaty  tell  skwty  to  pretreatment  levels  These 
chenxcal  fixings  are  usualy  asymptomatc  although  wcrtdwxfe?  rwpanerxx?  ndcates  that  anorexia,  weak 
s.  md/or  abdomnal  pan  may  also  be  present  n rare  patents 

\s  with  other  ipid-bwering  agents  liver  tuncton  tests  should  be  performed  durixj  therapy  with  pravastatn 
amnotransterases  ndudng  ALT  (SGPT).  should  be  monttored  before  treatment  begns,  every  six 
sks  tor  the  first  three  months,  every  eight  weeks  dumg  the  remander  ol  the  fist  year,  and  periodically 
fearfer  (e  g.,  at  about  six -month  intervals}  Special  atlentcn  should  be  given  to  patients  wtx?  develop 
e®ed  trznsamrase  levels  Uver  tincten  tests  should  be  repeated  to  confrm  an  etevaton  and  subse 
xitty  monitored  at  more  frequent  ntervab.  It  ncreases  n AST  and  ALT  equal  or  exceed  three  times  the  cpper 
it  ol  normal  and  persist,  then  ther^y  should  be  dtscontnued  Ftersisterxx?  of  significant  amnotransterase 
vatons  Wtowng  decontnuatcn  ol  ttierapy  may  wan  ant  consideration  o I kver  bcpsy 
\ctive  iver  disease  or  inexplaned  trartsamnase  elevators  are  contrandcatons  to  the  use  d pravastatn 
e CONTTWsIXWONS)  Cauton  should  be  exercised  wtien  pravastatn  is  admostered  to  patents  with  a 
tory  ol  liver  disease  or  heavy  alcohol  ngestion  (see  CLINICAL  PHARMACOLOGY  Pharmacoknet 
/Metabofcsm)  Such  patents  should  be  closely  monitored,  started  at  the  lower  end  ol  the  recommended 
sng  range,  and  titrated  to  the  desred  therapeutic  effect 

eietal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been 
xirted  with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported 
jravastatn  treated  patents  (see  ADVERSE  REACTIONS}  Myopathy.  defied  as  muscle  aching  or  muscle 
akness  n ccninction  with  ncreases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  limes  the 
per  imt  ot  normal  was  reported  to  be  possibly  due  to  pravastatn  n only  one  patent  n cbmcal  tnals  (<0  1%} 
opatby  should  be  considered  n any  patent  with  drttuse  myatgas,  muscle  tenderness  or  weakness,  and/or 
irked  etevabon  o I CPK.  Patents  should  be  advised  to  report  promptly  inecplaned  muscle  pan.  tenderness 
weakness.  pertciiarty  if  accompanied  by  malaise  or  lever  Pravastatin  therapy  should  be  dtscontnued 
narkedty  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatn  therapy 
oukj  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition 
edtsposng  to  the  development  of  renal  failure  secondary  to  rhabdomyotysis,  e.g.,  sepsis;  hypo- 
nsion;  major  surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncon- 
)Ned  epilepsy. 

The  nsk  ol  myopathy  dumg  treatment  with  lovastatn  is  ncreased  rf  therapy  with  either  cydospome. 
mfibrozi.  eryttvomyon.  or  nacn  is  admnetered  concurrently  There  is  no  experience  with  the  use  ol 
tvastatn  together  with  cyclosponie  M^jpathy  has  nol  been  observed  n cfencal  Inals  nvoMng  small 
mbers  ol  patents  who  were  treated  with  pravastatn  together  with  nacn  One  tnal  ol  limited  size  involving 
mbined  therapy  with  pravastatn  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and 
lent  withdrawals  due  to  musculoskeletal  symptoms  n the  grot*)  receivng  combned  treatment  as  com 
red  with  the  cyoups  receivng  placebo,  gemfibrozil,  or  pravastatn  monotherapy  Myopathy  was  not  reported 
1 this  tnal  (see  PRECAUTIONS  Drug  Interactions}  One  patent  developed  myopathy  when  dofibrate  was 
Ided  to  a previously  well  tolerated  regimen  ot  pravastatn;  the  myopathy  resolved  when  dofibrate  therapy  was 
3pped  and  pravastatn  treatment  contnued  The  use  of  fibrates  alone  may  occasionally  be  assod- 
ed  with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
lECAUTTONS 

^neral:  Pravastatn  may  elevate  creatne  phosphoknase  and  trartsamnase  levels  (see  ADVERSE  REAC 
DNS}  This  should  be  considered  n the  differential  dagnosis  of  chest  pan  n a patent  on  therapy  with 
avastatn. 

Homozygous  Famial  Hypercholesterolerna  Pravastatn  has  not  been  evaluated  n patents  with  rare  homo 
gous  farnakal  hypercholesterolemia  In  this  group  ol  patents,  it  has  been  reported  that  HMG-CcA  reductase 
xbrtors  are  less  effective  because  the  patents  lack  functional  LDL  receptors. 

Renal  Insufficiency  A sngle  20  mg  oral  dose  ol  pravastatn  was  admmstered  to  24  patents  with  varyng 
agrees  of  renal  mpaiment  (as  determined  by  creatnne  clearance)-  No  effect  was  observed  on  the  pharma 
*netcs  of  pravastatn  or  its  3a  - hydroxy  isomenc  metabofcte  (SQ  31.906}  A smal  ncrease  was  seen  n mean 
.€  values  and  half-life  (tV2)  for  the  nactrve  enzymatic  mg  hydroxylatcn  metabolite  (SQ  31.945}  Given  this 
rial  sample  size,  the  dosage  admmstered.  and  the  degree  of  ndrvidual  variability,  patients  with  renal  impair 
ent  who  are  receivng  pravastatn  should  be  dosefy  monitored 

formation  for  Patients:  Patents  should  be  advised  to  report  promptly  inexpianed  muscle  pan.  tender 
?ss  or  weakness,  particularly  if  accompaned  by  malaise  or  fever 

rug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil.  Niacn  (Ntcotrnc  Acid).  Erythromycin  See 

ARNNGS  Skeletal  Muscle 

Antjpyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of 
avastatn  Snce  pravastatn  does  not  appear  to  nduce  hepatic  drug-metabolizng  enzymes,  it  is  not  ex- 
acted that  any  significant  nteracton  of  pravastatn  with  other  drugs  (e.g..  phenyl  on.  qumdne)  metabolized 
y the  cytochrome  P450  system  will  occur. 

Chotestyramne/ Colestipol  Concomitant  admnstration  resulted  n an  approximately  40  to  50%  decrease  n 
e mean  AUC  of  pravastatn  However,  when  pravastatn  was  admmstered  1 hour  before  or  4 hours  after 
"destyramne  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  dmcaBy  significant  decrease  n 
oavaiabtity  or  therapeutic  effect  (See  DOSAGE  AND  ADMMISTRAT10N  Concomitant  Therapy.) 

V&lam  In  a study  rrvdvng  10  healthy  male  subjects  given  pravastatn  and  warfam  concomitantly  for 
days,  boavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered 
ravastatn  did  not  alter  the  plasma  proten-bndng  of  warfam  Concomitant  dosng  did  ncrease  the  AUC  and 
Ynax  of  warfam  but  did  not  produce  any  changes  n its  anticoagulant  action  (i.e.,  no  increase  was  seen  n 
lean  prothrombn  time  after  6 days  of  concomitant  therapy).  However,  bleed nq  and  extreme  prolongation  of 
rothrombn  time  has  been  reported  with  another  drug  n this  class.  Patients  receivng  warfam- type  anti- 
oagulants  should  have  ther  prothrombn  times  closely  monitored  when  pravastatn  is  initiated  or  the  dosage 
I pravastatn  is  changed. 

CimeMine  The  AUCo.12j1r  for  pravastatn  when  given  with  ametidine  was  not  significantly  different  from  the 
UC  for  pravastatn  when  given  alone.  A significant  difference  was  observed  between  the  AUC's  for  pravastatn 
/hen  gr\on  with  ometidne  compared  to  when  admmstered  with  antacid 

Dtgoxn:  In  a crossover  tnal  nvofvmg  18  healthy  male  subjects  given  pravastatn  and  digoxm  concurrently  for 
days,  the  boavailability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatin  tended  to  increase, 
«ut  the  overall  boavailability  of  pravastatn  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered. 
Gemfibrozil  In  a crossover  study  n 20  healthy  male  vdinteers  given  concomitant  single  doses  of  pravastatn 
nd  gemfibrozil,  there  was  a significant  decrease  n umary  excretion  and  protein  bndng  of  pravastatin  In 
ddrton.  there  was  a significant  ncrease  n AUC.  Cmax.  and  Tmax  for  the  pravastatn  metabolite  SQ  31 .906 
fombnaton  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studes  with  asprnn.  antacids  (1  hour  prior  to  PRAVACHOL).  ometidne.  ricotnc  acid,  or 
robucd.  no  statistically  significant  differences  n boavailability  were  seen  when  PRAVACHOL  (pravastatin 
odium)  was  admmstered. 

Other  Drugs  Dumg  clinical  tnals.  no  noticeable  drug  nteractons  were  reported  when  PRAVACHOL  was 
•dded  to:  diuretics,  anthypertensrves,  digitalis,  convert ng -enzyme  nhibitors.  calcium  channel  blockers,  beta- 
tockers.  or  nitroglycem. 

Endocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  arculat- 
Tg  cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production. 
Results  ot  clinical  tnals  with  pravastatn  n males  and  post- menopausal  females  were  nconsistent  with  regard 
o possible  effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  mates,  the  mean  testosterone 
esponse  to  human  chonomc  gonadotropn  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment 
vith  40  mg  of  pravastatin.  However,  the  percentage  of  patients  showng  a >50%  rise  n plasma  testosterone 
rfter  human  chonomc  gonadotropn  stimulation  did  not  change  significantly  after  therapy  n these  patients  The 
effects  of  HMG-CoA  reductase  nhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate 
timbers  of  patents.  The  effects,  if  any.  of  pravastatin  on  the  pituitary-gonadal  axis  n pre-menopausal  females 
ire  unknown.  Patents  treated  with  pravastatn  who  display  clmcaJ  evidence  of  endocme  dysfunction  should 
ye  evaluated  appropriately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  nhibitor  or  other  agent 
sed  to  lower  cholesterol  levels  is  admmstered  to  patients  also  receivng  other  drugs  (e  g.,  ketoconazole. 
foionolactone,  ametidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

^NS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
yet  nfittraticn  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
lose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  n humans  takng 
10  mg/ day  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class. 

A chemically  similar  drug  n this  class  produced  optic  nerve  degeneration  (Waltenan  degeneration  of  reti- 

£>  1993  E.  R.  Squibb  & Sons.  Inc.,  Pnnceton.  NJ  D3-K004 


nogenkxJate  fibers)  n clmcalfy  nonnal  dogs  n a dose-  dependent  fashion  starting  at  60  mg/kg/day.  a dose 
ttiat  produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  n humans  taking  the 
tigfxjst  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced 
vestibulocochfeiir  Waltenan- like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for 
14  weeks  at  180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  teal  similar  to  that  seen  with  the 
60  mg/kg  dose 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  n rats  fed  pravastatin  at  doses 
of  10.  30.  or  100  mg/kg  body  wex^it.  there  was  an  ncreased  incidence  of  hepatocellular  carcinomas  in  males 
at  tlx?  highest  dose  (p  0 01}  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  tlx*  serum  drug  teals  were  only  6 to  10  times  higher  than  those  measured  in  humans  gi\on 
40  mg  pravastatn  as  measured  by  AUC 

The  oral  admmstraton  of  10.  30.  or  100  mg/kg  (produang  plasma  drug  teals  approximately  0.5  to 
5.0  tmes  human  drug  teals  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  n a statistically  significant 
ncrease  n the  nadence  of  malignant  lymphomas  n treated  females  when  all  treatment  groups  were  pooled 
and  compared  to  controls  (p<0  05)  The  nadence  was  not  dose-related  and  mate  mice  were  not  affected 

A chemically  ami y drug  h this  class  was  admmstered  to  mice  for  72  weeks  at  25. 100.  and  400  mg/kg 
body  weight,  which  resulted  n mean  serum  drug  levels  approximately  3,  15.  and  33  times  higher  than  tlx? 
mean  human  serum  drug  concentration  (as  total  nhibitory  activity)  after  a 40  mg  oral  dose.  Uver  carcnomas 
were  significantly  ncreased  n high-dose  females  and  mid  and  high -dose  mates,  with  a maximum  incidence  of 
90  percent  n males.  The  nadence  of  adenomas  of  the  liver  was  signrficantty  increased  n mid-  and  high  dose 
females  Drug  treatment  also  significantly  ncreased  the  nadence  of  lung  adenomas  in  mid  and  high  dose 
mates  and  females  Adenomas  ol  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly 
higher  n high -dose  mice  tfian  n controls 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat -liver  metabolic  activation,  n the 
folltwxiq  studies  microbial  mutagen  tests,  usng  mutant  strains  of  Salmonella  typhimurium  or  Eschenchia  cdi. 
a forward  mu  tat  on  assay  n L51 78Y  TK  + / mouse  lymphoma  cells,  a chromosomal  aberration  test  in 
hamster  cells,  and  a gene  conversion  assay  usng  Saccharomyces  cerevisiae  In  addition,  there  was  no 
evidence  of  mutageaaty  n either  a dominant  lethal  test  n mice  or  a micronucleus  test  in  mice. 

In  a study  n rats,  with  da *y  doses  ip  to  500  mg/kg.  pravastatn  did  not  produce  any  advorse  effects  on 
fertfity  or  general  reproductive  performance  Hcwever,  n a study  with  another  HMG-CoA  reductase  nhibitor. 
there  was  decreased  fertility  n male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
was  not  observed  n a subsequent  fertility  study  when  this  same  dose  was  admmstered  for  1 1 weeks  (the 
entie  cycle  of  spermatogenesis,  ncludnq  epiddymal  maturation)  In  rats  treated  with  this  same  reductase 
nhibitor  at  180  mg/kg/day.  semnrferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium) 
was  observed  Although  not  seen  with  pravastatn.  two  similar  drugs  n this  class  caused  drug  related  testicu 
tar  atrophy,  decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  n dogs.  The 
clnca)  significance  of  these  fixings  is  unclear 
Pregnancy:  Pregnancy  Category  X:  See  CQNTRAlvDKDATlONS. 

Safety  n pregnant  women  has  not  been  established.  Pravastatn  was  not  teratogenic  n rats  at  doses  up  to 
1000  mg/kg  da#y  or  n rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  or 
240x  (rat)  the  human  exposure  based  on  surface  area  (mg/meter?)  However,  in  studies  with  another  HMG- 
CoA  reductase  nhibitor.  skeletal  malformations  were  observed  n rats  and  mice  PRAVACHOL  (pravastatn 
sodium)  should  be  admmstered  to  women  of  child  bearing  potential  only  when  such  patients  are  highly 
inlikefy  to  conceive  and  have  been  nformed  ot  the  potential  hazards.  If  the  woman  becomes  pregnant  white 
takng  PRAVftCHOL  (pravastatn  sodium),  it  should  be  dtscontnued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatn  is  excreted  n human  breast  milk  Because  of  the  potential 
for  senous  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAmCATXDNS) 

Pedwtnc  Use:  Safety  and  effectiveness  n ndMduals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  n patents  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAL/nONS  General ) 
ADVERSE  REACTIONS 

Pravastatn  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4 month  long 
placebo  controlled  trials.  1.7%  of  pravastatn  treated  patients  and  1.2%  of  placebo  treated  patients  were 
decontnued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference 
was  not  statistically  significant  In  long  term  studies,  the  most  common  reasons  for  discontinuation  were 
asymptomatic  serum  transamnase  ncreases  and  mild,  non-specific  gastrontestnal  complaints.  During  clini- 
cal tnals  the  overall  nadence  ot  adverse  events  n the  elderly  was  not  different  from  the  incidence  observed  n 
younger  patents 

Adverse  Clinical  Events:  All  adverse  clnical  events  (regardless  of  attnbution)  reported  n more  than  2%  of 
pravastatn  treated  patients  n the  placebo-controlled  tnals  are  identified  n the  table  below;  also  shewn  are  the 
percentages  of  patents  n wtxxn  these  medical  events  viore  befcevod  to  be  related  or  possibly  related  to  the  drug 


All  E\onts  % 

Events  Attributed  to  Study  Drug  % 

Pravastatn 

Placebo 

Pravastatin 

Placebo 

Body  System/Event 

(N  = 900) 

(N  = 411) 

(N  = 900) 

(N  = 41 1) 

Cardtcvascular 
Cardiac  Chest  Ran 
Dermatologic 

4.0 

3.4 

0.1 

0.0 

Rash 

40- 

1.1 

1.3 

0.9 

Gastrontestnal 

Nausea/Vomitng 

73 

2.9 

3.4 

Diarrhea 

&2s 

» 66 

2.0 

1.9 

Abdominal  Pan 

5.4 

6.9 

2.0 

3.9 

Constpaton 

40 

7.1 

2.4 

5.1 

Flatulence 

i 

t 4 

3.3* 

jr  8.6 

2.7 

3.4 

Heartburn 

General 

2.0 

0.7 

Fatigue 

3.8 

3 4 

1.9 

1.0 

Chest  Pan 

3.7 

1.9 

0.3 

0.2 

Influenza 

Musculoskeletal  t 

2.4* 

0.7 

0.0 

0.0 

Localized  Pan 

10.0 

- 9.o ; o 

14 

1.5 

Myalgia 

Nervous  System 

2.7 

1.0 

0.6 

0.0 

Headache 

62 

39 

1.7* 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Renal/Gemtounnary 
Umary  Abnormality 
Respiratory 

2.4 

2.9 

0.7 

1.2 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhnitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

’Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal  myopathy,  rhabdomyolysis. 

Neurological  dysfiixton  of  certan  cranial  nerves  (ndudng  alteration  of  taste,  imparment  of  extra-ocular  mexe- 
ment,  facial  paresis),  tremor,  vertigo,  memory  loss  paresthesia,  peripheral  neuropathy,  peripheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has 
ncluded  one  or  more  of  the  following  features  anaphylaxis,  angoedema,  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatca,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemotytic  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens- Johnson  syndrome 
Gastrontestnal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change 
n liver,  ana,  rarely,  anhosis.  fulminant  hepatic  necrosis,  and  hepatoma;  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye  progression  of  cataracts  (tens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported  Eosinophil  counts  usually  returned  to  normal 
despite  continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-CoA  reductase  inhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramine,  colestipol, 
nicotinic  acid,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or 
gemfibrozil  to  therapy  with  lo/astatm  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol 
than  that  achieved  with  lovastatn  a pravastatin  alone  No  adverse  reactions  unique  to  the  combnation  or  in 
addition  to  those  previously  reported  for  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyolysis 
(with  or  without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
in  combinaton  with  immunosuppressixa  drugs,  gemfibrozil,  erythromycin,  or  lipid-towemg  doses  of  nicotinic 
acid.  Concomitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recom- 
mended (See  WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required. 

(J4-422A) 
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METHODIST  HOSPITAL  AND  CHILDRENS  HOSPITAL 


Working  Together 
To  Bring  You  and  Your  Patients 

The  Best 


Methodist  and  Childrens  have  acquired  the  most 
advanced  MRI  technology  available  and  have  placed 
it  in  an  attractive  MRI  Center  with  many  patient 
comforts.  The  new  Center  is  located  in  the  lower 
level  of  the  North  Tower  for  convenient  use  by  both 
hospitals. 

The  Center’s  new  imager  — a General  Electric  1.5 
Tesla  Phased  Array  System  — features: 

• Phased  Array  Coil  Technology  to  view  large  areas 
with  high  detail  in  a single  scan. 

• Dual  Sun  Technology  Computer  Systems  for 
nearly  instantaneous  reconstruction  of  images. 

• Magnetic  Resonance 
Angiography  to  view 
head  and  neck  arteries 
and  vessels  without  inva- 
sive catheters  or  dye 
injections. 


• Cine  Real-Time  Image  Viewing  to  evaluate  joint 
function. 

• Invivo  Research  MRI  Monitoring  System  to  mea- 
sure patient  vital  signs. 

• Two-way  voice  communication  and  soft  lights 
and  music  in  interior  of  scanner. 

Other  features  of  the  new  MRI  Center  include: 

• Separate  waiting  areas  for  inpatients  and  out- 
patients. 

• Large  reception  area  with  children’s  play  area  for 
families. 

• Holding  rooms  with  oxy- 
gen, suction  and  air 
gases. 

• A life  support  system  in 
the  MRI  suite  for  critical 
care  patients. 


The  Center  is  staffed  with  highly  qualified  personnel  with  several 
years  of  experience  in  diagnostic  imaging.  For  more  information  or  a tour 
of  the  new  MRI  Center  please  call  (402)  390-4646. 


METHODIST 

HOSPITAL 


CHILDRENS 

HOSPITAL 


Select  the  comprehensive 
insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 

• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 

Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 


Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
company  that’s  been  insuring 
doctors  in  Nebraska  for  more 
than  50  years. 


Yours  Deserves  The  Backing 
Of  AMuIti-Billion  Dollar  Company 


Or  call  Robert  Slaughter  in  The  St.  Paul’s  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 


After  all,  your  reputation  depends  on  it. 


i«StRiul 


St.  Paul  Fire  and  Marine  Insurance  Company 


STEREOTACTIC 

RADIOSURGERY 

at  Clarkson  hospital 


STEREOTACTIC  RADIOSURGERY 


Stereotactic  radiosurgery  has  proved  remark- 
ably successful  for  patients  with  selected  benign 
and  malignant  brain  and  skull-base  tumors.  It  is 
also  very  effective  in  retreating  lesions  that  have 
not  responded  to  surgery,  chemotherapy  or 
conventional  external  irradiation. 


In  this  procedure,  six  arcs  of  megavoltage 
radiation  "pencil  beams"  converge  precisely  to 
eliminate  brain  lesions  safely  and  effectively 
without  craniotomy.  It  is  curative  therapy  for 
treatment  of  arteriovenous  malformations  (AVMs) 
found  within  critical  areas  of  the  brain.  Some 
AVMs  are  inoperable,  but  treatment  is  still 
necessary  because  of  a bleed  or  progressive 
neurological  deficits  and  seizures.  Radiosurgery 
reduces  the  risk  of  a subsequent  bleeding 
episode.  The  pinpoint  accuracy  (less  than  one 
millimeter)  of  stereotactic  radiosurgery  also 
effectively  and  safely  manages  lesions  in  proxim- 
ity to  critical  areas  (optic  tracts,  motor  strip  and 
brain  stem). 

The  Clarkson  Cancer  Center  is  a member  of  the 
Radiation  Therapy  Oncology  Group  (RTOG)  and 
participates  in  the  national  radiosurgery  clinical 
trials. 

Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital. 


CLARKSON 

HOSPITAL 


Nebraska’s^^/”  Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate 
sheets  of  8(4  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations 
should  be  prepared  professionally  and  submitted  as  high-quality,  glossy, 
unmounted  black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not 
send  original  artwork.  Each  illustration  should  be  consecutively  numbered 
and  cited  in  the  text  Each  photograph  should  have  a gummed  label  on  the 
back  containing  the  figure  number,  name  of  senior  author  and  an  arrow 
indicating  top  of  figure.  Legends  should  be  typed  double-space  for  each 
illustration.  Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such 
a picture  is  included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompained  by  the  notation:  For  publicatioa  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

The  Nebraska  Medical  Journal  will  accept  cartoons  for  publication. 
Payment  will  be  made  only  upon  publication  of  the  cartoons.  The  Journal 
will  make  an  effort  to  return  unpublished  cartoons,  but  this  cannot  be 
guaranteed-  The  copyright  for  published  cartoons  must  be  assigned  to  the 

Nebraska  Medical  Journal. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions  and 
claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68702-0278. 
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A medical  update 
for  cardiologists,  internal 
medicine  and  family 
practice  physicians. 


In  celebration  of  the  25th  anniversary'  of  Bergan’s  Department  of  Cardiology,  you  are 
invited  to  attend  this  special  seminar  Saturday,  October  30, 8 a.m.,  at  Bergan  Mercy  Medical 
Center,  7500  Mercy  Road,  in  Omaha. 

Hypertension:  1993  Clinical  Spectrum  and  Management  Options. 

Find  out  more  information  on: 

• the  current  recommendations  of  the  Joint  National  Committee. 

• the  current  concepts  on  treatment  of  hypertension  in  the  general  population,  the  elderly, 
and  patients  with  diabetes. 


Guest  faculty’  includes  George  L.  Bakris,  M.D.,  FACR  Assistant  Professor  of  Medicine, 
Departments  of  Preventive  and  Internal  Medicine  at  Rush  Presbyterian  St.  Luke’s  Medical 
Center  in  Chicago,  Illinois;  and  Dan  A.  Henry,  M.D.,  Associate  Professor,  Clinical  Medicine  at 
the  University  of  Connecticut  School  of  Medicine  in  Hartford,  Connecticut. 

This  conference  is  sure  to  fill  up  quickly  so  reg- 
ister today  by  calling  (402)  398-6499.  Registration 
fee  is  $25  per  phvsician.  For  more  information,  call 
(402)  398-6192. 


Sponsored/hosted  by: 


R 


Bergan  Mercy 

medical  center 


Continuing  Medical  Education 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-6192 


Bergan  Mercy  Medical  Center  is  accredited  by  the  Nebraska  Medical  Association  Commission  on  Medical  Education  to  sponsor  continuing 
medical  education  for  physicians.  Bergan  Mercy  Medical  Center  designates  this  continuing  medical  education  activity  for  3.5  credit  hours 
in  Category  1 of  the  Physician's  Recognition  Award  of  the  American  Medical  Association. 

This  program  has  been  provided  in  part  by  an  educational  grant  from  Marion  Merrell  Dow. 


FIFTH  ANNUAL 


LINCOLN  CARDIOVASCULAR  CONFERENCE 


Gary  Beauchamp 
Tom  Bigger,  Jr. 
Carl  Boyd 


Michael  Broome 
Joe  Cruzan 
Barbara  Drew 


Valentine  Fuster 
Bernard  J.  Gersh 
Cathie  Guzetta 


Warren  Jackman 
Ft.  Kent  Jex 
John  Messenger 


David  H.  Spodick 
Joseph  H.  Talley 
Charles  S.  Wilson 


Thursday-Friday,  October  14  & 15,  Bob  Devaney  Center,  Lincoln,  Nebraska 
Sponsored  by  Nebraska  Heart  Institute  & Southeast  Nebraska  Chapter,  AACN 


PURPOSE 

The  format  and  content  of  this  year's  conference  is  specifically  designed  for  primary  care  physicians,  nurses  and  allied  health 
personnel  who  care  for  patients  with  cardiac  disease.  This  stimulating  update  will  provide  current  information  to  facilitate 
diagnosis  and  management  of  these  patients. 


For  more  information,  please  complete 
and  return  form  to: 

Lincoln  Cardiovascular  Conference 
Suite  300,  1919  South  40th  Street 
Lincoln,  Nebraska  68506 


i 

I Name 

j Address  

| City/State/Zip 

l 


1 


J 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 


At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic* 
(EnalaprilMaleate-Hydrochlorothiazide) 
should  be  discontinue  as  soon  as  possible. 
See  WARNINGS,  Fetnl/Neonntal  Morbidity 
and  Mortality. 


TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDROCHLOROTHIAZIDE) 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapril  Maleate-Hvdrochlorotniaziae)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality. 


10 

mg 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
nent, this  product  is  contraindicated  in  patients  with  anuria  or  hypersensitiv- 
ity to  other  sulfonamide-derived  drugs. 

WARNINGS:  General ; Enalapril  Maleate;  Hypotension:  Excessive  hypotension 
was  rarely  seen  m uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence’of  enalapril  use  in  severely  salt/volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC  In  patients  receiving  enalapril  alone,  the  incidence  of  syncope 
is  0.5  percent.  The  overall  incidence  of  syncope  may  be  reduced  bv  proper 
titration  of  the  individual  components.  (See  PRECAUTIONS,  Drug 
Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  observed  and  may  be 
associated  with  oliguria  and/or  progressive  azotemia,  and  rarely  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  blooa  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  supervi- 
sion. Such  patients  snould  be  followed  closely  for  the  first  two  weeks  of treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased. 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropriate  therapy  and  monitoring  should  be 
provided  until  complete  and  sustained  resolution  of  signs  and  symptoms  has 
occurred  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
geal edema  may  be  fatal.  Where  there  is  involvement  of  the  tongue,  glottis  or 
larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS) 

Neutropenia/ Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  Bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  especially  if  they  also  have  a collagen  vascu- 
lar disease.  Available  data  from  clinical  tnals  of  enalapril  are  insufficient  to 
show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates. 
Marketing  expenence  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  which  a causal  relationship  to  enalapril  cannot  be  excluded. 
Periodic  monitoring  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma’ 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleate  and  Hydrochlorothiazide). 

Pregnancy;  Enalapril-Hydrochlorothiazide  There  was  no  teratogenicity  in  rats 
given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum  human 
dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide  (2  '/:  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/day  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  witn  10 


mg/kg/day  of  hydrochlorothiazide  (2  V2  times  the  maximum  human  dose). 
At  these  doses,  fetotoxicity  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species.  No  fetotoxicity  occurred  at  lower  doses;  30/10 
mg/kg/day  of  enalapril-hydrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enaiapnf-hydrochlorothiazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VASERETIC  should  be  discontinuea  as  soon  as  possi- 
ble (See  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality,  below ) 
Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant women.  Several  dozen  cases  nave  been  reported  in  the  world  literature 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of  preg- 
nancy has  been  associated  with  fetal  and  neonatal  injury,  including  hypoten- 
sion, neonatal  skull  hypoplasia,  anuna,  reversible  or  irreversible  renal  failure, 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased  fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematurity,  intrauterine  growth  retardation, 
ana  patent  ductus  arteriosus  have  also  been  reported,  although  it  is  not  dear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  exposure 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed.  Nonetheless,  when  patients  become 
pregnant,  physicians  should  make  every  effort  to  discontinue  the  use  of 
VASERETIC  as  soon  as  possible 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnandes),  no 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  mtraamniotic  envi- 
ronment. 

If  oligohydramnios  is  observed,  VASERETIC'  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother  Contraction  stress  testing 
(C5T),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy.  Patients  and  physicians 
should  be  aware,  nowever,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  oe  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  which  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  may 
be  removed  by  exchange  transfusion,  although  there  is  no  experience  witn 
the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/ kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  numan  dose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5. 6 mg/kg/day  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  Fertility  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placental bamer  and  appear  in  cord  blood. 

Nonteratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

PRECAUTIONS:  General ; Enalapril  Maleate;  Impaired  Renal  Function:  As  a con- 
sequence of  inhibiting  the  renm-angiotensin-aldosterone  system,  changes  in 
renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with 
angiotensin  converting  enzyme  inhibitors,  including  enalapril,  may  be  associ- 
ated with  oliguna  ana/or  progressive  azotemia  and  rarefy  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  ’weeks  of 
therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapril  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existing  renal  impairment.  Dosage  reduction  of  enalapril 
and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor.  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihypertensive  agent. 

Hyperkalemia.  Elevated  serum  potassium  (greater  than  5.7  mEa/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  with  enalapril  alone.  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive  patients. 
Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  treat- 
ed with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  usea  cautiously,  if  at 
all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  of  therapy.  ACE  inhibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differential  diagnosis  of  cough. 

Surgery/ Anesthesia:  In  patients  undergoing  major  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia.  Serum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  patient  i'-  vomiting  excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  electrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  paias  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bani  es  sik  h as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  tnerapy  Interference  with  adequate 
oral  electrolyte  intake  will  also  contnoute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  may  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e.g.,  increased  ventricular  irritabili- 
ty). Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
tnerapy  with  enalapril  attenuates  the  diuretic-induced  potassium  loss  (see 
Drug  Interactions,  Agents  Increasing  Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in  the 
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treatment  of  metabolic  alkalosis. 

DilutionaJ  hyponatremia  may  occur  in  edematous  patients  in  hot  weather; 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  salt 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual 
salt  depletion,  appropnate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  Be  precipitated  in  certain 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypoglycemic 
agents  may  be  required.  Hyperglycemia  may  occur  with  thiazide  diuretics 
Tnus  latent  diabetes  mellitus’ may  become  manifest  during  thiazide  therapy 

The  anhhypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsym- 
pathectomy patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding  or 
discontinuing  diuretic  therapy 

Thiazides  nave  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  unnary  calcium  excretion.  Thiazides  mav  cause 
intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of  known 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  of 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  car- 
rying out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with  thi- 
azide diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  larvngeal  edema, 
may  occur  especially  following  the  first  dose  of  enalapnl.  Patients  should  be 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consulted 
with  the  prescribing  physician. 

Hypotension . Patients  should  be  cautioned  to  report  lightheadedness  espe- 
cially during  the  first  few  days  of  therapy.  If  actual  syncope  occurs,  the 
patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted 
with  the  prescribing  physician. 

All  patients  should  Be  cautioned  that  excessive  perspiration  and  dehydra- 
tion mav  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduction  in 
fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea 
may  also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  con- 
sult with  the  physician. 

Hyperkalemia  Patients  should  be  told  not  to  use  salt  substitutes  containing 
potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  tola  to  report  promptly  any  indication  of 
infection  (e.g.,  sore  throat,  fever)  which  may  Be  a sign  of  neutropenia 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about  the 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  and 
they  snould  also  be  told  that  these  consequences  do  not  appear  to  have 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  been  limited  to 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnancies  to 
theirphysicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible 
adverse  or  intended  effects 

Drug  Interactions;  Enalapril  Maleate;  Hypotension— Patients  on  Diuretic  Therapy . 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted,  may  occasionally  experience  an  excessive  reduction  of 
blood  pressure  after  initiation  of  therapy  with  enalapril.  The  possibility  of 
hypotensive  effects  with  enalapril  can  be  minimized  by  either  discontinuing 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with 
enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  supervi- 
sion tor  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least 
an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapnl  is 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g.,  diuret- 
ics). 

Other  Cardiovascular  Agents:  Enalapnl  has  been  used  concomitantly  with 
beta  adrenereic-blocking  agents,  methyldopa,  nitrates,  calcium-blocking 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significant 
aaverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic-induced 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolactone,  tri- 
amterene, or  amiloride),  potassium  supplements,  or  potassium-containing 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassium. 
Therefore,  if  concomitant  use  of  these  agents  is  indicated  because  of  demon- 
strated hypokalemia  they  should  be  used  with  caution  and  with  frequent 
monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  including 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patients 
receiving  concomitant  enalapril  and  lithium  and  were  reversible  upon  dis- 
continuation of  both  drugs.  It  is  recommended  that  serum  lithium  levels  be 
monitored  frequently  if  enalapril  is  administered  concomitantly  with  lithium. 
Hydrochlorothiazide ; When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypotension 
may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin)— dosage  adjustment  of  the 
antidiabetic  drug  may  be  required 

Other  antihypertensiw  drugs— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins— Cholestyramine  and  colestipol  resins 
bind  the  hydrochlorothiazide  and  reduce  its  absorption  from  the  gastroin- 
testinal tract  by  up  to  85  and  43  percent,  respectively  Thiazides  may  be 
administered  two  to  four  hours  before  the  resin  when  the  two  drugs  are  used 
concomitantly. 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particularly 
hypokalemia. 

Pressor  amines  (e.g.,  norepinephrine  I— possible  decreased  response  to  pres- 
sor amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  relaxanls,  nondepolarizing  (e.g.,  tubocurarine)— possible 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium — should  not  generally  be  given  with  diuretics.  Diuretic  agents 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxicity. 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  such 
preparations  with  VASERETIC. 

Nonsteroidal  Anti-inflammatory  Drugs—  In  some  patients,  the  administration 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natriuretic, 
and  antihypertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuretics. 
Ihrrrfoiv.  when  \ \s|  Kl  Hi  ,md  non  steroidal  anti-intlammaton  agents  are 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  the 
desired  effect  of  the  diuretic  is  obtained 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapril  in  combination 
with  hydrochlorothiazide  was  not  mutagenii  in  the  \mes  microbial  muta- 
gen test  with  or  without  metabolic  activation.  Enalapril-hydrochlorothiazide 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  mouse 
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hone  marrow  assav 

Enalapnl  Mahvte  There  was  no  evidence  of  a tumorigenic  effect  when  enalapnl  was  administered  tor 
106  weeks  to  rats  at  doses  up  to 90  me /kg  dav  (150  times'  the  maximum  daily  human  dose).  Enalapnl 
has  also  been  administered  tor  94  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg  Ja\ 
respectively,  (150  and  300  times*  the  maximum  daily  dose  for  humans)  and  showed  no  ev idence  of  car- 
cinooenicity 

Neither  enalapnl  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  or  without  metabolic  activ  ation  Enalapnl  was  also  negative  in  the  following  genotoxicitv  studies 
rec-assav  reverse  mutation  assay  v\  ith  £.  ivli.  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  micronucleus  test  with  mice,  as  well  as  in  an  in  viw  cvtogenic  studv  using  mouse  bone  marrow 
Then*  were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
to  90  mg  kg  dav  of  enalapnl 

Hydnemowthiazidc  Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
National  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
hydrochlorothiazide  in  female  mice  (at  doses  of  up  to  approximately  600  mg  kg  dav)  or  in  male  and 
female  rats  (at  doses  of  up  to  approximately  100  mg  kg  dav ) The  NTP  howev  er,  found  equivocal  ev  i- 
dence  tor  hepatocarcinogenicity  in  male  mice 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagemcitv  assay  of  Salmonella 
Iwhiniuriuni  strains  TA  98  TA  100,  TA 1535,  TA  1537  and  TA  1538  and  in  the  Chinese  Hamster  Ovary 
jCHO)  tes t for  chromosomal  aberrations,  or  » pi  v in  assays  using  mouse  germinal  cell  chromosomes 
Chinese  hamster  bone  marrow  chromosomes,  and  the  Dns+wlitla  sex-linked  recessive  lethal  trait  gene 
Positive  test  results  were  obtained  only  in  the  in  vitrv  CHO  bister  Chromatid  Exchange  (dastogemcitv > 
and  in  the  Mouse  Lv  mphoma  Cell  (mutagenicity  I assays,  using  concentrations  of  hydrochlorothiazide 
from  43  to  1300  gg/ml  and  in  the  Aspergillus  indulans  non-dis|unction  assav  at  an  unspecified  concen- 
tration 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility  of  mice  and  rals  of  either  sex  in  studies 
wherein  these  species  were  exposed,  v ia  their  diet,  to  doses  of  up  to  100  and  4 mg  kg,  respectively, 
prior  to  conception  and  throughout  gestation 

Pnynancy  Pnynancy  Categorh’s  C (first  trimester)  and  D (second  and  third  trimesters i See  W ARNINGS. 
Pregnancy.  Enalapnl  Malealc.  Filal  Xcviutal  Morbidity  and  Mortality 

Su'ming  Mothers  Enalapnl  and  enalapnlat  are  detected  in  human  milk  in  trace  amounts  Thiazides  do 
appear  in  human  milk  Because  of  the  potential  for  senous  reactions  in  nursing  infants  from  either  drug, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking  into 
account  the  importance  of  the  drug  to  the  mother 
Pediatric  Usr  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safety  in  more  than  1500  patients, 
including  over  300  patients  treated  for  one  vear  or  more  In  clinical  trials  with  VASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  observed  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  nave  been  previously  reported  with  enalapnl  or 
hydrochlorothiazide 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  dizziness  (86  percent), 
headache  (5.5  percent),  fatigue  (3.9  percent)  and  cough  (35  percent).  Adverse  experiences  occurring  in 
greater  than  two  percent  of  patients  treated  with  VASERETIC  in  controlled  clinical  trials  were  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  percent),  orthostatic  effects  (2.3  percent),  impo- 
tence (2,2  percent),  and  diarrhea  (2.1  percent). 

Clinical  adv  erse  expenences  occurring  in  0.5  to  10 percent  of  patients  in  controlled  tnals  included  ftx/i/ 
A>  A VV hole  Syncope,  chest  pain,  abdominal  pain,  CarditnvscuMr  Orthostatic  hypotension  palpitation, 
tachycardia;  Digestne:  Vomiting,  dyspepsia,  constipation,  flatulence,  dry  moutn  Xenvus/Psyduatnc 
Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo;  Skin  Pruntu>.  rash;  Other  Dyspnea,  gout,  back 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus,  urinary  tract  infection 

Angioedema:  Angioedema  has  been  reported  in  patients  receiv  ing  V ASERETIC  (0.6  percent). 
Angioedema  associated  with  laryngeal  edema  may  be  fatal  If  angioedema  of  the  face,  extremities.  Iip>, 
tongue,  glottis  and  or  larynx  occurs,  treatment  with  VASERETIC  should  be  discontinued  and  appropri- 
ate tnerapv  instituted  immediately  (See  WARNINGS.) 

Hypotension  In  clinical  tnals,  adverse  effects  relating  to  hypotension  occurred  as  follows  hy  potension 
(09  percent),  orthostatic  hypotension  (1  5 percent),  other  orthostatic  effects  (2.3  percent)  In  addition  syn- 
cope occurred  in  1 .3  percent  of  patients  (bee  WARNINGS.) 

Cough  See  PRECAUTIONS.  Cough 

Clinical  Laboratory  Test  Finding;  Serum  Electrolyte s See  PRECAUTIONS 
Creatinine.  Blood  Ure v Xitrogen:  In  controlled  clinical  tnals  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  therapy . were  observed  in  about  0.6  percent  of 
patients  with  essential  hypertension  treated  with  VASERFHC  More  marked  increases  nave  been 
reported  in  other  enalapnl  experience  Increases  are  more  likely  to  occur  in  patients  with  renal  artery 
stenosis  (See  PRECAUTIONS^ 

Serum  Unc  Acid.  Glucose.  Magnesium,  and  Calcium  See  PRECAUTIONS 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoclobin  and  hematocrit  (mean  decreases  of 
approximately  O 3 g percent  and  1.0  vol  percent,  respectively)  occur  frequently  in  hypertensive  patients 
treated  with  VASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists 
In  clinical  tnals.  less  than  0 1 percent  of  patients  discontinued  therapy  due  to  anemia 
Liter  Function  Tests  Rarely,  elev  ations  of  liver  enzymes  and  or  serum  bilirubin  have  occurred 
Other  adverse  reactioas  that  have  been  reported  with  the  indiv  idual  components  are  listed  below  and, 
within  each  category . are  in  order  of  decreasing  seventy 
Enalapnl  Maleate— Enalapnl  has  been  evaluated  for  safety  in  more  than  10,000  patients  In  clinical  tnals 
adv  erse  reactions  which  occurred  with  enalapnl  were  also  seen  with  VASERFTIC  However,  since 
enalapnl  has  been  marketed,  the  following  adverse  reactions  have  been  reported  Body  As  A Whole 
Anapnylactoid  reactions  (see  PRECAUTIONS,  Hemodialysis  Patients );  Cardioiascular  Cardiac  arrest; 
mv  ocardial  infarction  or  cerebrov  ascular  accident,  possibly  secondary  to  excessiv  e hypotension  in  high  nsk 
patients  (see  W ARNINGS.  Hypotension);  pulmonary  embolism  and  infarction  pulmonary  edema  rm  thm 
disturbances  including  atnal  tachycardia  and  bradycardia,  atnal  fibnllation.  hypotension,  angina  pecton>, 
Digestne  Ileus,  pancreatitis,  hepatic  failure,  hepatitis  (hepatocellular  [proven  on  rechallenge]  or  cholestatic 
jaundice),  melena,  anorexia,  glossitis,  stomatitis,  dry  mouth;  Hematologic  Rare  cases  of  neutropenia,  throm- 
bocytopenia and  bone  marrow  depression,  a few  cases  of  hemolvsis  in  patients  with  G-6-PD  deficiency 
have  been  reported  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded,  Scrvoim 
System/Psvchiatnc  Depression,  confusion,  ataxia,  peripheral  neuropathy  (e  g , paresthesia,  dy  sesthesia); 
Urogenital:  Renal  failure,  oliguna,  renal  dysfunction  (see  PRECAUTIONS),  flank  pain,  gynecomastia; 
Respiratory:  Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis,  rhinorrnea  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infection.  Skin.  Exfoliativ  e dermatitis,  toxic  epidermal  necrolysis, 
Stevens-John«on  syndrome,  herpes  zoster,  erythema  multiforme,  urticaria,  alopecia,  flushing,  photosensi- 
tivity-, Special  Senses  Blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry  eves,  tearing 

Miscellaneous  A symptom  complex  has  been  reported  which  may  include  a positive  .ANA  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia  arthritis,  myalgia,  fever,  serositis,  vasculitis,  leukocytosis, 
eosin’orhilia,  photosensitivity . rash  and  other  dermatologic  manifestations 
Fetal/Neonatal  Morbidity  and  Mortality  See  WARNINGS,  Pregnancy.  Enalapnl  Maleate  Fetal/Neonatal 
Morbidity  and  Mortality 

Hydrochlorothiazide— Body  as  a Whole  W eakness;  Digestin'  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice)  sialadenitis,  cramping,  eastnc  irritation,  anorexia;  Hematologic  Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolytic  anemia,  thrombocy  topenia,  Hypersensitivity:  Purpura , photosensitivity , urticaria, 
necrotizing  angiitis' (vasculitis  and  cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactons,  Musculoskeletal.  Muscle  spasm,  Xenvus  System/Psychiatric: 
Restlessness,  Renal  Renal  failure,  renal  dysfuncton,  mtersdtal  nephnts  (see  W ARNINGS);  Skin  Ervthema 
mulbforme  including  Stevens-johnson  syndrome,  exfohabve  dermatitis  including  toxic  epidermal  necroly- 
sis. alopecia;  Special  Senses  Transient  blu^ed  vision,  xanthopsia. 

* Based  on  patent  weight  of  50  kg. 

For  more  detailed  information,  consult  your  DuPont  Pharma  Representative  or  see  Prescribing  Information. 

Dist.  by 

A MERCK  & CO.,  INC. 

West  Point,  PA  19486,  USA 


NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City,  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Ralph  W.  Hale,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association.  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
515  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  1^.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  6u521 
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YOCON* 

YOHIMBINE  HCI 


AMA  NEWS  NOTES 

AMA  TO  GIVE  IN-DEPTH 
COVERAGE  OF  REFORM  PLAN 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 3 4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocoir*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
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2.  Goodman,  Gilman  — The  Pharmacological  basis 
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3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 


Physicians  can  look  to  the  AMA  for  in-depth 
coverage  and  information  through  Association 
communications  activities  following  release  of 
the  Clinton  system  reform  plan. 

Every  physician  and  medical  student  across 
the  country  will  receive  a comprehensive  AMA 
analysis  of  the  plan  within  a week  of  its  release. 

Also,  full  coverage  and  editorial  response  will 
be  included  in  AMNews,  JAMA  and  AMA  Fed- 
eration and  member  publications. 

Complete  American  Medical  Television  cov- 
erage will  start  the  first  Saturday  following  the 
president's  announcement,  with  additional  cov- 
erage every  weekend  at  10  a.m.  (EST)  on  the 
CNBC  cable  channel. 

National  and  regional  media  relations  activi- 
ties will  quickly  share  medicine's  response,  in- 
cluding an  AMA  press  conference  in  Washing- 
ton, D.C.,  and  Association  leadership  appear- 
ances on  talk  show  programs. 

Advertisements  in  the  Washington  Post,  New 
York  times  and  USA  Today  will  convey  the  AMA 
response  to  the  plan. 

To  share  medicine's  perspective  with  pa- 
tients, a variety  of  patient  materials  will  be  sent 
to  physicians  to  display  in  their  reception  areas. 


MEDICAL  SOCIETY  LEADERS 
TO  MEET  ON  CLINTON  PLAN 

AMA  EVP  James  S.  Todd,  MD,  announced 
plans  to  convene  a meeting  of  state  and  spe- 
cialty society  presidents  within  a week  to  10 
days  after  President  Clinton  unveils  his  health 
system  reform  proposal. 

The  purpose  of  the  meeting  will  be  to  provide 
the  AMA  position  on  the  reform  proposal  and  to 
coordinate  the  reaction  of  organized  medicine. 


PALISADES 

PHARMACEUTICALS,  INC. 

64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201)  569-8502 
1 -800-237-9083 


Federation  leaders  will  be  notified  about  de- 
tails of  the  meeting  when  the  schedule  for  the 
White  House  announcement  becomes  more 
definite. 

★ "k  ★ 
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chronic  wounds. 


Physicians  know  and  agonize  about  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds.  To  address  this  recurring  problem,  Bergan 
Mercy  Medical  Center  opened  Omaha's  first  dedicated  Wound  Care  Center  last  year. 
This  facility  is  one  of  40  centers  across  the  country  providing  a specialized  and 
comprehensive  approach  to  the  treatment  of  chronic  nonhealing  wounds.  We  offer 
a specially  trained  staff,  advanced  growth-factor  technology  and  the  latest 
therapeutic  procedures  to  assist  you  and  your  patient. 

We  invite  you  to  tour  the  facility  and  to  meet  our  staff  of  professionals.  To  make 
an  appointment,  or  if  you  have  any  questions  about  the  Bergan  Mercy  Wound  Care 
Center,  call  our  program  director.  Loree  Henkel,  RN.  at  (402)  398-5500. 


R 

Bergan  Mercy 

MEDICAL  CENTER 

Wound  Care  Center® 


2011  South  75th  Street 
Omaha,  NE  68124 
(402)  398-5500 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  / accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Incomes 

No.  ol  years 

Home  Phone!  ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authonze  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co-Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee,  Overiimlt  Fee,  and  Returned 
Check  Charge 

1,  Late  Payment  fee  — 5%  of  the  late  payment  with  a $500 
maximum  2 Overiimlt  fee  - $10.00  and  3.  Returned  check 
fee  — $1500 

Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15.9%  APR 

Variable  Rate  Information 

The  variable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  T uesday  of 
March,  June.  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  04%  with  a minimum  rate  of  159%  APR 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  Information  about  the  costs  of  the  card  described  In  this  application  is  accurate  as  of  February  1 993,  when  it 
was  printed  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432  3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center,  P O Box  7.  Omaha,  NE  68101  -0007  FirsTier*  Bank.  NA,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  our  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT 
(913)  491*3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 


Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  NemaJia, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  WasJiington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  BuUer,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Filch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  PaJia,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  I larlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster 

ELEVENTH  I DISTRICT:  Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Danner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  Elvin  G.  Brown,  Hastings  

Antelope-Pierce Roger  P.  Massie,  Plainview 

Box  Butte Eddie  Pierce,  Alliance 

Buffalo Kay  A.  Keifer,  Kearney  

Butler Gerald  W.  Luckey,  David  City 

Cass R R Andersen,  Nehawka  

Cheyenne-Kimball-Deuel ...  Calvin  Cutright,  Sidney  

Cuming E.  L.  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson 

Dodge Mark  C.  Johannsen,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  Blake  Butler,  Beatrice 

Hall Richard  E.  Goble,  Grand  Island  .... 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton  

Lancaster W.  T.  Griffin,  Lincoln 

Lincoln  Gary  L.  Conell,  North  Platte 

Madison Steffan  R Lacey,  Norfolk 

Metropolitan  Omaha Patrick  E.  Brookhouser,  Omaha  ... 

Northeast Richard  Votta,  Norfolk 

Northwest  Margaret  K.  Stockwell,  Gordon  ..... 

Otoe Dean  R Thomson,  Nebraska  City 

Platte-Loup-Valley  Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete  

Sarpy Jan  Golnick,  Papillion 

Saunders John  Hansen,  Wahoo 

Scotts  Bluff Vincent  G.  Bjorling,  Scottsbluff  ..... 

Seward  Paul  E.  Plessman,  Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Richard  E.  Jackson,  Pawnee  City  .. 

Southwest  Nebr Richard  F.  Klug,  McCook 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50+ 
— especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


Humulin  (§) 

human  insulin 
( recombinant  DNA  origin ) 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin8  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]). 

♦Humulin*  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  (recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis.  Indiana 
46285 


HI-7918-B-349310  © 1993.  eli  lilly  and  company 


Breast  of  Best  of 

chicken  pork 


Today’s  Pork: 
Compare  it  to  chicken 
for  a healthy  surprise 


You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today’s  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat,  cholesterol, 
and  calories.12* 


Calories 

Total 

Fat 

Saturated 

Fatty  Acids  Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4.1  g 

1 -4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6.1  g 

2-2g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

•Table  refers  to  3-oz,  cooked  servings. 


Nebraska  Pork  Producers  Association 
Attn:  Jane  Kreutz-Reeson 
1222  L Street 
Aurora,  NE  68818 


New  study: 

Pork  is  now  31%  leaner 

Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques. According  to  new  1991  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1 . US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1991 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products,  1979 
Agricultural  handbook  8-5. 

TODAY’S  PORK 

The  Other  White  Meat 

© 1992  National  Live  Stock  and  Meat  Board  in  cooperatidn  with  the  National  Pork  Board 


Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


^;c3t 

fa  u to ,\  r, 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


INTERNISTS 

A New  Name  . . . 

A Continuing  Pursuit  of  Excellence 

Humana  Health  Care  Plans  has  continued  to 
expand  and  develop  in  the  metropolitan  Kansas 
City  area.  We  currently  have  a need  for  an  Internist 
at  our  Stadium  Medical  Center  in  the  Raytown/ 
Independence  area.  Our  Urgent  Care  Program  also 
has  part-time  hours  available. 

Today,  the  time  has  never  been  better  to  practice 
personalized  health  care  with  the  advantage  of  far- 
reaching  resources.  At  Humana  Health  Care  Plans 
you  won’t  compromise  the  quality  care  of  your 
patients  for  the  administrative  requirements  of  a 
fee-for-service  practice. 

In  addition  to  a professionally  challenging  career 
and  time  for  a quality  personal  life,  our  staff  enjoys 
competitive  compensation  and  benefits. 

If  you  are  seeking  the  satisfaction  of  a profes- 
sional career  within  an  expanding  and  challenging 
environment,  Humana  Health  Care  Plans  has  a 
unique  opportunity.  Please  submit  your  CV  to: 
Martha  Goodall,  10450  Holmes,  Suite  330, 
Kansas  City,  Missouri  64131,  (816)  941-8900. 
EOE  M/F 


Humana  Health  Care  Plans 


A GREAT  WAY  TO  SERVE 


w 


nen  I completed  my 
residency  it  was  tough  paying 
back  college  loans.  Today, 
the  Air  Force  Reserve  offers  a 
monthly  stipend  to  residents 
in  general  and  orthopedic 
surgery  and  anesthesiology. 
Additionally,  through  the  loan 
repayment  program,  you  may 
qualify  for  repayment  of  out- 
standing student  loans.  This 
program  allows  repayment  of 
loans  up  to  $3,000  a year, 
and  $20,000  overall. 


Examine  the  oppor- 
tunities as  part  of  this  world- 
class  operation.  Because 
while  they're  giving  you  the 
green,  you  won't  be  singing 
the  blues. 

Call:  (402)294  2212 
Or  Write 

To:  TSGT  Jann  Smith 
55  MSSQ  MSPISR  MB  35 
106  Peacekeeper  DR  #2N3 
Offutl  AFB,  NE  68113 

AIR  FORCE  RESERVE 


AMA  NEWS  NOTES 

TOBACCO  CHAIRMAN 
RECEIVE  AMA  LETTER 

"Not  to  accept  [the  AMA's  challenge  to  visit 
the  hospital  wards  with  lung  cancer  patients]  is 
to  admit  your  callous  disregard  for  your  fellow 
citizens  and  for  a new  generation  who  deserve 
far  better  at  your  hands." 

AMA  Board  Chair  Lonnie  R.  Bristow,  MD, 
made  that  statement  in  letters  to  the  chairmen 
of  Philip  Morris  Inc.  and  of  R.J.  Reynolds  To- 
bacco Co.  Inc. 

The  letters  were  the  AMA's  response  to  the 
tobacco  companies'  suit  against  the  federal 
government  to  overturn  the  EPA's  declaration 
that  secondhand  smoke  causes  cancer. 

To  date,  the  AMA  has  not  received  a reply. 

The  AMA  also  sent  a letter  to  the  editors  of 
Washington's  biweekly  newspaper,  Roll  Call, 
attacking  a full-page  ad  by  the  tobacco  compa- 
nies that  calls  for  a national  accommodation 
and  coexistence  with  smokers. 


'LIMIT  YOUTH'S  EXPOSURE 
TO  TELEVISION  VIOLENCE' 

Television  violence  has  became  a major 
medical  and  public  health  issue  and  is  having 
harmful  effects  on  American  children,  the  AMA 
said. 

The  Association  shared  its  concern  with  the 
U.S.  House  of  Representatives'  subcommittee 
on  telecommunications  and  finance,  which 
looked  at  television  violence's  impact  on  chil- 
dren. 

On  behalf  of  the  Association,  AMA  Presi- 
dent-elect Robert  E.  McAfee,  MD,  testified  be- 
fore the  subcommittee,  which  also  considered 
a proposal  for  an  industry-initiated  violence 
rating  system  and  program  blocking  technol- 
ogy. "Children  learn  behaviors  by  example,"  Dr. 
McAfee  said.  "It  seems  obvious  we  must  take 
measures  to  curb  TV  violence  if  we  are  to  have 
any  chance  of  halting  the  violent  behavior  many 
of  our  children  learn  through  watching  televi- 
sion." 

In  June,  it  announced  its  support  for  a new 
national  task  force  to  curb  television  violence 
and  circulated  a petition  against  TV  violence  to 
be  delivered  to  the  FCC. 
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Who  do  you 
talk  to  when 
your  patients 
show  symptoms 
of  a panic 
* disorder? 


Panic  Disorder 

• Chest  Pain 

• Shortness  of  Breath 

• Choking  Sensation 

• Hot  and/or  Cold  Flashes 

• Hyperventilation 

Panic  attach  can  be  terrifying; 
symptoms  may  first  mimic  a heart  attack. 
Recurring  panic  attach  can  disrupt  daily 
life,  often  incapacitating  the  victim.  Most 
people  who  suffer  from  panic  disorders 
respond  well  to  treatment. 

If  you  have  a patient  you  think  may  be 
suffering  from  a panic  disorder,  call  the 
Methodist  Richard  Young  Consultation 
Line.  A free  service  for  professionals,  the 
consultation  line  can  provide  you  with 
information  and  assist  with  assessments 
and  admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 

METHODIST  & 

RICHARD  YOUNG 

Mental  Health  Care 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 

N provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 

For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 


AMA  NEWS  NOTES 


REGIONAL  MEETINGS  TO  EXPAND 
TWO-WAY  COMMUNICATIONS 

Plans  for  three  regional  AMA-sponsored  meet- 
ings, titled  "Physicians  Forum:  Agenda  for  Action," 
have  been  announced  by  AMA  President  Joseph  T. 
Painter,  MD. 

The  goal  of  the  fall  meetings,  to  be  held  in  San 
Francisco,  Dallas  and  Philadelphia,  will  be  to  ex- 
pand two-way  communications  between  the  AMA 
leadership  and  grass  roots  physicians. 

"It  will  give  us  a chance  to  tell  physicians  — 
members  and  non-members  alike  — what  the  AMA 
has  done  and  is  planning  to  do  on  their  behalf,"  Dr. 
Painter  said.  "We  also  want  to  hear  from  those 
physicians  — about  their  problems,  their  concerns, 
their  activities." 

An  important  element  of  the  regional  events  will 
be  to  inform  physicians  of  what  is  really  happening 
in  government  today. 

"Given  the  stimulus  for  reform  or  change  in  the 
health  delivery  system,  it  is  overwhelmingly  impor- 
tant for  the  profession  to  be  united  in  understand- 
ing of  goals  and  objectives,  as  well  as  aware  of  and 
supportive  of  the  actions  being  taken  on  behalf  of 
the  profession  by  its  leadership,"  he  said. 

Clinton  administration  officials,  members  of 


Congress  and  other  key  players  in  health  system 
reform  will  take  part  in  each  meeting.  The  meetings 
are  being  designed  to  build  on  the  success  of  the 
AMA's  Washington  event,  "A  Time  for  New  Part- 
nership," in  March. 

"We  were  delighted  with  the  response  to  the 
Washington  meeting  from  physicians  throughout 
the  country,"  said  Dr.  Painter. 

"We  were  particularly  impressed  by  how  many 
of  the  participants  were  not  formally  involved  in 
organized  medicine,  but  literally  physicians  from 
'back  home.'  These  three  regional  meetings  will 
enable  us  to  reach  out  to  even  more  physicians  and 
involve  them  in  the  health  policy  arena,"  he  added. 

Regional  meeting  dates  and  locations  are: 

• October  23,  San  Francisco 

• November  5,  Dallas 

• November  20,  Philadelphia 

There  will  be  an  optional  reception  on  the 
evening  preceding  each  event,  and  additional  op- 
tional educational  and  leadership  workshops  on 
the  morning  after  each  one. 

Complete  program  details  will  be  announced 
shortly.  For  additional  information  and  registration 
information,  call  (800)  621-8335. 

★ ★ ★ 
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Effective  Patient  Counseling  strategies 


The  following  patient  counseling  strategies  are 
designed  to  minimize  the  amount  of  time  required  and 
maximize  the  impact  of  counseling  on  patient  behav- 
ior, according  to  Sylvia  Armstrong  Moore,  PhD,  RD.  Dr. 
Moore  is  Associate  Professor  of  Family  Practice  at  the 
School  of  Human  Medicine,  University  of  Wyoming. 

Dr.  Moore  recommends  a simple  Five-step  nutrition 
education  process,  which  takes  as  little  as  5 minutes: 

1 . Survey  food  habits.  Survey  what  the  patient 
eats  in  a typical  day.  The  nutrition  survey  gives  the 
physician  information  about  the  patient's  eating  hab- 
its and  allows  the  physician  to  start  talking  with  the 
patient  about  dietary  issues. 

2.  Analyze  food  habits.  Analyze  what  the 
patient  eats  to  determine  changes  needed.  Use  a food 
group  approach,  and  look  for  both  under-  and  over- 
consumption. Identify  at  least  one  thing  the  patient  is 
doing  well,  and  give  the  patient  specific  food  recom- 
mendations (eg,  replace  whole  milk  with  1%  or  skim). 

3.  Write  a nutrition  prescription.  Give  the 
patient  a written  prescription  indicating  the  most 


important  dietary  changes  to  make.  This  can  be  used 
to  help  the  patient  identify  the  one  or  two  most 
important  dietary  changes  to  implement 

4.  Counsel  the  patient.  Briefly  discuss  needed 
dietary  changes  and  the  reasons  for  them  with  the 
patient  Keep  a positive  and  upbeat  attitude.  Counsel- 
ing patients  about  diet  and  nutrition  is  a process  of 
negotiating  one  small  change  after  another. 

5.  Follow  up.  At  your  next  visit,  review  and 
reinforce  compliance  with  the  dietary  changes.  Ameri- 
cans visit  their  physicians  an  average  of  five  times  a 
year,  and  the  patients  ultimate  success  may  depend 
greatly  on  the  physician's  sustained  interest  and  en- 
couragement as  well  as  consistent  follow-up. 

According  to  Dr.  Moore,  these  steps  "enable  physi- 
cians to  discuss  food  choices  in  a positive  manner  that 
can  help  patients  view  necessary  behavior  changes  as 
both  desirable  and  possible."  Establishing  good  refer- 
ral relationships  with  registered  dietitians  also  helps 
assure  continuity  of  care.  ■ 


Nutrition  Counseling:  overcoming  the  Obstacles 


" Many  Americans  look  to  their  physicians  for  health 
advice,  thereby  placing  the  physician  in  the  role  of 
health  educator  as  well  as  diagnostician  and  healer," 
said  William  S.  Hulesch,  MD.  Dr.  Hulesch  is  a family 
physician  in  Downers  Grove,  Illinois,  and  past  president 
of  the  Illinois  Academy  of  Family  Physicians. 

Many  physicians,  however,  face  obstacles  in  keeping 
nutiriton  assessment  and  counseling  at  the  top  of  their 
patient  care  agenda.  These  obstacles  may  include: 

• limited  nutritional  knowledge  and  training 

• lack  of  a dietary  counseling  model 

• lack  of  patient  enthusiasm  for  learning  about 
nutrition 

The  most  significant  of  these  obstacles  may  be  the 
lack  of  nutritional  training  in  medical  schools.  "A 
recent  survey  of  the  American  Academy  of  Family 
Physicians  found  that  more  than  75%  of  respondents 
felt  they  had  not  received  adequate  instruction  in 
nutrition  during  their  medical  school  or  residency 
training,"  Dr.  Hulesch  reported.  "A  total  of  77%  felt 
they  would  need  additional  nutrition  education  in 
order  to  effectively  advise  patients  about  needed 
dietary  modification." 

Medical  students  and  physicians  alike  can  over- 
come obstacles  in  nutrition  counseling  by  using  re- 
sources already  available  from  organizations  that  are 
actively  involved  in  nutrition  education.  In  addition  to 
educating  patients,  nutrition  education  materials  can 
help  physicians  and  physicians-in-training  stay  abreast 
of  current  nutritional  concerns  and  dietary  recommen- 
dations. 


Dr.  Hulesch  recommends  making  dietary  assess- 
ment a part  of  every  patient  evaluation  and  working 
directly  with  the  patients  to  help  them  develop  heart- 
healthy  diets. 

The  keys  are  delivering  a clear  nutritional  message, 
offering  follow-up  support  to  maximize  patient  suc- 
cess, and  when  appropriate,  referring  patients  to  a 
registered  dietitian  or  a physician  with  a complete 
nutrition  counseling  program.  ■ 


Patient  counseling  Quick  Tips 

FOOD  SECECTION.  Emphasize  positive  food  choices  by  promot- 
ing increased  consumption  of  fruits,  vegetables,  and  grains.  When 
buying  meat,  instruct  patients  to  choose  lean  cuts,  such  as  those  with  the 
words  "round"  or  "loin"  in  their  names. 


• FOOD  PREPARATIONS  The  way  food  is  prepared  can  greatly 
influence  the  amount  of  fat  consumed.  Broiled  foods  are  much  lower  in 
fat  than  fried  foods;  a squeeze  of  lemon  juice  is  better  than  high-fat 
toppings  for  steamed  vegetables. 


• PORTION  SIZE.  A standard  portion  of  meat  or  poultry  is  three 
ounces  cooked,  which  is  about  the  size  of  a deck  of  cards  or  the  palm  of 
a woman's  hand.  Forathree-ouncecookedserving.beginwithaboutfour 
ounces  of  raw  meat. 


Mary  Abbott  Hass,  MS,  RD 


Sponsored  by  the 
Nebraska  Beef  Council. 

For  more  information,  call 
1-800-421-5326 


A Heart-Healthy 
Choice 


Imagine  Office  Management 
'.0S  At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

inter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 
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PRESIDENT'S  PAGE 


Managed  Care  and  the  Nebraska  Medical  Association 


ROBERT  F.  SHAPIRO,  M.L). 


If,  as  Senator  Wesely  has  publicly  stated,  "Ne- 
braska tends  to  be  a late  adapter  to  change",  then 
transformation  of  the  health  care  system  must  be 
taking  place  at  an  even  more  rapid  pace  else- 
where in  the  country  because  few  could  doubt 
that  we  are  seeing  changes  in  Nebraska.  I believe 
the  oft-delayed  Clinton  plan,  to  be  released  this 
month,  could  well  be  the  caboose  rather  than  the 
engine  driving  the  train  of  change. 

Driven  by  technology  and  changing  demo- 
graphics, and  exacerbated  by  a slow-growing 
economy,  the  costs  of  providing  health  care  to 
our  citizens  are  perceived  to  have  reached  a 
critical  mass  and  have  become  a symbol  stimulat- 
ing the  need  for  action.  One  current  manifesta- 
tion is  the  litany  of  alphabet  soup  managed  care 
structures  cropping  up,  ostensibly  with  the  intent 
of  reigning  in  these  health  care  costs.  (Com- 
pletely overshadowed  in  this  obsession  with 
costs  is  the  reality  that  people's  own  behavior 
and  lifestyle  choices  have  contributed  mightily  to 
the  illnesses  which  engendered  these  costs.) 

Until  recently,  managed  care  organizations 
have  not  been  a significant  force  in  the  Nebraska 
health  care  market.  Now  they  have  been  cata- 
pulted to  the  forefront.  It  seems  in  some  parts  of 
the  state,  many  providers,  doctors  and  hospitals 
are  scurrying  to  affiliate  with  one  or  more  of  these 
systems  or  networks,  most  likely  fearing  the 
prospect  of  being  left  out. 

In  Omaha,  activity  is  at  a furious  pace,  in 
Lincoln,  a lack  of  general  interest  and  skepticism 
by  primary  care  physicians  is  slowing  things 
down  a bit,  and  in  rural  areas,  even  being  ap- 
proached by  systems  originating  in  Omaha  must 
be  coming  as  a shock  to  physicians  and  hospitals 
because  government  deliberations  have  sug- 
gested managed  care  may  not  be  appropriate  for 
our  rural  areas. 

The  paradigm  (model  with  boundaries)  for 
health  care  delivery  appears  to  be  changing. 
Pressures  are  on  physicians  to  organize,  consoli- 
date and  restructure  themselves  into  larger  groups 
in  orderto  achieve  necessary  economies  of  scale 


Robert  F.  Shapiro,  M.O. 

which  would  allow  their  practices  to  be  competi- 
tive in  this  new  climate.  Hospitals  are  finding  it 
necessary  or  perhaps  even  perceive  it  to  be 
desirable  to  form  or  join  larger  systems  for  the 
same  reasons.  Will  this  newly  developing  inter- 
dependence of  doctors  and  hospitals  permit 
each  to  retain  the  autonomy  and  the  values  each 
considers  important?  It  all  depends  on  how  you 
define  autonomy  and  which  values. 

It  is  in  this  milieu  that  your  county  and  state 
medical  associations  and  the  American  Medical 
Association  are  diligently  working  to  determine 
what  can  be  done  effectively,  and  most  impor- 
tantly, legally  to  help  their  memberships  grapple 
with  these  dramatic  changes  in  the  economic 
and  medical  environment  in  which  we  will  have 
to  function. 

One  thought  a number  of  physicians  have 
expressed  to  me  is  to  have  the  medical  society  at 
one  of  the  several  levels  actually  negotiate  with 
these  managed  care  organizations  directly  on 
behalf  of  physicians.  In  Canada,  the  medical 
societies  participate  in  this  process  with  the 
provincial  governments,  but  not  like  we  might 
think. 

Initially,  those  medical  associations  negoti- 
ated with  provincial  governments  for  the  total 
number  of  dollars  available  for  physicians  and 
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then  supervised  negotiations  amongst  the  physi- 
cians, to  set  fees  for  individual  services.  In  recent 
years  there  have  been  no  real  negotiations  with 
the  provinces,  instead  the  associations  are  told 
what  the  increase  will  be  or  as  was  the  case  in 
Saskatchewan  the  last  two  years,  what  the  actual 
decrease  from  the  previous  year  would  be.  In 
Vancouver,  last  year,  the  provincial  government 
reneged  on  an  agreed  upon  increase,  withstood 
a job  action  (strike),  and  prevailed. 

Even  if  we  wanted  this  kind  of  negotiating 
process,  it  would  require  specific  enabling  legis- 
lation. I doubt  if  there  would  be  much  support  in 
Nebraska  for  a Canadian  single  payer  system, 
although  Vermont  is  not  only  considering  but 
seems  to  be  leaning  in  that  direction  as  an  option 
for  their  state-wide  plan. 

At  this  time,  as  trade  associations,  represent- 
ing persons  or  groups  perceived  as  direct  com- 
petitors without  financial  integration  of  our  prac- 
tices, violation  of  the  antitrust  laws  would  be  a 
significant  problem  according  to  legal  counsel. 

Should  our  Nebraska  Medical  Association  form 
a state-wide  IPA  as  was  done  in  South  Dakota? 
Eighty-five  to  90%  of  the  doctors  belong.  Their 
organization,  however,  serves  only  10%  of  the 
population  of  this  very  small  state.  Correspond- 
ingly, it  has  relatively  little  market  power.  At  some 
level,  they  are  likely  to  have  antitrust  problems; 
nevertheless,  their  approach  bears  watching  and 
may  have  some  utility. 

If  NebrasKare  (the  reform  package  being  con- 
sidered by  the  Governor's  Blue  Ribbon  Coalition) 
should  become  a reality,  it  is  likely  that  we  would 
recognize  much  of  its  content  and  many  of  its 
guiding  principles  will  have  been  adapted  from 
the  "White  Papers"  of  principles  drafted  by  our 
Health  Planning  Committee.  Some  physicians 
believe  the  Nebraska  Medical  Association  should 
draft  its  own  version  of  a state-wide  health  plan. 
We  will  have  discussed  this  option  at  our  summer 
board  meetingbythetimeyou  readthis.  Because 
of  time,  effort,  and  expense,  this  may  not  be  a 
viable  option,  but  will  be  considered  seriously. 

With  current  legal  constraints,  it  appears  the 
most  effective  contribution  to  be  made  by  the 
medical  associations  is  to  serve  as  a resource  to 
provide  their  members  accurate  information, 
allowing  them  to  make  the  best  possible  deci- 
sions for  their  own  practices. 

It  will,  therefore,  behoove  the  leaders  of  the 
Association  to  keep  up  to  date  on  the  most 
recent  information  and  promptly  disseminate  it 
to  the  membership. 


We  will  need  to  find  out  who  the  best  people 
are  here  in  our  state  and  around  the  country  to 
help  you  evaluate  details  important  to  your  own 
practice  when  more  specific  information  is  re- 
quired. 

Both  the  Metropolitan  Omaha  and  Lancaster 
County  Medical  Societies  have  established  Ad- 
Hoc  Committees  on  Managed  Care  to  help 
physicians  address  the  nuances  of  the  various 
managed  care  networks  which  are  contacting 
them  almost  daily. 

One  goal  of  the  Nebraska  Medical  Associa- 
tion is  to  pool  resources  with  these  two  county 
medical  societies  in  order  to  avoid  duplication 
and  facilitate  the  provision  of  more  comprehen- 
sive services.  We  believe  the  AMA  is  going  to  be 
a very  meaningful  and  helpful  resource  in  this 
regard. 

One  function  already  in  place  is  to  have  a 
preliminary  generic  evaluation  of  particular  con- 
tracts done  for  members  of  the  Association.  This 
report  serves  to  highlight  areas  needing  further 
scrutiny.  Recommendations  directed  towards 
the  desirability  of  joining  a particular  plan  are  not 
legally  permitted. 

NMA  is  also  planning  to  develop  a presenta- 
tion incorporating  the  fundamentals  of  the  vari- 
ous managed  care  plans.  The  officers  and  mem- 
bers of  the  Board  of  the  Association  can  then 
speak  at  meetings  of  our  rural  county  medical 
societies  in  order  to  share  information  already 
developed  in  Omaha  and  Lincoln. 

We  are  also  soliciting  your  input.  I'm  sure 
many  of  you  have  already  consulted  experts  for 
advice  and  counsel  relating  to  your  own  specific 
needs.  If  you  have  identified  helpful  ideas  or  have 
thoughts  you  would  like  to  share  with  other 
members  of  the  Association,  letters  or  calls  would 
be  appreciated. 

As  alluded  to  earlier,  the  future  of  medicine 
seems  to  include  a much  larger  role  for  managed 
care  organizations.  How  large  a role  they  will 
actually  play  in  Nebraska  and  within  what  time 
frame  is  not  totally  clear.  Besides  creating  consid- 
erable anxiety,  these  new  structures  also  appear 
to  have  the  potential  for  creating  economic  and 
quality  dislocations  within  the  system.  It  is  an- 
other of  our  goals  to  minimize  these  dislocations 
as  much  as  possible. 

As  I noted  in  my  inaugural  address,  we  would 
all  applaud  changes  which  would  increase  acces- 
sibility to  care,  assuming  that  quality  is  main- 
tained or  enhanced.  Filling  the  glass  from  85%  to 
100%  is  obviously  desirable,  but  we  want  to  be 
sure  that  gains  are  significantly  greater  than  losses 
and  represent  meaningful  tradeoffs. 
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INTRODUCTION 

Ileal  pouch-anal  anastomosis  has  been  em- 
ployed as  a surgical  alternative  for  inflammatory 
bowel  disease  and  familial  polyposis  for  more 
than  a decade.1"7  While  early  reports  of  short 
term  outcome  have  been  numerous,  questions 
have  remained  about  functional  outcome  long 
term.  Furthermore,  a number  of  late  complica- 
tions can  occur.8  A preliminary  publication  of 
the  experience  with  this  procedure  at  the  Uni- 
versity of  Nebraska  Medical  Center  was  pub- 
lished several  years  ago  emphasizing  the  short 
term  outcome.9  The  aim  of  the  present  study 
was  to  evaluate  the  long  term  functional  out- 
come and  patient  satisfaction  of  patients  under- 
going ileal  pouch-anal  anastomosis. 

MATERIALS  AND  METHODS 

PATIENTS  undergoing  colectomy, 
mucosal  proctectomy  and  ileal 
pouch-anal  anastomosis  at  the 
University  of  Nebraska  Medical  Center  have 
been  studied  prospectively  since  1982.  Forty- 
seven  patients  have  undergone  the  procedure 
including  31  men  and  1 6 women.  Ages  of  the 
patients  ranged  from  18  to  58  years  and  35 
(74%)  patients  have  been  less  than  40  years  old. 
Forty-three  patients  had  inflammatory  bowel 
disease  and  four  underwent  operations  for  fa- 
milial polyposis.  Three  (7%)  patients  with  in- 
flammatory bowel  disease  have  subsequently 
had  their  diagnosis  changed  from  ulcerative 
colitis  to  Crohn's  disease.  The  patient's  records 
were  reviewed  to  evaluate  short  term  outcome 
(operative  time  and  blood  loss,  hospital  stay 
and  complications)  and  long  term  outcome 
(function  and  complications).  In  addition  37  of 
the  47  patients  completed  a detailed  question- 
naire about  bowel  habits,  overall  satisfaction 
and  specific  functional  limitations.  Data  are 
expressed  as  mean  + standard  deviation.  Statis- 
tical comparisons  were  made  using  Chi  square 
tests  and  Students  t-test,  as  appropriate,  with  p 
values  < .05  considered  significant. 


The  procedure  is  generally  performed  in  two 
stages.  The  colon  and  rectum  are  removed  via 
an  abdominal  incision  leaving  a short  rectal  cuff 
that  has  been  mobilized  down  to  the  Levator 
muscles.  An  ileal  reservoir  is  constructed  from 
the  distal  30  cm  of  ileum  with  a two  layer, 
running  anastomosis  of  absorbable  suture  in 
either  a "J"  or  "S"  configuration  depending  on  the 
length  of  the  mesenteric  vessels.  The  rectal 
mucosa  is  dissected  off  the  internal  sphincter 
beginning  at  the  dentate  line  and  continuing  for 
a distance  of  4 to  5 cm  cephalad  via  a perineal 
approach.  The  proctectomy  is  completed  proxi- 
mal to  the  sphincter  muscle,  leaving  a short  cuff 
of  rectal  muscle.  The  pouch  is  then  pulled 
through  the  sphincter  muscle  and  anastomosed 
to  the  perianal  skin  (Figure  1).  An  ileostomy  is 


The  ileoanal  anastomosis  with  ileal  reservoir  consists  of  a reser- 
voir which  is  pulled  through  the  rectal  sphincters  and  anasto- 
mosed to  perianal  skin.  (From  Thompson  |S.  Experience  with 
continence-preserving  procedures  at  University  of  Nebraska 
Hospital.  Neb  Med  J 1986;  71:322-327.) 

"Correspondence  to  jon  S.  Thompson,  M.D.,  Department  of 
Surgery,  University  of  Nebraska  Medical  Center,  600  S.  42nd 
Street,  Omaha,  NE  68198-3280.  Phone  402-559-8363  or  Fax  402- 
559-6749. 
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fashioned  proximal  to  the  pouch  in  the  right 
lower  quadrant.  Closure  of  the  ileostomy  is 
performed  via  a circumferential  peristomal  inci- 
sion obviating  the  need  for  a formal  laparotomy. 

Thirty-nine  (83%)  procedures  in  the  present 
study  were  performed  in  two  stages  with  a 
temporary  ileostomy  being  closed  at  a later 
time.  Three  procedures  were  performed  in  one 
stage  without  a diverting  ileostomy.  Four  proce- 
dures were  performed  in  three  stages  which 
included  an  initial  colectomy  and  ileostomy, 
followed  by  pouch-anal  anastomosis  and  then 
ileostomy  closure  later.  Thirty-seven  patients 
had  pouches  constructed  in  an  "S"  configuration 
and  10  had  "J"  pouches. 

RESULTS 

Short  Term  Outcome 

The  length  of  operation  for  the  ileoanal  pro- 
cedure averaged  5 hours  and  55  minutes  (range 
4 hours  to  9 hours  and  25  minutes).  Two-thirds 
of  the  procedures  took  less  than  6 hours.  Mean 
intraoperative  blood  loss  was  877  + 513  cc 
(range  250cc  to  2500cc).  Overall  twelve  pa- 
tients required  blood  transfusions.  All  of  these 
parameters  have  improved  with  experience 
(Table  1). 


TABLE  1 

Operative  Time  and  Blood  Loss 


Initial 
20  Patients 

Subsequent 

Patients 

Total 

Operative  Time 

Mean  (hrs) 

6.6+1. 1 

5.4+.0.8 

5.9±1 .0 

Range  (hrs) 

47-9.4 

4.0  - 7.0 

33  (70%) 

No.  < 6 hrs 

8 (40%) 

25  (93%)* 

Estimated  Blood  Loss 

Mean  (cc)  1108+585 

705+308 

877+513 

Range  (cc) 

250-2500 

250- 1800 

250-2500 

Transfusion 

Required 

10  (50%) 

2 (7%)* 

12  (25%) 

*P  < .05  vs  initial 


Postoperative  hospital  stay  following  ileal 
pouch  anal  anastomosis  ranged  from  7 to  29 
days  with  a mean  of  12  + 5 days.  Twenty-five 
postoperative  complications  occurred  in  23 
patients  (Table  2).  Most  were  transient  and  not 
severely  disabling  butfour  required  reoperation. 
Ileostomy  closure  was  performed  an  average  of 
13  + 9 weeks  after  the  ileal  pouch-anal  anasto- 
mosis (range  3 to  40  weeks).  Postoperative 
hospital  stay  averaged  7 + 3 days  after  ileostomy 
closure  with  a range  of  3 to  1 4 days.  There  were 
8 complications  after  ileostomy  closure,  two  of 
which  required  reoperation  (Table  2). 


TABLE  2 

Postoperative  Complications 
Pouch-Anal 
Anastomosis 


Partial  SBO  3 

Perineal  Nerve  Injury  3 

Urinary  Tract  Infection  3 

Intraabdominal  Abscess  3 

Retrograde  Ejaculation  3 

Peritonitis  2 

Ileostomy  Diarrhea  2 

Wound  Infection  2 

Intestinal  Obstruction  1 

Pneumothorax  1 

SMV  Thrombosis  1 

SMA  Syndrome  0 

Urinary  Retention  1_ 

Total  25 


Ileostomy 

Closure 

2 

0 

0 

0 

0 

2 

0 

1 

2 

0 

0 

1 

0 

0 


Long  Term  Outcome 

Fifteen  revisional  procedures  have  been  per- 
formed in  10  patients.  Two  patients  have 
undergone  pouch  excision  with  creation  of  a 
permanent  ileostomy,  one  for  Crohn's  disease 
and  the  other  for  diarrhea  and  incontinence. 
Four  other  patients  have  had  temporary 
ileostomies  for  either  stricture  or  incontinence. 
Two  patients  have  had  their  ileoanal  anastomo- 
sis revised  because  of  outlet  obstruction.  Three 
patients  have  had  anal  sphincteroplasty  per- 
formed for  incontinence  related  to  preexisting 
sphincter  injuries  and  exacerbated  by  the  muco- 
sal proctectomy.  Multiple  dilations  of  chronic 
strictures  has  been  required  in  4 patients. 

At  the  present  time  43  patients  have  func- 
tional ileal  pouch-anal  anastomosis.  The  fre- 
quency of  daytime  and  nighttime  stools  is  shown 
in  Figure  2.  Twenty  (43%)  patients  wear  pads 
for  anal  seepage.  Six  (13%)  patients  intubate 
their  pouches  regularly  for  difficulty  with  evacu- 
ation. Ten  (21%)  patients  have  been  treated  for 
pouchitis. 


TIME  SINCE  ILEOSTOMY  CLOSURE 
FIGURE  II 

Stool  frequency  after  ileostomy  closure.  There  is  no 
significant  change  in  either  daytime  (open  bar)  or  noc- 
turnal (hatched  bar)  stool  frequency  for  up  to  84  months 
after  the  procedure. 
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Overall  50%  of  patients  feel  they  have  an 
excellent  result,  26%  a satisfactory  result,  13% 
a tolerable  result  and  1 1%  poor  results.  How- 
ever, 95%  prefer  the  ileal  pouch-anal  anastomo- 
sis to  ileostomy  and  92%  would  recommend 
the  procedure  to  others.  The  majority  of  pa- 
tients return  to  work,  have  insignificant  dietary 
restrictions  and  none  to  mild  limitation  of  vari- 
ous activities  (Tables  3 and  4). 


TABLE  3 

Patient  Satisfaction  After 
Ileal  Pouch-Anal  Anastomosis 


Return  to  normal 

Yes 

No 

sense  of  well  being 

74% 

26% 

Return  to  normal  work/activity 

82% 

18% 

Prefer  to  ileostomy 

95% 

5% 

Recommend  to  others 

92% 

8% 

Signifidand  dietary  restriction 

18% 

82% 

Avoid  certain  foods 

60% 

40% 

Altered  timing  of  meals 

29% 

71% 

Changed  size  of  meals 

24% 

76% 

TABLE  4 

Functional  Limitations 
After  Ileal  Pouch  Anal  Anastomosis 


Activity 

None 

Mild 

Moderate 

Severe 

Family  Relationships 

84% 

8% 

5% 

3% 

Sexual  Activity 

63% 

13% 

8% 

16% 

Social  Activity 

61% 

26% 

11% 

3% 

Sports 

50% 

29% 

11% 

11% 

Other  Recreation 

61% 

29% 

5% 

5% 

Travel 

74% 

16% 

3% 

8% 

DISCUSSION 

The  ileal  pouch-anal  anastomosis  continues 
to  be  an  excellent  procedure  for  maintaining 
continence  and  preserving  quality  of  life  in 
patients  with  benign  mucosal  disease  of  the 
colon  and  rectum.  In  fact,  the  indications  for  the 
procedure  have  broadened  during  the  past  few 
years.  Patients  with  early  stage  colorectal  can- 
cer not  involving  the  rectum,  with  indetermi- 
nate colitis,  and  with  reversible  impairment  of 
anal  sphincter  function  are  potential  candidates 
for  the  procedure.10-12  While  several  technical 
modifications  have  been  suggested,  the  prin- 
ciples of  the  procedure  have  remained  fairly 
stable. 

The  short  term  results  reported  here  confirm 
that  the  ileal  pouch  anal  anastomosis  continues 
to  be  a formidable  operative  procedure  with 
significant  morbidity.  One  half  of  patients  had 
complications  after  the  initial  operation  and 


almost  20%  of  the  ileostomy  closures  caused 
morbidity.  Reoperation  for  complications  was 
necessary  in  1 3%  of  patients.  This  experience  is 
similar  to  that  reported  by  others.1,3,6,7  How- 
ever, operative  time  and  blood  loss  improved 
with  experience  and  transfusion  is  now  required 
infrequently,  despite  the  fact  that  many  of  these 
patients  have  preoperative  anemia. 

Revisional  procedures  have  been  performed 
with  increasing  frequency  as  experience  with 
this  procedure  has  increased.  Although  only 
5%  of  patients  in  the  present  study  were  con- 
verted to  permanent  ileostomy,  approximately 
20%  of  patients  have  undergone  revisional  pro- 
cedures to  improve  pouch  function.  Given  the 
good  long  term  outcome,  however,  reoperation 
should  be  considered  when  feasible.  Most 
failures  and  revisional  procedures  occur  within 
the  first  two  years  after  ileal  pouch-anal  anasto- 
mosis.3,6 

Three-fourths  of  the  patients  in  the  present 
study  had  good  to  excellent  results  and  only 
1 0%  felt  their  outcome  was  intolerable.  These 
findings  are  similar  to  other  long  term  studies.1-7 
Overall,  quality  of  life  was  quite  good.  The 
majority  of  patients  returned  to  their  normal 
sense  of  well  being  and  daily  activities.  Only 
18%  had  significant  dietary  restrictions  which 
usually  involved  avoiding  certain  foods.  Ninety 
percent  of  patients  had  minimal  limitations  of 
most  social  activities,  with  somewhat  greater 
limitation  of  sexual  activity  and  participation  in 
sports. 

Thefunctionaloutcomeafterileal  pouch  anal 
anastomosis  remains  excellent  for  up  to  a de- 
cade. There  is  no  significant  change  in  stool 
frequency  or  continence  or  quality  of  life.  While 
in  our  experience  most  improvement  in  func- 
tion occurs  during  the  first  year  after  the  proce- 
dure, Wexner  et  al3  found  that  two  thirds  of 
patients  noted  continued  improvement  with 
time.  The  results  of  the  present  study  confirm 
the  stability  of  the  functional  outcome. 

There  are  a number  of  uncommon  late  com- 
plications of  ileal  pouch-anal  anastomosis  that 
can  occur.8  Pouchitis,  inflammation  of  the 
pouch  of  incompletely  understood  etiology, 
can  occur  at  any  time  after  operation,  but  is 
usually  treatable.  This  occurred  in  20%  of 
patients  in  the  present  study.  Other  pouch 
related  complications,  such  as  fistula,  torsion  or 
rupture  have  also  been  reported.  There  have 
been  a few  reports  of  late  malignancy  but  these 
may  be  related  to  retaining  the  transitional 
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epithelium  of  the  dentate  line.  There  are  few 
long  term  metabolic  problems.  The  procedure 
does  not  preclude  successful  pregnancy.  Long 
term  surveillance  will  be  necessary  to  deter- 
mine the  incidence  and  significance  of  these 
problems. 
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INTRODUCTION 

GEOGRAPHIC  variation  in  the  use 
of  health  services  has  been 
documented  by  researchers  for 
at  least  50  years.1'3  The  population-based  method 
used  for  this  type  of  research  holds  great  prom- 
ise for  a better  understanding  of  the  dynamics  of 
the  health  care  system,  and  creates  the  potential 
for  locally-tailored  quality  improvement  pro- 
grams. 

Numerous  causes  of  geographic  variations 
have  been  cited,  from  disease  incidence  to 
physician  practice  styles.  When  variations  in 
disease  incidence  are  unlikely,  researchers  may 
turn  to  investigate  differences  in  physician  prac- 
tice patterns.  Although  differences  in  physician 
practice  patterns  are  sometimes  the  cause  of 
geographic  variations,  it  isn't  necessarily  be- 
cause of  major  disagreement  among  physicians 
about  how  to  practice  medicine.  Often  the 
variation  occurs  because  generally  accepted 
criteria  are  applied  in  consistently  different  ways.4 
Clinicians  are  usually  surprised  to  see  data  dem- 
onstrating how  different  their  practice  styles  are 
from  that  of  their  peer  group.5 

Though  the  cause  geographic  variation  may 
be  difficult  to  determine,  population-based 
methods  can  be  used  to  target  regions  which 
appear  to  be  over  or  under  served  in  terms  of 
health  care  services.  After  populations  are  tar- 
geted, provider-based  methods  can  be  used  to 
get  at  more  specific  information.  For  example, 
after  a geographic  region  with  a high  rate  of 
hospitalizations  is  identified  and  the  hospitals 
named,  it  would  be  possible  to  compare  the 
hospitals  in  a provider-based  study  for  more 
detail. 

The  small  area  analysis  software,  known  as 
Pandora,  was  developed  by  Codman  Research 
of  Lebanon,  New  Hampshire.  Pandora  was 
used  to  compare  psychiatrist-generated  claim 
rates  (claims  per  capita)  for  the  two  most  popu- 


lated cities  in  Nebraska;  Omaha  and  Lincoln. 
There  were  extreme  differences  between  the 
psychiatric  claim  rates  for  the  Omaha  and  Lin- 
coln areas.  Also,  in  1 990,  there  were  four  times 
as  many  psychiatrists  practicing  in  the  Omaha 
area  as  there  were  in  the  Lincoln  area,  even 
though  the  population  of  Omaha  is  only  about 
twice  that  of  Lincoln.6  These  observations  were 
used  to  formulate  our  hypothesis. 

The  purpose  of  this  study  was  to  compare  the 
practice  styles  of  Omaha  and  Lincoln  psychia- 
trists. Our  hypothesis  was  that  there  are  major 
differences  in  practice  styles  between  Omaha 
and  Lincoln  psychiatrists  driving  the  extreme 
differences  in  the  per  capita  (population-based) 
claim  rates  in  the  Omaha  and  Lincoln  areas. 

METHOD 

The  population-based  mode  of  Pandora  was 
used  to  generate  the  hypothesis.  The  standard 
of  comparison  in  this  mode  is  the  number  of 
claims  per  thousand  BCBSN  members  for  the 
entire  state  of  Nebraska.  Omaha  and  Lincoln 
claim  rates  were  compared  to  this  standard  in 
the  population-based  mode.  All  rates  calculated 
by  Pandora  are  age  and  sex  adjusted.  (See 
Appendix  for  method  of  age  and  sex  adjust- 
ment, calculation  of  Observed/Expected  ratios, 
and  significance  testing.) 

To  test  the  hypothesis,  the  Blue  Cross  and 
Blue  Shield  of  Nebraska  (BCBSN)  small  area 
analysis  claims  data  was  examined  in  several 
ways.  It  should  be  noted,  that  each  psychiatrist 
charge  is  counted  as  a claim.  If  there  are  three 
different  charges  on  one  submitted  claim,  it  is 
counted  as  three  claims.  This  is  necessary  to 
control  for  the  wide  variation  in  numbers  of 
charges  per  claim. 


‘Address  correspondence  and  reprint  requests  to:  Sally  A. 
Hrdy,  12720  Leavenworth  Road,  Omaha,  NE  68154. 
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First,  all  psychiatrist  providers  generating 
claims  in  the  year  1991  were  listed  using  the 
provider-based  "profiling"  mode  of  Pandora. 
The  profiling  mode  compares  physicians  of  a 
particular  specialty  to  their  peer  group  for  num- 
ber of  claims/dollars  per  patient  (as  opposed  to 
the  population-based  mode  which  uses  the 
geographic  region  as  the  unit  of  study).  Signifi- 
cance is  determined  by  a Chi  Square  test.  Age 
and  sex  differences  are  adjusted  in  the  profiling 
mode  also  (see  Appendix). 

The  list  created  was  sorted  into  three  groups 
according  to  how  psychiatrists  compared  to 
their  peer  group  of  psychiatrists:  1)  those  psy- 
chiatrists with  a significantly  high  number  of 
claims  per  patient,  2)  those  with  an  average 
number  of  claims  per  patient,  and  3)  those  with 
a significantly  low  number  of  claims  per  patient. 
This  was  done  to  see  if  there  was  a relationship 
between  "number  of  patients"  and  "number  of 
claims  per  patient." 

After  this,  just  psychiatrists  generating  the 
largest  number  of  claims  (largest  market  share) 
for  both  the  Omaha  and  Lincoln  areas  were 
listed  separately  for  comparison  to  each  other 
and  the  peer  group,  again  in  the  profiling  mode. 
The  purpose  was  to  look  for  a pattern.  For 
example,  to  see  if  one  of  the  areas  had  more 
"large  market  share"  psychiatrists  generating 
high  numbers  of  claims  per  patient  for  the  year 
of  1 991,  than  the  other  area. 

Next,  inpatient  hospital  claim  rates  and 
readmission  rates  for  Major  Diagnositic  Cat- 
egory (MDC)  1 9,  Nervous  and  Mental  Diseases 
and  Disorders,  were  compared  for  Omaha  and 
Lincoln  to  see  if  there  were  corresponding 
changes  in  those  rates.  For  example,  to  see  if 
admission/readmission  rates  were  decreasing 
as  a result  of  increased  popularity  of  outpatient 
care,  or  if  they  were  increasing  parallel  to  the 
number  of  psychiatrist  charges. 

Admission  rates  for  the  two  areas  were  exam- 
ined using  Pandora  in  the  population-based 
mode.  Readmission  rates  were  determined  by 
generating  a list  for  each  area  of  MDC  19 
admissions  and  sorting  it  by  patient  identifica- 
tion number.  Percent  of  repeat  identification 
numbers  for  each  area  was  then  calculated  for 
both  years  and  both  areas.  Careful  attention 
was  given  to  the  age  and  sex  of  the  patient  to 
prevent  admissions  of  a patient's  family  mem- 
bers from  being  counted  as  repeat  admissions. 


RESULTS 

As  indicated  by  our  hypothesis,  psychiatrist- 
generated claim  rates  for  the  Omaha  and  Lin- 
coln areas  vary  widely,  with  rates  rising  from 
1990  to  1991  for  both  areas  (see  Figure  1).  In 
1991,  the  Observed/Expected  claims  per  1000 
BCBSN  members  was  86%  higher  than  the 
standard  for  Omaha,  and  only  89%  of  the 
standard  for  Lincoln  (population-based  mode). 

Profiling  (provider-based  mode)  was  used  to 
generate  the  age  and  sex  adjusted  information 
listed  in  Tables  I - IV.  Table  I profiles  the  Ne- 
braska psychiatrists  with  significantly  high  num- 
bers of  claims  per  patient.  Listed  are  the  actual 
number  of  patients  seen  that  year  (#  Pts),  aver- 
age number  of  claims  per  patient  (Clms/Pt)  and 
average  dollars  charged  per  patient  ($/Pt).  Only 
38%  of  Table  I (high  Clms/Pt)  psychiatrists  saw 
50  or  more  patients  that  year  (1991 ). 

Table  II  profiles  the  psychiatrists  who  submit- 
ted an  average  number  of  Clms/Pt  when  com- 
pared to  their  peer  group.  A higher  percentage 
(45%)  saw  50  or  more  patients  that  year  (1991). 
Table  III  profiles  Nebraska  psychiatrists  who 
submitted  a significantly  low  number  of  Clms/ 
Pt.  Seventy-one  percent  of  these  42  physicians 
saw  50  or  more  patients  that  year  (1 991 ).  Tables 
I - III  include  all  Nebraska  psychiatrists  included 
in  the  small  area  analysis  data  base,  not  just  a 
sample  of  Omaha  and  Lincoln. 

Table  IV  lists  samples  of  Omaha  and  Lincoln 
psychiatrists  for  comparison  of  significance  of 
the  Clms/Pt  ratio.  The  two  samples  include  only 
those  with  the  largest  market  shares  (largest 
number  of  claims)  for  their  respective  areas  in 
1991.  Fifty  percent  of  the  Omaha  psychiatrists, 
with  the  largest  market  shares  in  that  area,  had 
significantly  high  rates  of  Clms/Pt.  Only  25%  of 
the  Lincoln  psychiatrists,  with  the  largest  market 
shares  in  their  areas,  had  significantly  high  rates 
of  Clms/Pt. 

The  trend  indicates  that  the  greater  the  pa- 
tient load,  the  fewer  the  Clms/Pt  (Tables  I - III). 
Table  IV  demonstrates  that  the  Omaha  psychia- 
trists are  more  likely  to  submit  significantly  high 
numbers  of  Clms/Pt  than  are  Lincoln  psychia- 
trists. One  psychiatrist  saw  1 6 patients  in  1991 
and  submitted  42.51  Clms/Pt  (Psychiatrist  Num- 
ber 1 from  Table  I).  The  average  $/Pt  for  this 
psychiatrist,  was  $2,439.  The  average  number 
of  Clms/Pt  for  the  peer  group  (comparison 
standard)  was  only  5.32,  and  the  average  $/Pt 
for  the  peer  group  was  $329  (see  lower  part  of 
Table  I). 
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FIGURE  I 

Physician  Data  for  1990  to  1991 
PsychiatricSer  - Observed/Expected  Calculation 
Sorted  by  Default  Label 


TABLE  I 

Psychiatrists  with  Significantly 
High  Numbers  of  Claims  per 
Patient  After  Age  and  Sex  Adjustment 
1991 


Psych 

#Pts 

Clms/Pt 

$/Pt 

1 

16 

42.51 

2439 

2 

128 

10.19 

645 

3 

39 

11.85 

415 

4 

97 

9.18 

522 

5 

7 

16.06 

360 

6 

106 

7.95 

406 

7 

38 

9.06 

530 

8 

62 

8.27 

449 

9 

32 

8.68 

536 

10 

42 

8.90 

540 

11 

65 

8.10 

717 

12 

41 

8.33 

857 

13 

15 

10.24 

699 

14 

18 

9.77 

407 

15 

171 

6.27 

505 

16 

15 

8.34 

1150 

17 

112 

6.45 

406 

18 

28 

7.42 

643 

19 

32 

6.87 

496 

20 

21 

7.27 

919 

21 

126 

5.95 

405 

22 

84 

6.12 

269 

23 

23 

6.73 

432 

24 

32 

6.47 

334 

25 

15 

6.73 

422 

26 

104 

5.85 

362 

Standard 

6558 

5.32 

329 

38%  saw  at  least  50  patients  this  year 
(Key  for  Tables  I through  III) 

Psych  - Psychiatrist's  assigned  sample  number 
# Pts  - Number  of  patients  seen  in  1 991 
Clms/Pt  - Average  number  of  claims  per  patient 
$/Pt  - Average  dollars  charged  per  patient  in  1 991 


TABLE  II 

Psychiatrists  With  Average  Number  Claims 
per  Patient  After  Age  and  Sex  Adjustment 
1991 


Psych 

#Pts 

Clms/Pt 

$/Pt 

1 

28 

6.17 

304 

2 

69 

5.70 

341 

3 

34 

5.94 

449 

4 

29 

5.88 

353 

5 

31 

5.63 

394 

6 

55 

5.55 

327 

7 

22 

5.65 

225 

8 

29 

5.57 

358 

9 

60 

5.44 

340 

10 

30 

5.46 

587 

11 

63 

5.39 

304 

12 

171 

5.31 

314 

13 

110 

5.17 

273 

14 

33 

4.96 

333 

15 

145 

5.11 

232 

16 

98 

5.06 

294 

17 

23 

4.81 

287 

18 

44 

4.84 

219 

19 

26 

4.70 

413 

20 

30 

4.58 

332 

21 

87 

4.87 

379 

22 

122 

4.91 

555 

Standard 

6558 

5.32 

329 

45%  saw  at  50  or  more  patients  this  year 
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TABLE  III 

Psychiatrists  With  Significantly  Low  Number 
of  Claims  per  Patient 
After  Age  And  Sex  Adjustment 
1991 


Psych 

#Pts 

1 

43 

2 

115 

3 

36 

4 

200 

5 

35 

6 

42 

7 

305 

8 

80 

9 

72 

10 

54 

11 

88 

12 

37 

13 

43 

14 

129 

15 

29 

16 

78 

17 

124 

18 

50 

19 

44 

20 

39 

21 

162 

22 

49 

23 

98 

24 

62 

25 

36 

26 

50 

27 

46 

28 

93 

29 

88 

30 

302 

31 

72 

32 

106 

33 

131 

34 

142 

35 

133 

36 

197 

37 

151 

38 

134 

39 

121 

40 

173 

41 

84 

42 

229 

Standard 

6558 

ms/Pt 

$/Pt 

4.59 

258 

4.77 

181 

4.40 

308 

4.85 

228 

4.13 

236 

4.17 

228 

4.88 

441 

4.45 

307 

4.16 

456 

3.97 

283 

4.20 

153 

3.39 

285 

3.44 

290 

4.25 

279 

2.90 

219 

3.97 

313 

4.20 

232 

3.27 

245 

3.13 

192 

2.96 

209 

4.15 

281 

3.08 

220 

3.64 

209 

3.30 

264 

2.64 

159 

3.06 

207 

2.67 

170 

3.47 

127 

3.31 

219 

4.24 

256 

2.97 

279 

3.52 

230 

3.32 

135 

3.18 

184 

3.02 

144 

3.44 

209 

3.05 

126 

2.76 

127 

2.41 

176 

2.54 

144 

1.23 

72 

2.20 

181 

5.32 

329 

71%  saw  at  least  50  patients  this  year 


A closer  look  at  a breakdown  of  charges  by 
Psychiatrist  Number  1 (from  Table  I),  shows  that 
the  high  number  of  claims  per  patient  are  driven 
by  numerous  claims  for  "group"  and  "family" 
psychotherapy.  Figure  2 shows  the  Observed/ 
Expected  ratio  of  claims  per  patient  for  several 
specific  types  of  care.  The  types  of  care  listed 
are  ranges  of  CPT IV  codes.  This  psychiatrist  has 
7.99  times  as  many  Clms/Pt  as  the  psychiatrist 
peer  group. 

Turning  to  the  Observed/Expected  hospital 
admission  rates  for  MDC  19  (Nervous  and 
Mental  Diseases  and  Disorders),  we  see  wide 
discrepancies  between  Omaha  and  Lincoln  in 
1 989  and  1 990,  with  a narrowing  of  that  differ- 


TABLE  IV 

Psychiatrists  Treating  Patients  Mainly 
In  the  Lincoln  and  Omaha  Areas 


OMAHA 


Psych 

1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 


Sig 

hi 

hi 

nsd 

hi 

hi 

nsd 

nsd 

lo 

nsd 

hi 

lo 

hi 

lo 

hi 

lo 

hi 


50%  High 


LINCOLN 


Psych 

1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 


S'g 

lo 

lo 

lo 

lo 

hi 

nsd 

lo 

nsd 

lo 

hi 

lo 

hi 


25%  High 


Psych  Psychiatrist's  assigned  sample  number 
Sig  - Significance  of  Claims/Pt  ratio 
hi  - claims  per  patient  significantly  high 
lo  - claims  per  patient  significantly  low 
nsd  - claims  per  patient  not  significantly  different 
from  standard  (Peer  Croup). 


ence  in  1991  (see  Figure  3).  With  strict  controls 
on  hospital  admissions,  outpatient  psychiatric 
care  became  very  popular,  decreasing  hospital 
admission  rates  in  Omaha  in  1991.  Both  admis- 
sion rates  and  psychiatrist-generated  claim  rates 
are  increasing  from  less  than  expected  to  near 
expected  levels  in  the  Lincoln  area  (see  Figures 
1 and  3).  Perhaps  the  Lincoln  area  is  actually 
under  served  in  terms  of  all  psychiatric  services. 

Hospital  readmission  rates  for  both  the  Lin- 
coln and  Omaha  areas  decreased  from  1 990  to 
1991  (for  MDC  19).  For  Omaha,  the  rate  de- 
creased from  25%  in  1 990  to  1 3%  in  1991.  For 
Lincoln,  the  rate  decreased  from  29%  in  1 990  to 
1 4%  in  1991.  This  again  may  be  due  to  stricter 
controls  on  inpatient  stays  and/or  improve- 
ments in  quality  of  inpatient  care.  However,  no 
conclusions  can  be  drawn  from  the  inpatient 
data  on  MDC  1 9. 

CONCLUSIONS 

Our  hypothesis  that  there  are  major  differ- 
ences in  the  practice  styles  of  Omaha  and 
Lincoln  psychiatrists  was  supported.  According 
to  the  BCBSN  small  area  analysis  data  (which 
represents  approximately  20%  of  the  popula- 
tion in  both  areas),  Omaha  psychiatrists  submit 
a significantly  larger  number  of  claims  per  pa- 
tient than  do  Lincoln  psychiatrists. 

Whether  or  not  this  is  due  to  patients  being 
seen  more  often,  or  simply  more  charges  per 
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FIGURE  2 

Physician  1 from  Table  I 

Observed/Expected  Calculation 
Shading  by  Significance  Level  (5%)  - Sorted  by  Default  Label 


Case  Type 

SIC 

ObiCIm 

Clm 

Psych  Services 

*" 

953 

7.99 

On  Eval 

NSD 

4 

0.71 

Record  Eval 

NSO 

IS 

16.13 

Psych  Testing 

NSD 

27 

8.63 

Narcosyn 

NSD 

0 

0.00 

Psych  Ther 

• 

2 

0.21 

PT  20-30  mins 

• •• 

181 

5.98 

PT  45-50  mins 

• • 

2 

0.17 

Med  Psychoanal 

NSD 

0 

0.00 

Earn  Ther 

256 

22.25 

Croup  Ther 

— 

423 

27.10 

Pharm  Mngmt 

NSD 

0 

0.00 

ECT-1 

NSD 

0 

0.00 

ECT  Multiple 

NSD 

0 

0.00 

Hypnotherapy 

NSD 

0 

0.00 

Environ  Interv 

NSD 

0 

0.00 

Interpr  of  Res 

NSD 

0 

0.00 

Report  Prep 

NSD 

0 

0.00 

Other  Proc 

** 

43 

1.58 

Office  Visit 

NSD 

0 

0.00 
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claim  submission  is  unknown.  In  any  case,  the 
trend  of  generating  large  numbers  of  claims  per 
patient  by  Omaha  psychiatrists  is  apparently 
driving  the  high  number  of  claims  per  capita 
(per  BCBSN  member)  for  the  entire  Omaha 
area.  The  high  number  of  psychiatrists  per  capita, 
practicing  in  the  Omaha  area  as  compared  to 
Lincoln,  may  be  a cause. 

These  observations  lead  us  to  ask  the  follow- 
ing questions:  1)  Is  mental  illness  more  preva- 
lent/severe in  Omaha  than  in  Lincoln?  (Age  and 
sex  differences  are  controlled  for,  severity  is 
not).  2)  Is  the  Omaha  population  receiving 
more  mental  health  services  than  necessary?  3) 
Is  the  Lincoln  population  receiving  fewer  men- 
tal health  services  than  necessary? 

The  question  of  whether  or  not  psychiatric 
patients  in  Omaha  are  more  severely  ill  than 
psychiatric  patients  in  Lincoln  is  empirical  and  a 
topicfor  future  research.  Another  question  which 
follows  from  this  study  pertains  to  differences  in 
outcomes  of  psychiatric  care  between  the  two 
areas.  The  "Patient  Satisfaction  Survey"  has  been 
developed  to  determine  effectiveness  of  differ- 
ent types  of  medical  care.7  This  survey  could  be 
administered  to  BCBSN  members  receiving 
psychiatric  treatment  to  evaluate  the  effective- 
ness of  the  care  received. 

To  claim  that  either  the  Lincoln  or  Omaha 
claim  rates,  or  the  peer  group  ratio  of  claims/ 
patient,  is  the  correct  rate,  would  be  ludicrous. 
It  is  reasonable,  based  on  the  BCBSN  data 
however,  to  say  that  as  the  number  of  available 
patients  in  the  area  increases  (as  in  Lincoln 
where  there  are  fewer  psychiatrists  per  capita 
than  in  Omaha)  the  number  of  claims  per  pa- 
tient for  psychiatric  claims  decreases.  It  also 
appears  that  as  patient  load  increases,  the  claims 
per  patient  decreases. 

Studies  such  as  this  one  lead  to  more  ques- 
tions than  answers,  but  at  least  the  questions  are 
focused.  Although  BCBSN  will  continue  to 
monitor  claim  rates  and  follow-up  in  an  attempt 
to  determine  the  causes  for  such  discrepancies, 
we  challenge  the  Nebraska  Medical  Associa- 
tion and  the  Nebraska  Psychiatric  Association 
to  work  together  with  the  goal  of  exploring 
these  wide  variations  in  practice  patterns. 

SUMMARY 

Blue  Cross  and  Blue  Shield  of  Nebraska  phy- 
sician claims  data  were  used  to  generate  and 
test  the  hypothesis  that  there  are  major  differ- 
ences in  psychiatrist  practice  patterns  between 


the  Omaha  and  Lincoln  areas,  as  evidenced  by 
billing  practices.  There  were  extreme  differ- 
ences between  the  population-based  claim  rates 
for  the  Omaha  and  Lincoln  areas  which  led  to 
the  hypotheses  stated  above. 

Provider-based  methodology  was  used  to 
demonstrate  that,  for  Nebraska  psychiatrists,  as 
patient  load  increases,  number  of  charges  per 
patient  decreases.  Psychiatrists  with  large  mar- 
ket shares  for  the  two  respective  areas  were 
compared  also.  Fifty  percent  of  the  Omaha 
psychiatrists  with  large  market  shares  had  a 
significantly  high  number  of  claims  per  patient, 
whereas  only  25%  of  the  Lincoln  psychiatrists 
(with  large  market  shares)  had  significantly  high 
numbers  of  claims  per  patient. 

Our  hypothesis  that  there  are  major  differ- 
ences between  Omaha  and  Lincoln  psychiatrist 
practice  patterns  was  supported.  Recommen- 
dations include  follow-up  with  the  "Patient  Sat- 
isfaction Survey",  continued  monitoring,  and 
investigation  by  the  medical  community  to  de- 
termine causes  for  the  wide  discrepancies  in 
psychiatrist  practice  patterns. 
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APPENDIX 

Calculation  of  Chi  Square  Test  of  Significance 

Statistical  tests  are  either  parametric  or  non- 
parametric.  Parametric  tests  are  more  powerful 
than  non-parametric  tests  and  should  be  used 
whenever  possible,  that  is,  when  the  variable  of 
interest  occurs  normally  in  the  population.  For 
example,  IQ  occurs  normally  in  the  population, 
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with  the  mean  being  100,  which  includes  the 
majority  of  the  population,  with  fewer  people 
being  at  the  extremes  of  high  and  low. 

Admissions  to  hospitals  are  discrete  events 
not  normally  occurring  variables.  Ad  admission 
either  occurs  or  does  not.  When  frequencies  of 
events  are  being  compared  (as  with  admissions 
in  small  area  analysis)  it  is  appropriate  to  use 
only  a non-parametric  test  of  significance  such 
as  the  Chi  Square  test.  This  test  compares  an 
actual  "Observed"  number  of  events  to  a calcu- 
lated "Expected"  number  of  events  to  determine 
whether  or  not  there  is  a significant  difference 
between  the  two. 

The  following  explanation  refers  to  the  table 
to  the  right: 

1 . Column  1 (see  table)  lists  some  of  the  age/ 
sex  categories  (in  small  area  analysis,  all  age/sex 
categories  up  to  age  64  are  included). 

2.  Column  2 lists  the  rate  (number  of  admis- 
sions/claims per  1 000  population,  or  number  of 
claims  per  patient)  for  the  entire  comparision 
standard  which  is  the  state  of  Nebraska  if  popu- 
lation-based; the  peer  group  if  provider-based. 

3.  Column  3 lists  the  actual  number  of  mem- 
bers of  each  specific  category  that  reside  in  the 
Hospital  Market  Area  in  the  population-based 
mode.  It  lists  the  actual  number  of  patients  in  the 
provider-based  mode. 

4.  Column  4 lists  the  actual  "Observed"  num- 
ber of  admissions/claims. 

5.  Column  5 lists  the  "Expected"  number  of 
admissions/claims  based  on  the  comparison 


standard  which  is  listed  in  column  2.  For  ex- 
ample, since  the  rate  for  the  comparison  stan- 
dard for  males  age  0-4  is  1 7.0  per  1000  mem- 
bers of  that  specific  category  and  there  are  2000 
males  of  that  age  group,  the  Expected  number 
of  admissions  for  that  age/sex  category  would 
be  34.0.  The  actual  counted  number  was  82. 
The  same  is  done  for  each  age/sex  category, 
then  the  total  Observed  is  divided  by  the  total 
Expected.  The  O/E  ratio  shows  how  much  greater 
or  smaller  the  Observed  is  in  comparision  to  the 
Expected. 


Observed/Expected  Calculation  of 
Admissions  for  One  HMA 
(Or  One  Provider  in  the  Profiling  mode) 


Age/Sex 

Category 

Rate  for  Standard 
of  Comparision 

No.  Members 
orPts. 

Obs. 

No. 

Expt 

No. 

0-4  Male 

17.0 

2000 

82.0 

34.0 

04  Female 

5.0 

1000 

4.0 

5.0 

5-9  Male 

14.0 

500 

7.0 

7.0 

5-9  Female 

13.7 

3000 

40.0 

41.1 

Totals 

133.0 

87.1 

Observed/Expected  - 133/87.1  - 1.53 

The  rate  is  53%  higher  than  expected  for  this  HMA.  To 
determine  whether  or  not  this  is  significant,  the  Observed 
and  Expected  values  are  used  in  calculation  of  the  Chi 
Square  statistic  also.  See  calculation  below: 

(observed-expected)2 

expected 

This  calculated  statistic  is  compared  to  a tabled  number  to 
determine  whether  or  not  the  observed  and  expected 
values  differ  significantly  at  a given  level  of  confidence,  'n 
this  study  the  level  of  confidence  is  set  at  5%.  There  is  one 
chance  in  20  that  differences  between  observed  and 
expected  admissions  occurred  by  chance.  We  are  95% 
certain  that  the  differences  found  did  not  occur  by  chance 


September  1993 


Nebraska  Medical  Journal  305 


ORIGINAL  ARTICLES 


Automobile  Air  Bag  Eye  Injuries 


*J.  KEMPER  CAMPBELL,  M.D. 

Lincolnshire  Square,  Suite  200,  7121  "A*  Street 
Lincoln,  Nebraska  68510 


AUTOMOBILE  air  bags  decrease 
the  incidence  of  severe  head 
i trauma  and  penetrating  ocular 
injuries  caused  by  accidents.1  The  bags  are  an 
obvious  improvement  in  consumer  safety.  How- 
ever, since  use  of  the  air  bag  has  become  more 
common,  reports  of  blunt  ocular  trauma  caused 
by  air  bags  have  been  increasing  in  fre- 
quency.2'3'4'5 This  is  a case  report  describing 
typical  ocular  injuries  associated  with  the  use  of 
these  safety  devices. 

CASE  REPORT 

A 60  year  old  woman  was  driving  a 1991 
Ford  LTD  at  40  mph  when  she  slid  into  a ditch 
on  a gravel  road.  She  was  wearing  a three-point 
lap-shoulder  belt  at  the  time  and  was  not  wear- 
ing glasses.  Her  air  bag  immediately  inflated  and 
the  car  did  not  overturn.  The  passenger  com- 
partment remained  intact  and  although  the  car 
sustained  considerable  front  end  damage,  the 
driver  was  not  knocked  unconscious. 


She  did  note  pain  and  decreased  vision  in  her 
left  eye  which  was  struck  by  the  canvas  air  bag. 
She  was  examined  by  her  family  physician  later 
in  the  afternoon  and  referred  for  ophthalmologi- 
cal  consultation  when  he  noted  the  presence  of 
a hyphema  in  her  left  eye. 

Examination  of  her  left  eye  at  the  slit  lamp 
approximately  four  hours  after  the  accident 
revealed  a dense  hyphema  of  the  left  eye  with 
a clot  occupying  the  lower  half  of  the  anterior 
chamber.  The  pupil  was  faintly  visible  through 
the  diffuse  red  blood  cells  floating  in  the  upper 
half  of  the  chamber.  Her  visual  acuity  was  light 
perception.  She  also  had  a large  corneal  abra- 
sion, subconjunctival  hemorrhage  and  numer- 
ous periorbital  contusions  and  lid  abrasions 
around  the  left  eye.  Her  right  eye  was  uninjured. 

’Address  correspondence  and  reprint  requests  to:  J.  Kemper 
Campbell,  M.D.,  Eye  Physician  and  Surgeon,  Lincolnshire 
Square,  Suite  200,  7121  "A"  Street,  Lincoln,  Nebraska  68510. 


Resolving  periorbital  contusions,  lid  ecchymosis,  subconjunctival  hemorrhage  and 
traumatic  iridoplegia  four  weeks  after  auto  accident  with  air  bag  deployment. 
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She  was  treated  as  an  outpatient  with  strict 
bed  rest,  cycloplegic  drops,  and  pressure  patch- 
ing. Her  abrasion  and  hyphema  cleared  over  the 
next  week  and  vision  improved  to  20/200. 
Intraocular  pressures  remained  normal  over 
three  months  of  subsequent  followup  exams. 
Her  retina  did  not  suffer  damage  although  re- 
sidual vitreous  debris  may  represent  a small 
vitreous  hemorrhage. 

A rupture  of  the  iris  sphincter  resulted  in  a 
permanently  irregular  pupil.  A small  traumatic 
anterior  cortical  cataract  developed  and  her 
best  corrected  visual  acuity  three  months  after 
the  accident  was  20/50. 

SUMMARY 

Until  improvements  in  the  design  of  air  bags 
have  minimized  the  risk  of  serious  ocular  trauma, 


practitioners  must  be  alert  to  the  possibility  of 
severe  eye  damage  any  time  the  device  is 
activated.  Prompt  ophthalmological  referral  and 
prompt  treatment  of  any  ocular  injury  can  result 
in  a lower  incidence  of  permanent  visual  loss. 
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EDITORIAL 

Child  Abuse  Revisited  — The  X-Ray  Differential 


JOSEPH  M.  STAVAS,  M.D. 

1919  S.  40th  St.,  #312 
Lincoln,  Nebraska  68506 


The  last  time  I wrote  a guest  editorial  for  the 
Nebraska  Medical  Journal,  I made  a plea  for 
improved  physician  awareness  and  involvement 
with  child  abuse  and  neglect  issues  (Child  Abuse 
in  Nebraska:  Victory  or  Defeat?  September  1991). 
Since  that  time,  and  no  credit  to  me,  many  hospi- 
tals across  the  State  have  developed  guidelines  for 
dealing  with  abuse  problems  by  forming  hospital 
based  Child  Advocacy  Teams  (CAT's),  that  work 
with  the  primary  care  or  admitting  physician.  The 
goal  of  the  team  is  to  channel  the  expertise  and 
resources  of  a hospital/community  in  an  attempt 
to  close  loopholes  in  the  workup  and  bureau- 
cracy. These  CAT's  do  not  usurp  the  judgment  of 
the  primary  care  doctor,  and  comprise  all  the  key 
players  (physicians,  nurses,  police,  ect.).  The  CAT 
algorithm  was  recently  proposed  to  the  Lancaster 
County  Medical  Society,  after  working  off  plans  in 
place  at  Children's  Hospitals  in  Omaha  and  Den- 
ver, and  endorsed  by  the  Society.  In  Lincoln,  the 
next  step  will  be  to  present  the  procedure  to  the 
various  medical  departments  (Family  Practice, 
Ob-Gyn,  Pediatrics,  ER,  and  Orthopedics)  at  each 
hospital,  and  then  hold  seminars  for  the  members. 
When  the  CAT  procedures  are  approved,  it  will 
represent  a city-wide  cooperative  effort  to  curb 
child  abuse  and  neglect.  And  that's  good  news.  If 
anyone  reading  this  is  interested  in  starting  a Child 
Advocacy  Team  at  your  hospital,  please  contact 
me  through  the  Nebraska  Medical  journal. 

And  now  to  get  on  with  the  title  of  this  editorial 
and  what  I know  best,  X-RAYS.  As  you  well  know, 
the  hallmark  findings  in  abuse  on  a skeletal  x-ray 
series  are  multiple  unexplained  bony  fractures  at 
different  stages  of  healing.  Unfortunately  there  is 
a capacious  gray  zone  when  it  comes  to  skeletal 
findings,  and  the  classic  examples  are  few  and  far 
between.  Bone  changes  frequently  show  up  on 
children  who  are  suspected  of  being  abused  but 
in  fact  are  due  to  other  causes.  A knowledge  of 
some  of  these  impostors  will  help  you  in  your 
overall  medical  and  social  evaluation  of  the  child. 

BIRTH  TRAUMA.  The  clavicle  is  the  most  com- 
mon fracture  due  to  birth.  There  may  be  no  history 
of  a difficult  delivery  and  the  fracture  might  not  be 
noticed  while  the  child  is  in  the  nursery,  but  only 
after  callus  has  formed  and  a lump  becomes 


apparent  to  the  parents  (Fig.  1 ).  Midshaft  humerus 
fractures  are  the  most  common  long  bone  injury 
and  posterior  rib  fractures  occasionally  occur.  An 
epiphyseal  injury  to  the  hip  may  be  the  result  of  a 
breech  delivery,  but  as  the  incidence  of  breech 
births  has  decreased  so  has  this  type  of  fracture 
(Fig-  2) 

IATROGENIC.  While  in  the  field  during  a resus- 
citation, an  EMT  or  paramedic  may  place  an 
interosseus  trocar,  usually  in  the  anterior  proximal 
to  mid  tibia,  for  emergency  drug  therapy.  If  the 
trocar  is  placed  close  to  the  metaphysis  and  then 
removed  before  a film  is  taken,  there  can  be  the 
appearance  of  a metaphyseal  corner  fracture, 
which  is  specific  for  child  abuse.  The  radiologist 
and  admitting  physician  must  review  the  EMT 
report  in  order  to  sidestep  this  pitfall  (Fig.  3).  Rib 
fractures  due  to  CPR  are  very  uncommon  in  the 
infant,  as  opposed  to  an  adult.  Vitamin  A intoxica- 
tion is  also  reported  to  cause  skeletal  periosteal 
changes  that  may  mimic  child  abuse.  These  re- 
solve following  cessation  of  the  vitamin.  A finding 
that  is  not  really  iatrogenic,  but  a normal  variant, 
is  the  faint,  thin,  periosteal  new  bone  of  the 
neonate  (Fig.  4).  This  is  a benign  newborn  process 
that  appears  along  the  lateral  and  medial  aspects 
of  the  femoral  shafts.  It  is  usually  symmetric  and 
bilateral  and  should  not  be  mistaken  for  periosteal 
trauma  or  hemorrhage. 

INFECTION.  Osteomyelitis  is  often  times 
mutifocal  in  infancy  and  will  cause  changes  in  the 
metaphysis  and  periosteum,  similar  to  child  abuse. 
Clinical  signs  and  symptoms  may  be  lacking,  and 
the  bone  scan  inconclusive.  A joint  aspiration  or 
biopsy  for  culture  may  be  necessary  to  confirm 
the  diagnosis  (Fig.  5).  Congenital  syphilis  is  a 
diffuse  infection  affecting  the  appendicular  skel- 
eton. A case  from  Creighton-St.  Joseph  Hospital 
was  reported  and  recently  reviewed  in  the  NMJ. 

OSTEOGENESIS  IMPERFECTA.  This  condition, 
which  is  an  abnormality  in  the  molecular  structure 
of  collagen,  may  enter  into  the  differential  diagno- 
sis of  child  abuse.  Ol  is  divided  into  4 types  and 
since  it  is  fairly  uncommon  and  complicated,  I 
recommend  that  you  consult  a geneticist  or  Ol 
expert  if  you  think  you  have  a case  in  your  practice 
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FIGURE  1 


One  month  old  suspected  of  child  abuse.  Chest  Xray  reveals  a congenital  pseudarlhrosis  of  (he  right 
clavicle  (arrows).  The  pseudarthrosis  ends  are  sclerotic  and  rounded  without  callous  formation,  and  this 
typically  occurs  on  the  right.  A clavicle  fracture  is  a nonspecific  child  abuse  finding  and  frequently  due  to 
unknown  birth  trauma. 


FIGURE  2 

Two  month  old  with  precipitous  breech  delivery  and  a right 
hip  grinding  click.  Hip  arthrogram  indicates  a fracture  through 
the  epiphysis  (arrows).  Hip  spica  cast  was  applied.  Metaphyseal 
fractures  are  more  common  and  specific  for  abuse. 


FIGURE  3A,  B 

Five  month  old  found  unresponsive  at  babysitter  and  ambu- 
lance summoned.  Large  interosseous  trocar  placed  by  para- 
medic for  resuscitation  measures  into  the  richly  vascularized 
tibia  marrow  (A).  The  removed  trocar  caused  a cortex  fracture 
(B).  The  child  was  revived  and  a seizure  disorder  discovered. 
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FIGURE  4 
One  month  old 
with  skeletal  survey 
for  suspected  child 
abuse.  Normal 
femoral  periosteal 
reaction  or 
development.  This  is 
sometimes  present 
in  the  upper 
extremities. 


FIGURE  5 

Osteomyelitis.  2 week  old  with  questionable  social  environ- 
ment and  not  moving  left  arm  and  no  known  trauma.  Metaphyseal 
corner  fracture  is  present  (arrow)  and  inferior  subluxation  felt  to 
be  due  to  abuse.  Joint  aspiration  yielded  a septic  joint  from 
staphylococcus. 


FIGURE  6 
Osteogenesis 
imperfecta  children 
have  histories  of 
multiple  fractures 
with  minimal 
trauma.  14  year  old 
with  unusual 
fractures  of  the 
forearm  while  doing 
cartwheels.  Notice 
old  distal  ulna  and 
radius  fractures  with 
secondary  prema- 
ture closure  of  the 
radial  epiphysis. 


that  is  also  suspicious  for  child  abuse.  A family 
history  of  dentition  problems,  blue  sclerae,  and 
previous  fractures  with  minimal  trauma  are  tipoffs 
to  the  diagnosis  (Fig.  6). 

METABOLIC  AND  MISCELLANEOUS.  In  order 
to  be  complete,  there  are  a few  other  entities  that 
show  up  in  the  differential,  but  are  either  very  rare 
or  clinical  giveaways.  These  are  leukemia,  rickets, 
scurvy,  prostaglandin  E and  methotrexate  therapy, 
and  of  course  Menke's  kinky  hair  syndrome.  Al- 
though uncommon,  these  conditions  make  their 
way  to  the  courtroom  in  the  defense  attorneys 
briefcase,  so  beware. 

If  the  history  and  skeletal  findings  do  not  dove- 
tail, then  abuse  must  be  suspect  for  the  sake  of  the 
child.  Birth  trauma,  normal  variants,  and 
osteomyelitis  will  be  your  main  differential,  but  be 
on  guard  for  the  other  oddities.  If  there  is  ever  a 
doubt,  consult  your  local  orthopedist,  radiologist, 
or  geneticist  just  in  case  your  office  records  end  up 
in  court.  A good  textbook  on  skeletal  radiology  on 
your  bookshelf  may  also  help. 

Acknowledgment:  The  author  wishes  to  thank 
Mark  Schwaninger,  Lincoln  General  Hospital  Pub- 
lic Relations,  for  photography. 
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First  Trimester  Antepartum  Obstetrical  Ultrasound  Examination 


DON  CIBBENS,  M.D.,  FACOC 
Private  Practitioner 


DBS.  HARVEY,  HANSEN,  MILIUS  & CIBBENS 

2221  South  17th  Street  Suite  205 
Lincoln,  NE  68502 


INTRODUCTION 

OVER  the  last  ten  years,  realtime 
ultrasound  has  been  an  im- 
portant technology  used  by 
obstetricians  and  perinatal  specialists  to  deliver 
care  to  their  patients.  In  many  practices,  it  has 
become  a part  of  the  routine  evaluation  of  every 
pregnant  patient.  Benefits  to  first  trimester  ultra- 
sound include  accurate  gestational  dating,  iden- 
tification of  early  pregnancy  complications,  and 
demonstration  to  the  mother  of  a viable  gesta- 
tion. With  new  technology  comes  controversy. 
Who  should  receive  first  trimester  ultrasound? 
Who  should  perform  first  trimester  ultrasound? 
What  risks,  if  any,  are  there  to  the  fetus  and  to 
the  mother?  Partially  in  response  to  this,  the 
American  Institute  of  Ultrasound  in  Medicine 
published  guidelines  for  the  performance  of 
antepartum  obstetrical  ultrasound  examination 
in  1 991 . These  guidelines  were  developed  as  an 
attempt  at  standardization  and  completeness  of 
the  first  trimester  ultrasound.  They  are  in  no  way 
a substitute  for  adequate  clinical  training  and 
experience. 

EQUIPMENT 

The  popularity  of  realtime  ultrasound  in  the 
practice  of  obstetrics  has  been  perceived  as  an 
entrepreneurial  potential  for  many  of  the  diag- 
nostic imaging  companies.  The  past  ten  years 
have  seen  many  companies  concentrate  their 
energies  into  realtime  ultrasound  technology. 
Prices  for  portable  scanners  can  range  from 
$12,000  to  hundred  of  thousands  of  dollars. 
With  increasing  price,  more  advanced  process- 
ing of  the  ultrasound  signal  is  accomplished  and 
is  associated  with  improved  resolution.  For  the 
majority  of  first  trimester  antepartum  scans,  the 
more  expensive  technologies  such  as  doppler 
flow  are  probably  unnecessary.  Studies  should 
be  conducted  with  realtime  scanners  using  ab- 
dominal and/or  vaginal  transducers.  An  ab- 
dominal transducer,  using  a frequency  of  3 KHz 
or  higher,  or  a vaginal  transducer  of  5 MHz  or 
higher  should  be  used.  It  should  be  remem- 
bered that  with  lower  frequencies,  greater  tis- 


sue penetration  is  achieved,  but  often  times 
poorer  resolution  accompanies  it.  With  higher 
frequencies,  better  resolution  but  poorer  tissue 
penetration  is  seen.  The  lowest  possible  ultra- 
sound exposure  necessary  to  gain  necessary 
information  should  always  be  used.  Realtime 
technology  is  necessary  in  first  trimester  ultra- 
sound to  accurately  confirm  the  presence  of 
fetal  life  through  observation  of  cardiac  activity 
and/or  fetal  trunk  or  limb  motion.  In  my  prac- 
tice, I have  found  it  helpful  to  use  equipment 
that  I was  trained  on  and  am  familiar  with.  It  is 
my  recommendation  that  the  practitioner  should 
become  fully  familiar  with  the  equipment  that 
he  or  she  intends  to  use  prior  to  making  a large 
financial  investment.  Ultrasound  technology  is 
one  that  progresses  rapidly,  and  equipment  that 
is  purchased  may  become  outdated  in  one  to 
three  years. 

DOCUMENTATION 

To  assure  high  quality  of  patient  care,  accu- 
rate and  adequate  documentation  of  every 
study  is  important.  Medico-legally  this  is  also 
essential.  There  should  be  a permanent  record 
of  ultrasound  images  taken  including  measure- 
ment parameters  and  anatomical  findings  per 
AIUM'S  a recommendations.  Images  should  be 
appropriately  labeled  with  exam  date,  image 
orientation,  and  patient  identification.  The 
patient's  medical  record  should  include  a writ- 
ten report  of  study  findings.  I have  also  found  it 
helpful  to  include  a brief  clinical  history  regard- 
ing each  individual  patient.  Many  diagnostic 
imaging  companies  sell  software  packages  that 
will  aid  the  practitioner  in  accurate  documenta- 
tion. 

SPECIFIC  PARAMETERS  TO  BE  DOCUMENTED 

As  previously  noted,  first  trimester  ultrasound 
and  the  specific  parameters  thatthe  practitioner 
is  looking  for  may  be  identified  either  vaginally 
or  abdominally.  If  one  particular  route  fails  to 
identify  the  information  that  one  is  looking  for, 
the  other  route  should  be  performed  whenever 
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possible.  The  location  of  the  gestational  sac 
should  be  documented.  The  embryo  should  be 
identified  and  the  crown/rump  length  recorded. 
This  helps  to  identify  the  presence  of  an  intra- 
uterine versus  an  extrauterine  pregnancy.  The 
crown/rump  length  is  an  accurate  indicator  of 
fetal  age  to  within  four  days  during  the  first 
trimester.  Standard  tables  for  determination  of 
gestational  age  via  the  crown/rump  length  are 
available  through  many  software  programs.  If 
an  embryo  is  not  identified,  the  characteristics 
of  the  gestational  sac  including  the  diameter  of 
the  aneohoic  space  should  be  measured  to 
determine  gestational  age  and  analysis  of  the 
hyperechoic  rim  should  be  noted.  During  the 
late  first  trimester,  biparietal  diameter,  head 
circumference  and  femur  length  may  also  be 
used  as  an  aid  to  establish  gestational  age. 

The  second  parameter  that  is  essential  to  first 
trimester  ultrasound  is  documentation  of  the 
presence  or  absence  of  fetal  life.  The  use  of  a 
realtime  scanner  is  essential.  Important  in  this 
documentation  is  remembering  that  fetal  car- 
diac activity  may  not  be  visible  prior  to  seven 
weeks  when  using  an  abdominal  realtime  trans- 
ducer and  six  weeks  when  using  a vaginal 
realtime  transducer.  Confirmation  of  fetal  life 
may  require  serial  ultrasound  examinations. 

The  third  parameter  to  be  documented  is 
fetal  number.  Multiple  pregnancies  should  be 
reported  only  when  multiple  embryos  are  seen. 
There  is  some  variability  in  fusion  between 
amion  and  chorion,  and  the  appearance  of 
more  than  one  sac-like  structure  in  early  preg- 
nancy may  be  noted  and  may  be  confused  with 
multiple  gestation  or  ammiotic  bands. 

The  fourth  and  final  parameter  that  should  be 
documented  with  each  first  trimester  ultrasound 
is  an  evaluation  of  the  uterus,  cervix  and  adnexal 


structures.  This  may  be  helpful  in  evaluating 
couples  with  incompetent  cervix  by  measuring 
the  length  of  the  cervix  and  the  diameter  of  the 
cervix  at  the  internal  os.  A generous  sonographic 
window  is  essential  when  evaluating  the  cervix 
abdominally.  A full  bladder  may  actually  inter- 
fere with  cervical  imaging  transvaginally.  Identi- 
fication of  size  and  location  of  uterine 
ieiomyomas  may  also  provide  useful  informa- 
tion. Location  of  placenta  may  also  be  identified 
during  the  late  first  trimester.  It  should  be  re- 
membered that  low-lying  placentas  may  mi- 
grate as  pregnancy  progresses  and,  although 
one  in  twenty  placentas  may  be  in  the  lower 
uterine  segment  during  the  first  trimester,  this 
number  drops  to  one  in  two  hundred  in  the  third 
trimester.  The  presence  or  absence  of  adnexal 
masses  should  also  be  documented.  The 
echogenic  nature  of  these  masses  should  be 
included. 

FINAL  COMMENTS 

Strict  adherence  to  these  guidelines  set  forth 
by  the  American  Institute  of  Ultrasound  in  Medi- 
cine in  1991  will  ensure  quality  first  trimester 
ultrasound  imaging.  Referral  to  a perinatal  medi- 
cine specialist  or  radiologist  with  experience  in 
targeted  ultrasound  is  recommended  for  any 
identified  abnormalities.  Realtime  ultrasound  is 
a tool  that  can  help  improve  the  quality  of 
obstetrical  care  and  provide  immediate  useful 
information  to  the  clinician  and  patient  regard- 
ing first  trimester  pregnancy. 
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ASK  A LAWYER 


1 . Please  explain  the  managed  care  plan  sys- 
tem established  in  the  recent  workers' 
compensation  reform  legislation. 

LB  757,  passed  in  the  recent  legislative 
session,  authorizes  the  creation  and  participa- 
tion of  managed  care  plans  in  the  treatment  of 
workplace  injuries.  An  employer  or  insurer  may 
contract  with  such  a plan  to  provide  medical, 
surgical,  hospital  and  rehabilitation  services. 
Once  liability  has  been  accepted  or  determined, 
the  employee  would  be  required  to  receive 
medical  services  from  providers  designated  by 
the  plan  (similar  to  an  HMO).  If  compensability 
for  the  injury  is  denied  by  the  employer/insurer, 
the  employee  may  seek  medical  treatment  out- 
side the  plan. 

Lengthy  qualifications  for  plan  certification 
are  set  forth  in  the  statute.  Generally,  the  com- 
pensation court  must  certify  all  plans.  Among 
other  things,  a plan  must  provide  quality  medi- 
cal services,  be  reasonably  geographically  con- 
venient, provide  methods  of  peer  review  and 
dispute  resolution,  provide  aggressive  case 
management  and  a program  for  early  return  to 
work,  and  include  an  adequate  number  of  each 
category  of  providers  without  discriminating 
against  or  excluding  any  such  category.  The 
plan  also  may  not  unfairly  restrict  direct  access 
by  the  patient  within  the  managed  care  plan  to 
any  category  of  provider.  The  compensation 
court  is  authorized  to  adopt  rules  and  regula- 
tions to  implement  the  managed  care  plan 
system.  It  is  anticipated  that  those  rules,  which 
are  expected  to  be  adopted  after  January  1, 
1994  (which  is  the  effective  date  of  the  new 
law),  will  provide  much  more  detail  regarding 
the  certification  and  operation  of  managed  care 
plans.  Naturally,  issues  regarding  fees  and  re- 
quirements for  participating  providers  would  be 
subject  to  negotiation  with  potential  care  plans. 

2.  What  are  the  provisions  of  the  indepen- 
dent medical  examiner  system  established 
in  the  new  workers'  compensation  legisla- 
tion? 


LB  757  authorizes,  but  does  not  require,  the 
compensation  court  to  develop  an  indepen- 
dent medical  examiner  system.  The  court  may 
create  a list  of  health  care  providers  it  finds  to  be 
the  most  qualified  and  highly  experienced  in 
their  fields  to  serve  as  independent  medical 
examiners.  An  independent  examiner  would 
review  records,  conduct  any  exams  deemed 
necessary  and  prepare  a written  report  stating 
the  examiner's  medical  findings  relating  to  the 
claimant's  medical  condition,  including  the  ex- 
tent and  nature  of  any  disability,  physical  restric- 
tions and  the  reasonableness  and  necessity  of 
medical  treatment.  The  written  report  is  admis- 
sible in  the  compensation  court,  and  is  binding 
if  the  parties  jointly  select  an  examiner,  rather 
than  having  the  court  select  one. 

A physician  acting  as  an  independent  medi- 
cal examiner  without  malice  shall  be  immune 
from  civil  liability  for  making  any  information 
available  to  the  compensation  court  or  for 
assisting  in  the  origination,  investigation  or  prepa- 
ration of  the  report  or  other  information  pro- 
vided. 

The  compensation  court  is  authorized  to 
promulgate  rules  and  regulations  pertaining  to 
the  procedures  before  the  independent  medi- 
cal examiner,  the  form  and  contents  of  the 
required  report,  and  a fee  schedule  for  services 
rendered.  It  is  important  to  note  that  this  is  a 
voluntary  system;  health  care  providers  cannot 
be  required  to  participate.  This  portion  of  the 
new  law  is  also  effective  January  1,  1994. 

★ ★★ 

"Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical 
Journal.  If  you  have  a legal  question  of  general  interest,  please 
write  the  Nebraska  Medical  journal.  Answers  to  your  questions 
will  be  provided  by  the  Nebraska  Medical  Association’s  legal 
counsel:  Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue 
were  provided  by  David  A.  Barron  and  Charles  M.  Pallesen  Jr. 
of  the  Cline  Williams  Law  Office.  Questions  relating  to  specific 
detailed  factual  situations  should  continue  to  be  referred  to 
your  own  counsel. 
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ALLIANCE 


American  Medical  Association  Alliance 
1993  House  of  Delegates 

SALLY  SEMM 
President-Elect  NMAA 


The  70th  Annual  Session  of  the  American 
Medical  Association  Alliance  was  held  June  1 3- 
16th  at  the  Drake  Hotel  in  Chicago.  Delegates 
from  Nebraska  were: 

Mona  Damico  (Hastings)  - Chairman 
of  Delegates 

Barb  Bohi  (Omaha)  - Presidential  Delegate 
Sally  Semm  (Lincoln)  - Delegate 
Carmen  Kleager  (Scottsbluff)  - Delegate 
Dottie  Shapiro  (Lincoln)  - Alternate  Delegate 

Also  present  from  Nebraska,  and  voting  as 
members  of  the  AMAA  board  were: 

Colleen  Adam  (Hastings)  - Field  Director 
Donna  Stone  (Lincoln)  - Member  AMA-ERF 
Committee 

Sunday  morning  started  with  Marilyn  Van 
Derbur  giving  an  emotional  speech  about  her 
experience  as  a victim  of  child  sexual  abuse.  The 
former  Miss  America's  speech  clearly  explained 
the  life  long  effect  abuse  has  on  it's  victims. 

Members  of  the  AMAA  House  of  Delegates 
were  invited  to  attend  the  AMA  House  of 
Delegates  to  hear  their  keynote  speaker  Hillary 
Rodham  Clinton. 

The  AMAA  House  of  Delegates  opened  at 
5:00  p.m.  Barb  Bohi  represented  Nebraska  in 
the  1993-94  Presentation  of  Presidents. 

Monday  morning,  Reference  Committee 
Hearings  were  held  by  Bylaw  Changes,  Organi- 
zational Affairs,  and  Health  Issue  Resolutions. 
The  Luncheon  speaker  was  Cookie  Roberts, 
reporter  for  ABC.  She  gave  her  opinion  of 
current  politics  of  the  world.  The  house  con- 
vened again  at  2:00  p.m.  at  which  time  the 
proposed  slate  of  national  officers  was  pre- 
sented. It  was  also  announced  that  the  AMAA 
donated  its  largest  amount  ever  to  AMA-ERF. 
The  amount  totaled  $1,023,000.00!  State  re- 
ports were  given  and  Nebraska  was  recognized 
for  having  obtained  the  "Plus  One"  goal  for  last 
year  by  adding  the  Creighton  Resident  Spouse 
group  to  our  state  membership. 


Tuesday  morning  brought  reports  from  the 
Reference  Committees.  Voting  for  our  national 
officers  took  place  during  the  afternoon.  State 
officers  also  attended  meetings  with  current 
national  officers. 


Wednesday  morning  brought  the  closing 
session  of  the  House.  The  officers  for  1993-94 
were  installed,  and  President  Mary  Hanson 
gave  her  inaugural  address.  The  new  officers 
are: 


• President,  Mary  Hanson  - Colorado 

• President-Elect,  Barbara  Tippins  - Georgia 

• Secretary,  Darlene  Young  - North  Carolina 

• Treasurer,  Sharon  Scott  - Oregon 

• Field  Directors, 


Colleen  Adam 

Diane  Chow 
Nancy  Evans 
Esther  Jansing 
Carole  Lougheed 
Sancy  McCool 
Sandra  Mitchell 
Barbara  Prendergast  Pennsylvania 
Lee  Van  Giesen  California 

Ann  Wrenn  Indiana 


Nebraska 

District  of  Colombia 

Nevada 

Kentucky 

Virginia 

Louisiana 

Missouri 


The  election  results  for  the  Nominating  Com- 
mittee for  1994  were  also  announced.  The 
committee  members  are: 

Chairman:  Priscilla  Gerber,  Florida 

AMA  Alliance  Delegates: 


Mollie  O.  Krafka 
Kathy  MacKay 
Donna  Stone 
State  Delegates: 
Bobbie  Bird 
Terrie  Browning 
Jean  Greco 
Caramine  Holcomb 
Anne  Youngstrom 


South  Dakota 
Utah 

Nebraska 

California 

Kansas 

Pennsylvania 

Virginia 

Washington 


Below  is  a brief  summary  of  the  Resolutions 
which  were  passed  by  the  House  of  Delegates. 
If  there  are  questions  please  feel  free  to  contact 
any  delegates  from  Nebraska  who  attended  the 
convention. 
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1 5 Health  Issues: 

Two  resolutions  dealt  with  Domestic  Vio- 
lence: 

One  to  encourage  local  medical  societies 
& alliance  groups  to  support  & develop 
legislation  requiring  an  application  for  a 
marriage  license  to  include  a statement  on 
domestic  violence  and  the  other  to  urge 
medical  schools  to  provide  information  to 
students  on  domestic  violence,  including 
diagnosing,  treating,  reporting  & document- 
ing abuse,  and  proper  techniques  for  inter- 
viewing suspected  victims. 

Four  resolutions  dealt  with  smoking: 

These  dealt  with  issues  from  defining  a 
smoke  free  zone  and  secondhand  smoke 
to  the  education  of  teens,  especially  fe- 
males and  those  who  are  pregnant. 

Two  issues  dealt  with  alcohol  use: 

One  to  encourage  state  and  local  alliance 
groups  to  educate  the  public  about  the 
hazards  of  drinking  and  driving  and  be- 
come involved  in  programs  to  enforce  and 


strengthen  drunk  driving  laws.  The  second 
to  work  with  programs  to  educate  youth 
and  adults  about  the  dangers  of  mixing 
alcohol  and  water  sports. 

One  resolution  each  was  passed  on  the  is- 
sues of: 

Member  education  of  breast  health;  head 
and  spinal  cord  injury  prevention;  pickup 
truck  passenger  safety;  bicycle  helmet  use; 
fire  safety  and  young  children;  and  disaster 
preparedness  plans. 

The  Organizational  Affairs  & Bylaws  Resolu- 
tions dealt  with  many  issues,  most  dealing 
with  the  operation  of  the  Alliance.  The 
budget  was  passed  after  much  scrutiny. 
The  budget  is  $ 1 5,000.00  less  than  the  "92- 
93  budget,  mainly  due  to  drop  in  revenue 
(dues).  To  encourage  dues  revenue,  AMAA 
will  begin  "Retention  Mailings"  to  state  & 
county  members  after  certain  criteria  are 
met.  The  primary  Bylaw  change  is  to  offi- 
cially change  the  name  of  our  organization 
to  the  American  Medical  Association  Alli- 
ance. 


WELCOME  NEW  MEMBERS 


John  A.  Beck,  M.D. 
P.O.  Box  907 
Wilber,  NE  68465 


Fernando  E.  Correa,  M.D. 
4828  S.  24th  St. 
Omaha,  NE  68107 


Daniel  J.  Crowney,  M.D. 
201 1 Lincoln  Avenue 
York,  NE  68467 

Marcia  L.  Goering,  M.D. 
336  S.  9th  St. 

David  City,  NE  68632 


Bryan  Treacy,  M.D. 

Maple  Hill  Family  Care  Center 
10101  Maple  St. 

Omaha,  NE  68134 

Kent  C.  Smith,  D.O. 

3639  Avenue  B 
Scottsbluff,  NE  69361 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

MONDAY  - SATURDAY,  SEPTEMBER  20-25, 
1 993  — Emergency  Medicine  Review,  Center 
for  Continuing  Education,  UNMC,  Omaha, 
Nebraska.  Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

WEDNESDAY  - THURSDAY,  SEPTEMBER  22- 
23, 1 993  — Interdisciplinary  International  Sym- 
posium on  Gastrointestinal  Dysfunction  in 
Neurological  Disease,  Red  Lion  Hotel, 
Omaha,  Nebraska.  Target  Audience:  Gastro- 
enterologists, Neurologists,  Physiologists  and 
Psychologists.  Fee:  $150. 

MONDAY-SATURDAY,  OCTOBER  4-9,  1993 
— Emergency  Medicine  Review,  Center  for 
Continuing  Education,  UNMC,  Omaha,  Ne- 
braska. Target  Audience:  Emergency  Medi- 
cine Physicians  and  others  who  provide  care 
in  the  ER,  Fee:  $700. 

FRIDAY  AFTERNOON,  OCTOBER  8,  1993  - 
UNMC  College  of  Medicine  Alumni  Day,  (in 
conjunction  with  the  Omaha  Midwest  Clinical 
society  Meeting)  UNMC  Campus,  Omaha, 
Nebraska.  Target  Audience:  College  of  Medi- 
cine Alumni. 

FRIDAY  EVENING  - MONDAY,  OCTOBER  29- 
NOVEMBER  1,  1993  — Advanced  Curricu- 
lum on  Women's  Health,  Marriott  Marquis, 
New  York  City,  New  York.  Target  Audience: 
Primary  Care  Physicians,  Fee:  $700;  $625 
before  September  15,  1993. 

THURSDAY-FRIDAY,  NOVEMBER  4-5, 1 993  - 
Vascular  Surgery  Conference,  Red  Lion  Ho- 
tel, Omaha,  Nebraska. 

THURSDAY-SATURDAY,  DECEMBER  2-4, 1 993 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Gyn  Society  Annual  Scientific 


Session)  Bally's,  Las  Vegas,  Nevada.  Target 
Audience:  Primary  Care  Physicians,  Fee:  $275 

SATURDAY,  FEBRUARY  1 2, 1 994  - 3rd  Annual 
Advances  in  Diagnosis  and  Management  of 
Cardiovascular  Diseases,  Omaha  Marriott 
Hotel,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians  and  Cardiologists. 

SUNDAY-FRIDAY,  FEBRUARY 20-25, 1 994- 1 2th 
Annual  Park  City  Multidisciplinary  Eye  and 
Facial  Plastic  Surgery  Conference,  Olympia 
Park  Hotel,  Park  City,  Utah.  Target  Audience: 
Ophthalmologists,  Plastic  Surgeons,  Fee:  $450. 

SUNDAY-FRIDAY,  MARCH  6-11,  1994  - 14th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians,  Fee:  $400. 

1 1 DAYS,  MARCH  1 4-25,  1 994  - Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1250  - split 
sessions. 

THURSDAY  - SATURDAY,  APRIL  1 4-1 6,  1 994  - 
Diagnostic  Dilemmas  in  Women's  Health  Care, 
Marriott  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Family  and  General  Practice,  Internists, 
Obstetricians  and  Gynecologists,  Emergency 
Physicians,  Fee:  $200. 

1 1 DAYS,  APRIL  18-29,  1994  - Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1250  - split 
sessions. 

OMAHA  MID-WEST  CLINICAL  SOCIETY 

WEDNESDAY,  THURSDAY  and  FRIDAY,  OC- 
TOBER 6,  7 & 8,  1993  — 61st  Annual  Post- 
graduate Assembly,  Red  Lion  Hotel,  Omaha. 

For  information,  please  contact:  Miss  Lorraine  Seibel, 

Executive  Secretary,  Omaha  Mid-West  Clinical  Society, 

7389  Pacific  Street,  Suite  229,  Omaha,  Nebraska  68114. 
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ONGOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT-  Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider and  Reverification. 

These  programs  are  offered  by  the  Center  for 
Continuing  Education  throughout  the  year. 

For  further  information:  Contact  the  Center  for  Continu- 
ing Education,  University  of  Nebraska  Medical  Center,  6 00 
South  42nd  Street,  Omaha,  NE  68198-5651.  Call  (402) 
559-4152  or  use  our  toll  free  MD  Advantage  Numer  and 
ask  for  Conlinuting  Education  (800)  642-1095  Nation- 
wide, FAX  Number  (402)  559-5915. 


CREIGHTON  UNIVERSITY 

SEPTEMBER  1 7,  1 993  — T.T.  Smith  Lecture  - Boys 
Town  National  Research  Hospital  Auditorium, 
Omaha,  NE  (Tentative) 

OCTOBER  17-23,  1993  - The  Anesthesiology 
Review  Seminar,  Professional  Seminars,  Inc.,  - 
Scottsdale,  AZ  (Category  2) 

OCTOBER  29-30,  1 993  - The  Eighth  Annual:  Day 
With  The  Perinatologists  (Critical  Care  Obstet- 
rics in  the  90's)  - Marriott  Hotel,  Omaha,  NE. 

NOVEMBER  28  - DECEMBER  3,  1 993  - FLASOG 
- Latinamerican  Federation  of  Societies  of  Ob- 
stetricsand  Gynecology-Panama  City,  Panama 

DECEMBER,  4,  1993  - Cardiac  Imaging  1993  - 
Marriott  Hotel,  Omaha,  NE. 

DECEMBER  1 7-1  8 1 993  - Therapeutic 
Laparoscopy  for  General  Surgeons  - 1993  Ad- 
vanced Course  - Creighton  University  School 
of  Medicine,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  6 8178. 


NEBRASKA  MEDICAL  ASSOCIATION 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 9-11,  1 993,  Cornhusker  Hotel,  Lincoln. 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 

WASHINGTON  UNIV.  SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

FRIDAY-SATURDAY,  SEPTEMBER  1 7-1 8,  1 993  - 
Physician  Executive  Leadership,  Location:  Wash- 
ington University  Medical  Center,  St.  Louis, 
Missouri,  Program  Chairmen:  Walter  F.  Ballinger, 
M.D.  and  James  Hepner,  M.D. 

SATURDAY,  SEPTEMBER  18,  1993  - Suicide, 
Location:  St.  Louis,  Missouri. 

OCTOBER  6-1  4,  1 993  — Allergy  Abroad:  Holland 
and  Brussels,  Program  Chairman:  Phillip  E. 
Korenblat,  M.D. 

THURSDAY-SUNDAY,  NOVEMBER  1 1-14,  1993 
— Anesthesiology &TheGeriatric  Patient,  Loca- 
tion: St.  Louis,  Missouri. 

WEDNESDAY-FRIDAY,  NOVEMBER  1 7-1  9,  1 993 
— Contemporary  Cardiothoracic  Surgery,  Lo- 
cation: The  Ritz-Carlton  Hotel,  St.  Louis,  Mis- 
souri, Program  Chairmen:  Joel  D.  Cooper,  M.D. 
and  Alec  Patterson,  M.D. 

SATURDAY,  NOVEMBER  20,  1993  - Hyper- 
cholestererolemia,  Location:  Marriott's  Pavil- 
ion Hotel. 

FRIDAY,  DECEMBER  3,  1993  - Women's 
Healthcare  Issues,  Location:  The  Ritz-Carlton 
Hotel,  St.  Louis,  Missouri,  Program  Chairman: 
Louis  Avioli,  M.D. 

SATURDAY,  DECEMBER  4,  1993  - Gl  Update, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Guissepe  Aliperti, 
M.D. 

THURSDAY-FRIDAY,  APRIL  21-22,  1 994  - Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRIDAY-SUNDAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  dayman,  M.D. 

For  further  information  on  any  of  the  above  seminars  contact: 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  66 0 South  Euclid  Avenue, 
St  Louis,  Missouri,  6 31 10-1093,  (800)  325-9862  Interstate, 
(3 14)  362-6893  In  Missouri,  FAX  (3  14)  362-1087. 
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THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER, 

Washington  D.C. 

OCTOBER  1-3, 1 993  — International  Liver  Sympo- 
sium. Location  Marriott  Crystal  Gateway  Ho- 
tel, Arlington,  VA. 

OCTOBER  9-1 3,  1 993  — Gastroenterology  Board 
Review  Course.  Location:  Marriott  Crystal  Gate-1 
way  Hotel,  Arlington,  VA,  42  credit  hours,  AMA' 
Category  1,  $650.00  physicians,  $500.00  resi- 
dents and  fellows. 

The  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 

OCTOBER  24-27, 1993-1  5th  Annual  Society  For 
Medical  Decision  Making  Meeting.  Location: 
Sheraton  Imperial  Hotel,  Raleigh/Durham,  NC. 

The  contact  person  is  Maria  Corrick,  SMDM,  George 
Washington  University  Medical  Center,  Office  of  CME,  2300  K 
Street,  NW,  Washington  DC  20037,  202-994-4285  (phone), 
202-994-1791  (fax). 

DECEMBER  27-31,  1 993  — Drug  Therapy  for  the 
90’s:  An  Update  in  Mechanisms  of  Action  in 
Clinical  Utilization.  Location:  Snowbird,  Utah, 
18  credit  hours.  AMA  Category  1. 

The  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 


MAYO  FOUNDATION 

SEPTEMBER  17-18,  1993  - Women  In  Medi- 
cine and  Healthcare  Leadership,  Mayo  Foun- 
dation, Rochester,  MN. 

SEPTEMBER  19-29,  1993  — VI  International 
Symposium  on  Tuberous  Sclerosis  Complex, 
Program  Site:  Rochester,  MN. 

OCTOBER  1-3,  1993  — Mayo  Telemedicine 
Symposium  - Telemedicine  and  Access  to 
Care.  Program  Sites:  Rochester,  MN,  Jack- 
sonville, FL.  & Scottsdale,  AZ. 

OCTOBER  2-5,  1993  - IV  International  Work- 
shop on  Multiple  Myeloma,  Program  Site: 
Rochester,  MN. 

OCTOBER  8-9, 1 993  — Gastroenterology  Motil- 
ity Update.  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  21-22, 1 993  - Pediatric  Days  1 993. 
Mayo  Foundatiion,  Rochester,  MN. 

OCTOBER  23-24, 1 993  — Update  in  Cardiovas- 
cular Disease,  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  30-31,  1993  — Clinical  Autonomic 
Quantitation  Workshop,  Mayo  Foundation, 
Rochester,  MN. 

JANUARY  12-16,  1994  — Bone  & Soft  Tissue 
Tumors,  Mauni  Lani  Bay  Hotel,  Kohala  Coast, 
HI. 

FEBRUARY  10-12,  1994-  Mayo  Clinic  State-of- 
the  ARt  Symposium:  Arrhythmia  Management, 
Napa  Valley,  CA. 

FEBRUARY  21-25,  1 994  - Neurology  in  Clinical 
Practice,  Keystone  Resort,  Keystone,  Colorado. 

Contact:  Postgraduate  Courses,  Section  of  Continuing  Medi- 
cal Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 

Toll  Free  800-323-2688. 
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MEDICAL  STUDENTS 
AND  RESIDENTS 

The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


"Ron’s  Rule  — I give 
myself  one  week  to 
meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn’t 
failed  me  yet.  ’ 

Ron  Richmond,  MD, 
joined  the 

CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 

A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
ol  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  Soft- 
spoken  for  a New  Yorker.  Ron  Richmond  knows. . . 

It’s  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1 -800— (53-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 

__  ADVERTISER’S  INDEX— 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Robert  F.  Shapiro,  M.D.,  Lincoln President 

Frederick  F.  Paustian,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Robert  F.  Shapiro,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Chris  C.  Caudill,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Perry  T.  Williams,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairholder  Omaha 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Garnet  J.  Blatchford,  M.D Omaha 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Kirk  B.  MufHy,  M.D Omaha 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  W.  Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Steven  M.  Lau,  M.D Lincoln 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

H.  Russell  Seram,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

John  C.  Wilcox,  M.D Aurora 

Rick  J.  Windle,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison  Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Sheila  S.  Ecklund,  R.N Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  A.  Katz,  M.D Omaha 

Royce  A.  Mueller,  M.D Lincoln 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Richard  A.  Morin,  M.D Lincoln 

Merton  A.  Quaife,  M.D ; Omaha 

Herbert  E.  Reese,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder  Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D . Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder  Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairholder Kearney 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Mark  B.  Horton,  M.D.,  Dept  of  Health  Liaison Lincoln 

Bruce  Rowe,  MCH  Li  aison Lincoln 
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Section  on  Maternal  Mortality  Review 


G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Myrna  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.  Board  Liaison  Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

Robert  M.  Ewart,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

Suzanne  H.  Granger,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Patricia  A.  Siffring,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  0.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Duane  Shcrwin,  M.D Norfolk 

Eileen  C.  Vautravcrs,  M.D Lincoln 

Timothy  0.  Wahl,  M.D Omaha 

Peter  J Whitted,  M.D Omaha 

Alan  L.  Worth,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 


Chris  C.  Caudill,  M.D.,  Chairholder Lincoln 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Roger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  N.  Walbum,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H.  Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.,  Board  Liaison  Omaha 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

James  G.  Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

Edward  Langdon,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Linda  S.  Head,  M.D Bellevue 

Ronald  W.  Klutman,  M.D Columbus 

James  J.  Phalen,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Michelle  B.  Petersen,  M.D Lincoln 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Haller,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels.  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 

NMA  Representatives 

Robert  F.  Shapiro  M.D.,  NMA  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

nma/uncm  coordinating  committee 

NMA  Representatives 

Robert  F.  Shapiro,  M.D.,  NMA  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D v Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D f. Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-93 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St.,  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-94 


The 

HEART 

Center 


^ 


of  Nebraska 


JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 


PHILLIP  E.  BURKET,  M.D. 

Board  Certified  Cardiologist 

3016  West  Faidley  P.O.  Box  5345  Grand  Island,  NE  68802 
Office:  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

8-94 


LINCOLN 


BURN 

CARE 

NEBRASKA 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 


For  Immediate  Physician  Contact  Call 


1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-94 


□■■■■■  CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

■■■■■  ORGAN  TRANSPLANTATION 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

•Board  Certified  • Graduates  of  Mayo  Clinic 

• Kidney  Dialysis  & Organ  Transplantion 

• Members  of  American  Society  of  Nephrology 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 
Phone  (402)  466-8259  or  1-800-633-5462  4 M 


4§P=  eye 
= I surgical 
— associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 

Max  W.  Linder,  M.D. 

Gregory  E.  Sutton,  M.D. 

Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 
Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Falrbuty,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 


28-A  Nebraska  Medical  Journal  September  1993 


PHYSICIAN'S  DIRECTORY,  cont. 

1 LINCOLN,  cont.  ~|  [ LINCOLN,  cont.  | 


GREAT  PLAINS  EAR,  NOSE  & THROAT, 
HEAD  & NECK  SURGERY  INSTITUTE,  P.C. 

JOHN  H.  FRITSCH,  M.D.,  M.M.Sc.,  F.A.C.S. 
CHARLES  L.  BARTON,  M.D.,  F.A.C.S. 
MICHAEL  F.  RAPP,  M.D. 

MARTIN  B.  TROTSKY,  M.D.,  F.R.S.M.;  F.A.A.O.A. 

ALLERGY 

630  NORTH  COTNER  BLVD.  • LINCOLN,  NEBRASKA  68606 

Clinic  (402)  464  -8385 
Hearing  Aid  Department  (402)  464-551 1 

1 -(800)  347-5880  9-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd , Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  ORTHOPAEDICS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDRENS  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


LINCOLN  CB-GYN,  P.C. 

William  P.  Heidnck,  M.D..  F.A.C.O  G. 

Joseph  G.  Rogers,  M.D.,  F.A.C.O.G. 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G. 

Gregory  W.  Heidrick,  M D.,  F.A.C.0.G, 

YvonneK.  Davenport,  M.D.,  F.A.C.O.G. 

"Board  Certified  in 

Obstetrics  & Gynecology" 

• 

HIGH  RISK  OBSTETRICS 

1 — 24  HOURS  - 7 DAYS  A WEEK  -i 

• 

• 

PELVIC  ULTRASOUND 
GYNECOLOGIC  FEMALE 

483-7641 

URINARY  PROBLEMS 

' NEW  PATIENTS  WELCOME  — * 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

1093 

RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-93 


W 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

(402)  489-6554  or 

1-800-MED-LINC 

11-93 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street*  Suite  100  • Lincoln,  NE  6851 0 11 -93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)  489-6553  or  1-800-MED-LINC 

11-93 
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I NEBRASKA 
I ORTHOPAEDIC 
I— .ASSOCIATES 
| P.C.^ 


‘GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 
‘ ARTHROSCOPY  ■ HAND  SURGERY 
•JOINT  DISEASE 4 TRAUMA 
• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons 

Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 


Easy  Access  Parking 

488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-93 


RAIRIE  SURGICAL 


ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 


(402)486-3400  • FAX:  486-3344 

8-94 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 

Louis  J.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-93 

PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 

SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 

..  . DEBORAH  K.  DAVIDSON,  D O. 

DQTnOlOQV  michaelj .duggan,  m.d. 

^ DONALD  A.  DYNEK,  M.D. 

medical  1 GEORGEE.GAMMEL  MD 

Oaarv/ir'CkO  PATRICK  A.  KEELAN,  M.D. 

bcrVIGCb  DAVID  L.KUTSCH,  M.D 

pc.  STEFFAN  R.  LACEY,  M.D. 

CHRISTOPHER  T.  MASADA,  M.D. 

1 MATTHIAS  I.OKOYE,  M.D. 

V JOHN  F.  PORTERFIELD,  M.D. 

ROBERT  F.  SHAPIRO,  M.D. 
1 1 1 AINA  I.SILENIEKS,  M.D. 

■ ■ DANIEL  J.  TILL,  M.D. 

LARRY  D.  TOALSON,  M.D. 

CSL  ......  , ...  . LARRY  WARRELMANN,  Exec.  Director 

A Nichols  Institute  Affiliate 

Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414  g g4 

£ ^ LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-94 

Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-93 

UROLOGY,  P.C. 

^ R.A.  Crusinberry,  M.D. 

i A.  H.  Domina,  M.D. 

^ D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888  8-94 
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PHYSICIAN'S  DIRECTORY,  cont. 

i LINCOLN,  cont.  1 | OMAHA,  cont.  I 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-93 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 

Michael  A.  Halsted,  M.D. 

Kathryn  E.  Hodges,  M.D. 
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OMAHA 


T TL°1 

10 


rology 

enters 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D..  F.AC.S.  R.  Michael  Kroeger,  M.D.,  FAC.S. 

Harvey  A Konigsberg,  M.D.,  FAC.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 
H.  Jeotfrey  Deeths,  M.D.,  FAC.S. 


Certified  American  Board  of  Urology 


• 111S.  90th  Street  • Satellite  Clinic 

Omaha,  NE  681 14  Papillion,  NE 

(402)  397-9800 
800-8824770 
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Stanley  M.  Truhlsen.  M.D..  FAC.S. 
C.  Rex  lafta.  M.D..  FAC.S. 

AFFILIATED 

John  T.  Ramjetl.  M.D..  F.A.C.S. 

Raymond  M.  Crauman,  III.  M D . F.A.C.S. 

EYE  PHYSICIANS 

Camilla  R.  Parson,  M.D. 
John  D.  Pelerj.  M.D. 

& SURGEONS,  P.C. 

Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 

Laser  Surgery-Retinal  & Vitreous  Surgery 

Cornea  & Anterior  Segment  Surgery 

TWO  LOCATIONS 

210  Regency  Parkway,  Suite  10 

4242  Farnam  Street,  Suite  247 

Omaha,  NE  68114 

Omaha.  NE  68131 

(402)  391-3131 

(402)  552-2300 

FAX  (402)  391-3147 

FAX  (402)  552-2301 

5-94 

BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D.  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY.  M.D.  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D.  TIMOTHY  C. FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders: 

Joint  Replacement  > The  Spine  4 Knee 

Sports  Medicine  • Foot  4 Ankle 

Work  Related  Injuries  4 Evaluations  • Shoulder  4 Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 399-8550 

Appointments 399-8484  Billing  399-9301 

3-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  • 41 S EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


402-563-3379 


NORFOLK  - 1300  NEBOASKA  AV. 


Stanley  L Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Bosrd  Certified 
In  Adult 
And  Ptdiatrk 

Asthm * 1 

Clinic*!  Immunology 


402-379-3250 


GRAND  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-94 


mi 

Patrick  W.  Bowman,  M.D. 

NEBRASKA  David  N.  Kettleson,  M.D. 

SPINE  Michael  C.  Longley,  M.D. 

SURGEONS,  PC.  H,EZa°1w“DM.D. 

402-397-6661 

9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 

8-94 
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PHYSICIAN'S  DIRECTORY,  cont. 

[ OMAHA,  cont.  | 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
MX.  MITCHELL,  M.D. 


PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


ONCOLOGY  ASSOCIATES,  P.C. 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 

After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

John  L.  Bluhm 

Administrator 
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SCOTTSBLUFF 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 


OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 

329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)635-3911  8-94 


OREGON  TRAIL  EYE  CLINIC 


4840  "F"  STREET 
P.O.  BOX  27999 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2.94 


7441  "O"  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


PAPILLION 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste.  102  • Papiliion,  NE  68128-4782 
© (402) 339-8974 


NIOSH  CERTIFIED  B*  READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 
12-93 
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Physicians'  Classified 


Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  IOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care 
Locum  Tenens  positions.  Full-time,  and  regular  part- 
time.  Numerous  Iowa  locales.  Democratic  group, 
highly  competitive  compensation,  paid  St.  Paul 
malpractice  with  unlimited  tail,  excellent  benefit 
package/bonuses  to  full-time  physicians.  Contact 
Acute  Care,  Inc.,  P.O.  Box  515,  Ankeny,  IA  50021, 
phone  1-800-729-7813  or  515-964-2772. 

MISSOURI:  GASTROENTEROLOGIST:  Seeking 
second  BC/BE  gastroenterologist  to  join  busy,  well- 
established  gastroenterology  practice  in  growing, 
picturesque  midwestern  town  of  1 0,000  serving  an 
area  of  75,000.  Located  40  minutes  west  of  St. 
Louis,  Missouri.  Office  endoscopy  facilities  avail- 
able. Affiliation  with  excellent  community  hospital 
with  excellent  Gl  laboratory  facilities.  Interested 
applicants  should  send  CV  to  Eugene  Tucker,  MD, 
FACG,  FACP,  800  East  Fifth  Street,  Suite  212, 
Washington,  MO  63090. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certi- 
fied Family  Physicians  seek  associate  for  this  "All- 
America"  community  in  west  central  Nebraska. 
Obstetrics  required.  Send  CV  to:  Gothenburg  Fam- 
ily Practice  Associates,  Doctors  David  Hult  and 
Larry  Wilson,  902  - 20th  Street,  Gothenburg,  NE 
69138. 

PART-TIME  PHYSICIAN  OPENINGS  WITH  FLY- 
ING OPPORTUNITY:  The  Nebraska  Air  Guard  is 
seeking  physicians  to  become  commissioned  medi- 
cal officers.  Duty  is  one  weekend  per  month  be- 
tween the  hours  of  8 a.m.  and  4 p.m.  Responsibili- 
ties include  basic  medical  physical  and  flight  physi- 
cal. Physicians  are  needed  in  the  area  of  aerospace 
medicine,  emergency  medicine  and  flight  medi- 
cine. Training  will  be  provided  if  needed.  Opportu- 
nity for  promotion  to  the  rank  of  Lt.  Colonel  (0-5)  or 
Colonel  (0-6)  exists.  Prior  commissioned  officers 
from  any  branch  of  the  service  are  urged  to  apply. 
Contact  Smsgt.  Larry  Brooks,  1300  Military  Road, 
Lincoln,  NE  68508-1090,  (402)  473-1145. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies,  electric  exam  table  - 5 com- 
plete sets  of  exam  tables  and  associate  equipment. 
Call  (308)  384-7100,  721  W.  7th,  Grand  Island,  NE 
68801. 


PACIFIC  NORTHWEST  AND  ROCKY  MOUN- 
TAIN LOCATIONS:  Opportunities  in  primary  care, 
and  other  specialties.  Urgent  need  for  spring  and 
summer.  Benefits  include  malpractice,  lodging  and 
transportation.  Assignments  vary  in  duration.  Tem- 
porary and/or  permanent  placement  available.  Call 
or  write  Ed  Novelli  at  Interim  Physicians,  4115  E. 
Jewell,  #1 01 8,  Denver,  CO  80222;  1-800-669-071 8. 

GENERAL  SURGEON:  Join  established  lucrative 
practice  serving  2 excellent  hospitals  and  2 county 
population  of  35,000.  Peaceful  scenic  city  of  8,500. 
Excellent  housing,  school  system,  shopping,  pro- 
gressive medical  staff.  Send  C.V.  to  Jim  Schneckloth, 
Floyd  County  Memorial  Hospital,  700  Eleventh 
Street,  Charles  City,  Iowa  50616.  Phone  51 5-228-6830. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE: Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  Illinois,  Ne- 
braska, Ohio,  and  Wisconsin  - some  near  the  Min- 
nesota boarder;  INTERNAL  MEDICINE  positions  in 
New  York  and  Wisconsin;  OB/GYN  positions  in 
southeastern  Wisconsin.  We  would  be  happy  to 
provide  you  with  further  information.  Please  call 
toll-free,  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 

DERMATOLOGY,  GASTROENTEROLOGY, 
OCCUPATIONAL  MEDICINE,  ONCOLOGY,  OR- 
THOPEDICS, ORTHOPEDICS-HAND,  UROLOGY: 
Strelcheck  & Associates,  Inc.,  an  extension  of  our 
clients  recruiting  departments,  has  positions  avail- 
able in  Wisconsin,  Ohio,  and  Michigan.  We  would 
be  happy  to  provide  you  with  further  information. 
Please  call  1-800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC.,  1 0624  N.  Port 
Washington  Road,  Mequon,  Wl  53092. 
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New  Product  Spotlight: 


1 


j 


A fax  for  medical  offices 
without  patience. 


Tti£*R{COH  FAX240  works  fast  to  save  you  time. 

^ 1'1-second  dp^ument  transmission 

• Automatic  document  feeder  scans  up  to  five  8.5"  pages  automatically 

• 10  Quick  Dial  and  40  Speed  Dial  keys 

• Automatic  redial  calls  at  two-minute  intervals 

• Sequential  broadcast  automatically  distributes  a fax  to  nine  destinations 


CjniTP  $9^00  now  on  the  purchase  of  the  RICOH 
kjCL V W FAX240  with  your  Nebraska  Medical 

Association  membership.  The  Association  will  also  receive 
non-dues  income  from  your  purchase. 


LINTFLSYSTEMS 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 


NEBRASKA 


MEDICAL  ASSOCIATION 

1993 


pt  AC  MOL*  (Pravastatin  Sodium  Tablets) 

C TOAINDfCATTONS 

sensitivity  to  any  component  ot  the  meticaton 

ive  hvt*  disease  or  unexpianed.  persetent  elevatcns  n liver  Juncton  tests  (see  WARNINGS) 
gn&xy  and  lactation.  Atherosclerose  e a chronic  process  and  discontnuation  of  lipid  kwemg  drugs 
di9  pregnancy  should  have  little  impact  on  the  outcome  of  long  term  therapy  of  primary  hyper 
0 sterotemia  Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal 
di  opment  (inducing  synthesis  of  steroids  and  cel  membranes)  Snce  HMG-CoA  reductase  inhibitors 
g ase  cholesterol  synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from 
0 sterol,  they  may  cause  fetal  harm  when  administered  to  pregnant  women  Therefore.  HMG-CoA  reduc 
nhtttors  are  contraindtoated  dumg  pregnancy  and  n nursng  mothers  Pravastatin  should  be  admin - 
is  ad  to  women  of  childbearing  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
h been  vrformed  of  the  potential  hazards,  it  the  patent  becomes  pregnant  while  takng  this  class  of 
d thereby  should  be  decontnued  and  the  patent  apprised  ol  tf©  potential  hazard  to  the  fetus 
VI  NINGS 

L Enzymes:  HMG-CoA  reductase  nhibitors,  like  some  other  lipid  lower  tig  therapies,  hai©  been  assoa 
a with  bochemcal  abnormalities  of  kver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to 
n than  3 times  the  upper  limit  of  normal  occurmg  on  2 or  more  (nof  necessarily  sequential)  occasons  have 
b reported  n 13%  of  patents  treated  with  pravastatn  n the  U S cxer  an  average  period  of  18  months 
T e abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment 
d on  In  those  patents  ri  whom  these  abnormalities  were  beleved  to  be  related  to  pravastatn  anti  who 
v decontnued  from  therapy,  the  transamnase  levels  usually  tell  skwty  to  pretreatment  levrete  These 
b ©meal  fixings  ate  usually  asymptomatic  although  worldwide  experience  t xlicates  that  at  icrexia.  weak 
n . and/or  abdominal  pan  may  also  be  present  n rare  patents 
. with  other  kpid  lowering  agents,  liver  functon  tests  should  be  performed  durng  therapy  with  pravastatn 
S m amnotranslerases  ndudng  ALT  (SGPT).  should  be  monitored  before  treatment  begns.  every  six 
v vS  lor  the  fist  three  months,  every  eight  weeks  dumg  the  remander  of  the  fist  year,  and  periodically 

0 after  (e  g.,  at  about  six-month  ntervals)  Special  attenton  should  be  given  to  patents  who  deietop 
v ,©ed  transamnase  levels  Uver  fincticn  tests  should  be  repeated  to  confirm  an  efevaton  and  subse 
c 'tty  monitored  at  more  frequent  ntervals  If  ncreases  n AST  and  ALT  equal  or  exceed  three  times  the  ippei 

1 of  normal  and  persist,  then  therapy  should  be  decontnued  Persistence  of  significant  amnofransferase 
e ilorts  loiowng  decontnualon  of  therapy  may  warrant  consideration  ol  liver  bopsy 

live  liver  disease  or  unexpianed  transamnase  etaeUons  are  contrarxlicatons  to  the  use  ol  pravastatn 
t (XNTTW^XATIONS)  Cautcn  should  be  exercised  when  pravastatn  e admixstered  to  patients  with  a 
t xy  of  liver  disease  or  heavy  alcohol  ngeslion  (see  CLINICAL  PHAR MACOLOGY  Ptiarmacoknel 
» vfetaboiem)  Such  patents  should  be  dosefy  nxnrtored.  started  at  the  lover  end  of  the  recommended 
c ng  range,  and  titrated  to  the  desied  therapeutic  effect 

: tetaf  Muscle:  Rhabdomyofysis  with  renal  dysfunction  secondary  to  myogtobmuna  has  been 
i xted  with  pravastatin  and  other  drugs  n this  class.  Uncompicated  myalgia  has  also  been  reported 
■ avastativ  treated  patents  (see  ADVERSE  REACTIONS)  Myopathy,  defined  as  muscle  achng  or  muscle 
v kness  n conitnction  with  ncreases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  times  the 

i er  imt  of  normal  was  reported  to  be  posstoly  due  to  pravastatn  n only  one  patent  n clmcal  trials  (-  01%) 
l pathy  should  be  considered  n any  patent  with  drftuse  myalgias,  muscle  tenderness  or  weakness,  and/or 

ii  ked  eievaten  of  CPK.  F&tents  should  be  advised  to  report  promptly  inexplaned  muscle  pan.  tenderness 
« eakness.  particularly  if  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued 

arkedfy  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy 
uk)  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  senous  condition 
dtsposmg  to  the  development  of  renal  failure  secondary  to  rtvabdomyotysis,  e g.,  sepsis;  hypo- 
sion;  major  surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncon- 
ted  epilepsy 

i he  nsk  of  myopathy  dumg  treatment  with  bvastatn  is  ncreased  if  therapy  with  either  cydospome. 
hfibrozi.  erythromyan,  or  naan  is  admmstered  concurrently  There  is  no  experience  with  the  use  of 
f/astatn  together  with  cyclospome  Myopathy  has  nof  been  observed  n diical  trials  nvrolvng  small 
bers  of  patents  who  were  treated  with  pravastatn  together  with  nacn.  One  trial  of  limited  size  nvoMng 
bred  tferapy  with  pravastatn  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and 
ent  withdrawals  due  to  musculoskeletal  symptoms  n the  group  receivng  combned  treatment  as  com 
.3d  with  the  groups  receivng  placebo,  gemfibrozil,  or  pravastatn  monotherapy  Myopathy  was  not  reported 
his  tnal  (see  PRECAUTIONS  Drug  Interactions)  One  patent  developed  myopathy  when  dofibrate  was 
Jed  to  a previously  wen  tolerated  regimen  of  pravastatn.  the  myopathy  resolved  when  dofbrate  therapy  was 
Ijped  and  pravastatn  treatment  contnued  The  use  of  fibrates  alone  may  occasionally  be  assoa  - 
d with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
ECAUTIOfIS 

neral:  Ptavastatn  may  elevate  creatne  phosphoknase  and  transamnase  levels  (see  ADVERSE  REAC 
NS)  This  should  be  considered  n the  differential  dagnosis  of  chest  pan  n a patent  on  therapy  with 
vastatn 

iomozygous  FarrubaJ  Hypercholesterolemia  Pravastatn  has  not  been  evaluated  n patents  with  rare  homo 
ious  famikal  hypercholesterolemia  In  this  group  of  patents,  it  has  been  reported  that  HMG-CoA  reductase 
tutors  are  less  effective  because  the  patents  lack  functional  LDL  receptors 

fena/  Insufficiency  A sngle  20  mg  oral  dose  of  pravastatn  was  admmstered  to  24  patents  with  varyng 
gees  of  renal  mparment  (as  determ ned  by  creatnre  clearance)  No  effect  was  observed  on  the  pharma 
<jnetcs  of  pravastatn  or  its  3a -hydroxy  isomenc  metabolite  (SQ  31 .906)  A small  increase  was  seen  n mean 
C values  and  half-life  (tV2)  for  the  nactive  enzymatic  mg  hydroxytatxn  metabolite  (SO  31,945)  Given  this 
al  sample  size,  the  dosage  admmstered.  and  the  degree  of  ndrvodual  variability,  patients  with  renal  impair 
nt  who  are  recervng  pravastatn  should  be  dosefy  monitored 

ormation  for  Patients:  Patents  should  be  advised  to  report  promptly  unexpianed  muscle  pan,  tender- 
's or  weakness,  particularly  if  accompaned  by  malaise  or  fever 

ug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil.  Niacn  (Nicotnic  Aod).  Erythromyan  See 
VRNfsJGS  Skeletal  Muscle. 

Anttpyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  admmstration  of 
NQstatn  Snce  pravastatn  does  not  appear  to  nduce  hepatic  drug-metaboiizng  enzymes,  it  is  not  ex - 
cted  that  any  significant  nteracton  of  pravastatn  with  other  drugs  (e  g.,  phenyton.  qumdne)  metabolized 
the  cytochrome  P450  system  will  occur. 

Cholestyramne/Colestjpol:  Concomitant  admmstration  resulted  n an  approximately  40  to  50%  decrease  n 
? mean  AUC  of  pravastatn.  However,  when  pravastatn  was  admmstered  1 hour  before  or  4 hours  after 
olestyramne  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  d meaty  significant  decrease  n 
avaiablity  or  therapeutic  effect  (See  DOSAGE  AND  ADMN6TTW10N:  Concomitant  Therapy.) 

Warfam  In  a study  nvoivng  10  healthy  male  subjects  grsan  pravastatn  and  warfam  concomitantly  for 
days,  boavailability  parameters  at  steady  state  for  pravastatn  (parent  compound)  were  not  altered 
avastatn  did  not  alter  the  plasma  proten-bnding  of  wartam.  Concomitant  dosng  did  ncrease  the  AUC  and 
nax  of  warfam  but  did  not  produce  any  changes  n its  anticoagulant  action  (i.e..  no  ncrease  was  seen  n 
ean  prothrombn  time  after  6 days  of  concomitant  therapy)  However,  bleeding  and  extreme  prolongation  of 
othrombn  time  has  been  reported  with  another  drug  n this  dass  Patients  receivng  warfann-type  ariti- 
'a^iants  should  have  ther  prothrombn  times  closely  monitored  when  pravastatn  is  initiated  or  the  dosage 
pravastatn  is  changed. 

CmeOdne  The  AUC0.12^r  for  pravastatn  when  grven  with  ametidne  was  not  sigrrficantly  different  from  the 
JC  for  pravastatn  when  given  atone.  A signrficant  difference  was  observed  between  the  AUC's  for  pravastatn 
nen  gwen  with  ametxJne  compared  to  when  admmstered  with  antacid. 

Ogoxr:  In  a crossover  tnal  nvofvng  18  healthy  mate  subjects  given  pravastatn  and  digoxn  concurrently  for 
days,  the  boavailability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatn  tended  to  increase. 
Jt  the  overall  boavailability  of  pravastatn  plus  its  metabolites  SQ  31.906  and  SQ  31,945  was  not  altered. 
Gemfibrozil:  In  a crossover  study  n 20  healthy  mate  volunteers  given  concomitant  sngle  doses  of  pravastatn 
xi  gemfibrozil,  there  was  a significant  decrease  n umary  excretion  and  proten  bndng  of  pravastatn.  In 
Edition,  there  was  a significant  increase  n AUC.  Cmax.  and  Tmax  for  the  pravastatn  metabolite  SQ  31 .906. 
ombnaten  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended. 

In  nteracton  studes  with  aspmn.  antacids  (1  hour  prior  to  PRAN/ACHOL).  ametidne.  rtcotnc  aod.  or 
obued.  no  statistically  significant  differences  n boavailability  were  seen  when  PRAVACHOL  (pravastatn 
xlum)  was  admmstered. 

Other  Drugs:  During  clmcal  trials,  no  noticeable  drug  nteractions  were  reported  when  PRAVACHOL  was 
dded  to:  diuretics,  antfiypertensiv^s.  digitalis,  converting-enzyme  nhibitors.  calcium  channel  blockers,  beta- 
•ockers,  or  rwtrogfycem 

ndocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  kwer  arculat- 
g cholesterol  levels  and,  as  such,  might  theoretically  bknt  adrenal  or  gonadal  steroid  hormone  production, 
esults  of  clmcal  tnais  with  pravastatn  n mates  and  post  menopausal  females  were  nconsistent  with  regard 
3 possible  effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  mates,  the  mean  testosterone 
^sponse  to  human  chonomc  gonadotropn  was  significantly  reduced  (p< 0.004)  after  16  weeks  of  treatment 
pith  40  mg  of  pravastatn.  However,  the  percentage  of  patients  showng  a >50%  rise  n plasma  testosterone 
fter  human  chorionic  gonadotropn  stimulation  did  not  change  significantly  after  therapy  n these  patients.  The 
ftects  of  HMG-CoA  reductase  nhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate 
umbers  of  patients.  The  effects,  if  any.  of  pravastatn  on  the  pituitary-gonadal  axis  n pre  menopausal  females 
ire  inknown.  Patents  treated  with  pravastatn  who  display  clmcal  evidence  of  endocrine  dysfunction  should 
le  evaluated  appropriately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent 
ised  to  fcwer  cholesterol  levels  is  admmstered  to  patients  also  receivng  other  drugs  (e.g..  ketoconazole. 
pronolactone,  ametidine)  that  may  dimnsh  the  levels  or  activity  of  steroid  hormones. 

^NS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
•««  nfiltration  of  perivascular  spaces,  were  seen  n dogs  treated  with  pravastatn  at  a dose  of  25  mg/kg/day.  a 
lose  that  produced  a plasma  drug  level  about  50  times  hic^ier  than  the  mean  drug  level  n humans  takng 
10  mg/ day,  Smilar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class. 

A chemically  similar  drug  h this  class  produced  optic  nene  degeneration  (Wallenan  degeneration  of  reti- 
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nogemciiate  fibers)  n clmcally  normal  dogs  n a dose-dependent  fashion  startng  at  60  mg/kg/day.  a dos 
that  produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  n humans  taking  tht 
highest  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced 
vestibulocochlear  VNtellerian  like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for 
14  weeks  at  180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the 
60  mg/kg  dose. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  n rats  fed  pravastatin  at  doses 
of  10,  30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males 
at  the  highest  dose  (p-  0 01)  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  thei  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given 
40  mg  pravastatn  as  measured  by  AUC. 

The  oral  administration  of  10.  30.  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to 
5 0 times  human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  n a statistically  significant 
ncrease  n the  nadence  of  malignant  lymphomas  n treated  females  when  all  treatment  groups  were  pooled 
and  compared  to  controls  (p-  0 05)  The  incidence  was  not  dose-related  and  mate  mice  were  not  affected 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25. 100,  and  400  mg/kg 
body  weight,  which  resulted  n mean  serum  drug  levels  approximately  3.  15.  and  33  times  higher  than  the 
mean  human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Uver  carcinomas 
were  significantly  ncreased  n high  dose  females  and  mid  and  high  dose  mates,  with  a maximum  ncidence  of 
90  percent  n mates.  The  ncidence  of  adenomas  of  the  liver  was  significantly  increased  n mid-  and  high -dose 
females.  Drug  treatment  also  significantly  increased  the  ncidence  of  lung  adenomas  n mid-  and  high-dose 
mates  and  females  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly 
higher  n high  dose  mice  than  n controls 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  n the 
lollcwng  studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  coh; 
a forward  mutation  assay  n L5178Y  TK  + / mouse  lymphoma  cells;  a chromosomal  aberration  test  in 
hamster  cells,  and  a gene  conversion  assay  usng  Saccharomyces  cerevisiae  In  addition,  there  was  no 
evidence  of  mutagenicity  n either  a domnant  lethal  test  in  mice  or  a micronucteus  test  in  mice 

In  a study  n rats,  with  daily  doses  up  to  500  mg/kg.  pravastatn  did  not  produce  any  adverse  effects  on 
fertility  or  general  reproductive  performance  Hcwever,  n a study  with  another  HMG-CoA  reductase  inhibitor, 
there  was  decreased  fertility  n mate  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
was  not  observed  n a subsequent  fertility  study  when  this  same  dose  was  admmstered  for  1 1 weeks  (the 
entie  cycle  of  spermatogenesis,  ncludng  epididymal  maturation).  In  rats  treated  with  this  same  reductase 
nhitxtor  at  180  mg/kg/day.  somniferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium) 
was  observed  Althoucfi  not  seen  with  pravastatn.  two  similar  drugs  in  this  class  caused  drug-related  testicu- 
lar atrophy,  decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  n dogs.  The 
clmcal  significance  of  these  findings  is  undear 
Pregnancy:  Pregnancy  Category  X:  See  CX>TTRAI^DIGATIONS 

Safety  n pregnant  women  has  not  been  established  Pravastatn  was  not  teratogenic  n rats  at  doses  up  to 
1000  mg/kg  darfy  or  n rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  n 20x  (rabbit)  a 
240x  (rat)  the  human  exposure  based  on  surface  area  (mg/ meter2)  However,  in  studies  with  another  HMG- 
CoA  reductase  nhitxtor.  skeletal  malformations  were  observed  n rats  and  mice  PRAVACHOL  (pravastatn 
sodium)  should  be  admmstered  to  women  of  child  bearing  potential  only  when  such  patients  are  highly 
inlikely  to  conceive  and  have  been  nformed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  white 
takng  PRAVACHOL  (pravastatn  sodium),  it  should  be  decontnued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatn  e excreted  n human  breast  milk  Because  of  the  potential 
for  senous  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAfvIXATIONS) 

Pediatnc  Use:  Safety  and  effectiveness  n ndMduals  less  than  18  years  old  ha/e  not  been  established.  Hence, 
treatment  n patents  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatn  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4 month  long 
placebo-controlled  trials.  1 7%  of  pravastatn  treated  patients  and  1.2%  of  placebo -treated  patients  were 
decontnued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  the  difference 
was  not  statistically  significant  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were 
asymptomatic  serum  transamnase  ncreases  and  mild,  non-specific  gastrontestnal  complaints  During  clini- 
cal trials  the  cverall  nadence  of  adverse  events  n the  elderly  was  not  different  from  the  incidence  observed  n 
yoiziger  patents 

Adverse  Clinical  Events:  All  adverse  dnical  events  (regardless  of  attribution)  reported  n more  than  2%  of 
pi  avostatn- treated  patients  n the  placebo-controlled  trials  are  identified  n the  table  below;  also  shewn  are  the 
percentages  of  patents  n whom  these  medical  events  were  beteved  to  be  related  or  possibly  related  to  the  drug 


All  Events  % Events  Attributed  to  Study  Drug  % 

Pravastatn 

Placebo 

Pravastatn 

Placebo 

Body  System/Event 

(N  = 900) 

(N  = 411) 

(N  = 900) 

(N  = 41 1) 

Cardiovascular 
Cardiac  Chest  Pan 
Dermatologic 

4.0 

3.4 

0.1 

0.0 

Rash 

Gastrontestnal 

4.0‘ 

1.3 

0.9 

Nausea/Vorriitng 

7.3 

2.9 

3.4 

Diarrhea 

6.2 

1.9 

Abdomnal  Pan 

5.4 

3.9 

Constpaton 

4.0 

cai?4 

5.1 

Flatulence 

3.3 

' 2.7 

3.4 

Heartburn 

General 

2.9 

0.7 

Fatigue 
Chest  Pan 

3.8 

3.7 

tar 

1.0 

0.2 

Influenza 

Musculoskeletal 

2.4* 

0.0 

0.0 

Localized  F&n 

10.0 

1.4 

1.5 

Myalgia 

Nervous  System 

2.7 

0.6 

0.0 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Renal/Gemtoumary 
Umary  Abnormality 
Respiatory 

2.4 

2.9 

0.7 

1.2 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhrutis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo 
The  foUcwng  effects  have  been  reported  with  drugs  n this  class: 

Skeletal:  myopathy,  rhabdomyofysis 

Neurdogcal  dysfenctcn  ot  certan  cranal  nerves  (ncludng  ateraton  of  taste,  mparment  of  extra-ocular  move- 
ment, facial  paresis)  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  penpheral  nerve  palsy. 

Hypersensrtivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has 
ncluded  one  or  more  of  the  followng  features:  anaphylaxis,  ang oedema,  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatca,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA. 
ESR  ncrease.  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syndrome 
Gastrontestnal:  pancreatitis,  hepatitis,  ndudng  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change 
n liver,  ana,  rarefy,  antosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomitng 
Reproductive:  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia. 

Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported.  Eosnophil  counts  usually  returned  to  normal 
despite  continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-CoA  reductase  nhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramne,  colestipol, 
neotme  acid,  probued  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probued  or 
gemfibrozil  to  therapy  with  kvastatn  or  pravastatn  is  not  associated  with  greater  reduction  n LDL-chdesterd 
than  that  achieved  with  Icvastath  or  pravastatn  alone.  No  adverse  reactons  unique  to  the  combnaton  or  n 
addition  to  those  previously  reported  for  each  drug  alone  ha\e  been  reported.  Myopathy  and  rhabdomyotysis 
(with  or  without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
n combination  with  imrrxnosLppressive  drugs,  gemfibrozil,  erythromyan.  or  lipid-lowemg  doses  of  nootimc 
acid.  Concomitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recom- 
mended. (See  WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  o^r doses  with  pravastatn. 

Should  an  accidental  erverdose  occur,  treat  symptomatically  and  nstitute  supportive  measures  as  required 
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• Improves  key  lipids  — significant  reduction  in  LDL-C1 

• Excellent  safety  profile 

• Easy  for  patients  — once-daily  dosing,  well  tolerated 

• Usual  dose:  20  mg  once  daily  at  bedtime,  with  or  without  food 


PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  lla  and  lib)  when  the  response  to  diet  alone  has  not  been  adequate 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy  and  lactation  are  contraindications  to  the 

use  of  pravastatin  sodium 

Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS  in  the  brief 
summary  of  prescribing  information  on  the  adjacent  page. 
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METHODIST  HOSPITAL  AND  CHILDRENS  HOSPITAL 


Working  Together 
To  Bring  You  and  Your  Patients 

The  Best 


Methodist  and  Childrens  have  acquired  the  most 
advanced  MR1  technology  available  and  have  placed 
it  in  an  attractive  MRI  Center  with  many  patient 
comforts.  The  new  Center  is  located  in  the  lower 
level  of  the  North  Tower  for  convenient  use  by  both 
hospitals. 

The  Center’s  new  imager  — a General  Electric  1.5 
Tesla  Phased  Array  System  — features: 

• Phased  Array  Coil  Technology  to  view  large  areas 
with  high  detail  in  a single  scan. 

• Dual  Sun  Technology  Computer  Systems  for 
nearly  instantaneous  reconstruction  of  images. 

• Magnetic  Resonance 
Angiography  to  view 
head  and  neck  arteries 
and  vessels  without  inva- 
sive catheters  or  dye 
injections. 


• Cine  Real-Time  Image  Viewing  to  evaluate  joint 
function. 

• Invivo  Research  MRI  Monitoring  System  to  mea- 
sure patient  vital  signs. 

• Two-way  voice  communication  and  soft  lights 
and  music  in  interior  of  scanner. 

Other  features  of  the  new  MRI  Center  include: 

• Separate  waiting  areas  for  inpatients  and  out- 
patients. 

• Large  reception  area  with  children’s  play  area  for 
families. 

• Holding  rooms  with  oxy- 
gen, suction  and  air 
gases. 

• A life  support  system  in 
the  MRI  suite  for  critical 
care  patients. 


The  Center  is  staffed  with  highly  qualified  personnel  with  several 
years  of  experience  in  diagnostic  imaging.  For  more  information  or  a tour 
of  the  new  MRI  Center  please  call  (402)  390-4646. 


METHODIST  CHILDRENS 

hospital  HOSPITAL 


I 


Reaching  new  heights  in 
medical  rehabilitation 


Medical  rehabilitation  is  a process  that  provides 
medical  care  and  teaches  people  how  to  make  the 
most  of  life — physically,  mentally  and  socially. 

♦ During  the  past  decade,  the  survival  rate 
of  head  injury  patients  has  increased  from 
50  percent  to  90  percent. 

♦ With  appropriate  rehabilitation,  25  percent  of 
head  injury  survivors  are  capable  of  resuming 
a relatively  active  lifestyle.  An  additional  50 
percent  can  have  functional  capabilities 
restored. 

♦ The  length  of  stay  in  a rehabilitation  facility 
depends  on  the  severity  of  impairment.  In 
1992.  brain  injury  patients  stayed  at  Madonna 
Rehabilitation  Hospital  an  average  of  34  days. 


Madonna  Rehabilitation  Hospital 

5401  South  Street  • Lincoln,  NE  68506  • 402-489-7102 
On-site  family  living  accommodations  available 


Sebraska's  comprehensive  medical  rehabilitation  facility  for  children  and  adults 


Stereotactic 

E N DOCURIETHERAPY 

at  Clarkson  hospital 


STEREOTACTIC  ENDOCURIETHERAPY 

Endocurietherapy  is  a precise  stereotactic 
surgical  technique  for  permanent  or  temporary 
implantation  of  a variety  of  radioactive  seeds  into 
the  brain  and  skull  base  It  has  been  used  by 
Mundinger  in  the  treatment  of  more  than  1,200 
patients  since  1950 

Many  inoperable  malignant  and  benign  brain 
tumors  are  relatively  resistant  to  treatment  using 
conventional  doses  of  fractionated  external-beam 
radiation  therapy.  This  is  because  the  radiation 
dose  that  can  be  delivered  is  limited  by  the 
surrounding  normal  tissues  Stereotactic 
radiosurgery  and  permanent  or  temporary 
implantation  using  Iodine-125  seeds  both  allow 
delivery  of  an  effective  and  much  higher  radiation 
dose  to  a well-defined,  limited  volume  within  the 
brain  and  skull  base  without  exceeding  the 
tolerance  of  adjacent  normal  tissues  Thus,  use  of 
these  forms  of  radiation  treatment  may  signifi- 
cantly increase  cure  while  limiting  the  risk  for 
damage  to  normal  brain  tissues  Seeds  may  be 
permanently  placed  into  inoperable  tumors  and 
removable  catheters  may  be  implanted  into  the 
surgical  bed  following  tumor  excision 


Call  The  Radiosurgery  Team  at  Clarkson 
Hospital  to  learn  more  about  this  innovative 
cancer  treatment  from  Nebraska's  first  hospital 


CLARKSON 

. HOSPITAL 


Nebraska’s 


Hospital 


Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 


• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 


Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 


Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
company  that’s  been  insuring 
doctors  in  Nebraska  for  more 
than  50  years. 


Or  call  Robert  Slaughter  in  The  St.  Paul’s  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 


After  all,  your  reputation  depends  on  it. 


^Stfeul 


St.  Paul  Fire  and  Marine  Insurance  Company 


MEDICAL  DIRECTOR  — Hastings  Regional  Center  to  provide  medical  administra- 
tion, supervision  of  all  medical  care  at  Hastings  Regional  Center.  Supervision  of  medical 
functions  such  as  laboratory,  pharmacy,  infection  control,  audiology,  out-patient  services, 
dental,  and  clinical  consultant,  and  provides  direct  medical  care  to  patients  as  needed. 

REQUIREMENTS:  Medical  Degree  from  an  approved  medical  school  and  have  passed 
the  National  Boards  of  Family  Practice;  must  be  licensed  to  practice  in  Nebraska;  Prefer 
experience  in  Psychiatric  services  and/or  government  institutional  services. 

Hastings  Regional  Center  is  a 225  bed  state  psychiatric  facility  providing  adult  and 
geriatric  psychiatric  services  and  adult  chemical  dependency  rehabilitation;  located  in 
south  central  Nebraska.  Please  contact: 

Vicki  Bruckman,  Human  Resource  Director 
Hastings  Regional  Center 
P.O.  Box  579  • Hastings,  NE  68902 
(402)  463-2471  ext.  431 
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by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St.,  Lincoln,  NE 
68516,  (402)  421-1600. 
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Discover  The  Elegance 
Of  A Hybrid 


-SE  IN  PREGNANCY:  When  used  in 
’regnancy  during  the  second  and  third 
rimesters,  ACE  inhibitors  can  cause  injury 
nd  even  death  to  the  developing  fetus. 

Vhen  preenancy  is  detected.  Vaseretic’ 
Enalaord  Maleate-Hydrochlorothiazide) 
houla  be  discontinue!  as  soon  as  possible 
w VM  ARNINGS,  Fetal/Neonatal  Morbidity 
nd  Mortality. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent- 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


VASERETIC 

w EnalaprilMaleate-Hydroi 


Enalapril  Maleate-Hydrochlorothiazide 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 

Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 

For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDR0CHL0R0TH1AZIDEI 


10 

mg 


25 

mg 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  preenancv  is  detected,  VASERETIC 
(Enalapril  Maleate-Hvdrochlorotniazide)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality. 


TIONS,  Drug  Interaction s,  Enalapril  Maleatc  and  Hydrochlorothiazide). 

i;ti 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related!  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
nent, this  product  is  contraindicated  in  patients  with  anuria  or  hvpersensitiv- 
itv  to  other  sulfonamide-derived  drugs. 

WARNINGS:  General;  Enalapril  Maleatc;  Hypotension:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence’of  enalapnl  use  in  severely  salt/volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC.  In  patients  receiving  enalapnl  alone,  the  incidence  of  syncope 
is  0.5  percent.  The  overall  incidence  of  syncope  mav  be  reduced  bv  proper 
titration  of  the  individual  components.  (See  PRECAUTIONS,  Drug 
Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  observed  and  may  be 
associated  with  oliguria  and /or’ progressive  azotemia,  and  rarely  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  blood  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  supervi- 
sion. Such  patients  snould  be  followed  closely  for  the  first  two  weeks  of  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased. 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapril.  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropnate  therapy  and  monitoring  should  be 
provided  until  complete  and  sustained  resolution  of  siens  and  symptoms  has 
occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
geal edema  may  be  fatal.  Where  there  is  involvement  of  the  tongue,  glottis  or 
larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS.) 

Patients  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
may  be  at  increased  risk  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS). 

Neutropenia/Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopril,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  especially  if  they  also  have  a collagen  vascu- 
lar disease.  Available  data  from  clinical  trials  of  enalapril  are  insufficient  to 
show  that  enalapnl  does  not  cause  agranulocytosis  at  similar  rates. 
Marketing  expenence  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  wnich  a causal  relationship  to  enalapril  cannot  be  excluded 
Periodic  monitoring  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reaction’s  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma! 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 


altemative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  intraamniotic  envi- 
ronment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy.  Patients  and’physicians 
should  be  aware, however,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  whicn  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  may 
be  removed  by  exchange  transfusion,  although  there  is  no  experience  witn 
the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/ kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  numan  dose. 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/day  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5. 6 mg/kg/dav  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  fertility  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placental bamer  and  appear  in  cord  blood. 

Nonteratogenic  Effects  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia1, and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

PRECAUTIONS:  General;  Enalapril  Maieate;  Impaired  Renal  Function:  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in 
renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with 


treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather; 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  salt 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual 
salt  aepietion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  Be  precipitated  in  certain 
patients  receiving  thiazide  therapv. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypoglycemic 
agents  may  be  required.  Hyperglycemia  may  occur  with  thiaziae  diuretics 
Thus  latent  diabetes  melbtus  may  become  manifest  dunng  thiazide  therapy. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsym- 
pathectomy  patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding  or 


angiotensin  converting  enzyme  inhibitors,  including  enalapril,  may  be  associ- 
' ’ jressive  azotemia  and  rarelv  with  acute  renal 


ated  with  oliguria  and/or  progressive  azotemia 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  enalapril  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapnl  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existing  renal  impairment.  Dosage  reduction  of  enalapril 
and/or  discontinuation  ot  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 


Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 


Pregnancy;  Enalapril-Hydrochlorothiazide:  There  was  no  teratogenicity  in  rats 
given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum'  human 
dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide  (2  '/’  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/dav  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  10 
mg/kg/day  of  hydrochlorothiazide  (2  '/:  times  the  maximum  human  dose). 
At  these  doses,  fetotoxicity  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species’  No  fetotoxicity  occurred  at  lower  doses,  30/10 
mg/kg/dav  of  enalapril-hydrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enalapril-hydrochlorothiazide  in  mice 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  detected,  VASERETIC  should  be  discontinued  as  soon  as  possi- 
ble (See  Enalapril  Maleatc,  Fetal/Neonatal  Morbidity  and  Mortality,  below'.) 
Enalapril  Maieate;  Fetal/Neonatal  Morbidity  and  Mortality . ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant women.  Several  dozen  cases  have  been  reported  in  the  world  literature. 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of  preg- 


nancy has  been  associated  with  fetal  and  neonatal  injury,  including  hypoten- 
hvpoplasia,  anuria,  reversible  or  irreversible  renal  failure, 


sion,  neonatal  skull  , 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased  fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematurity,  intrauterine  growth  retardation, 
and  patent  ductus  arteriosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  exposure 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester.  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed  Nonetheless,  when  patients  become 
pregnant  physicians  should  make  every  effort  to  discontinue  the  use  of 
VASERETIC  as  soon  as  possible. 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no 


patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEa/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  witn  enalapril  alone.  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive  patients. 
Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  treat- 
ed with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  usea  cautiously,  if  at 
all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductiv  e,  persistent  and  resolves  after 
discontinuation  of  therapy  ACE  innibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differential  diagnosis  of  cough. 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  mav  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion. 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia.  Serum  and  urine  electrolyte  determinations  are  particularly 
important  w-hen  the  patient  is  vomiting’ excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  electrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe 


cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with  adequate 
oral  electrolyte  intake  will  also  contrim  ’ 


jute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  mav  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e.g.,  increased  ventricular  irritabili- 
ty). Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
therapy  with  enalapril  attenuates  the  diuretic-induced  potassium  loss  (see 
Drug  Interactions,  Agents  Increasing  Serum  Potassium). 

Although  any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in  the 


discontinuing  diuretic  therapy. 

Thiazides  nave  been  shown  to  increase  the  urinary  excretion  of  magne- 


sium; this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  mav  cause 
intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of  known 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  of 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  car- 
rying out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with  thi- 
azide diuretic  therapy. 

Information  for  Patients;  Angioedema:  Angioedema,  including  laryngeal  edema 
may  occur  especially  following  the  first  dose  of  enalapril.  Patients  should  be 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consulted 
with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  espe 
dally  during  the  first  few  days  of  therapy  If  actual  syncope  occurs,  the 
patients  should  be  told  to  discontinue  the  drug  until  they  nave  consulted 
with  the  prescribing  physidan. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydra- 
tion may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduction  ir 
fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhe; 
may  also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  cor 
suit  with  the  physidan. 

Hyperkalemia : Patients  should  be  told  not  to  use  salt  substitutes  containing 
potassium  without  consulting  their  physidan. 

Neutropenia:  Patients  should  be  tola  to  report  promptly  any  indication  o 
infection  (e.g.,  sore  throat,  fever)  which  may  oe  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about  th 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  an. 
they  snould  also  be  told  that  these  consequences  do  not  appear  to  haw 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  been  limited  tt 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnancies  ti 
theirphysicians  as  soon  as  possible. 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treats 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  th 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possiblt 
adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maieate;  Hypotension— Patients  on  Diuretic  Therap* 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  w.v 
recently  instituted,  may  occasionally  experience  an  excessive  reduction  o 
blood  pressure  after  initiation  of  therapy  with  enalapril  The  possibility  o' 
hypotensive  effects  with  enalapril  can  be’ minimized  by  either  discontinuim 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  witr 
enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  superv 
sion  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  leas 
an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  e 
augmented  by  anti  hypertensive  agents  thaf  cause  renin  release  (e.g.,  diuret 
ics). 

Other  Cardiovascular  Agents:  Enalapnl  has  been  used  concomitanth  witf 
beta  adrenergic-blocking  agents,  methvldopa,  nitrates,  calcium-blockinj 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significan 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  Enalapril  attenuates  diuretic-induce. 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolactone,  tn 
amterene,  or  amiloride),  potassium  supplements,  or  potassium-containmi 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassium 
Therefore,  if  concomitant  use  of  tnese  agents  is  indicated  because  of  demon 
strated  hypokalemia  they  should  be  used  with  caution  and  with  frequen 
monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithiun 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  includinj 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patient 
receiving  concomitant  enalapril  and  lithium  and  were  reversible  upon  dis 
continuation  of  both  drugs.  It  is  recommended  that  serum  lithium  levels  b 
monitored  frequently  if  enalapnl  is  administered  concomitantly  with  lithium 
Hydrochlorotlnazidc.  'When  administered  concurrently  the  following  drug 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hvpotensioi 
may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin)— dosage  adjustment  of  th* 
antidiabetic  drug  may  be  required. 

Other  antiliyfiertnisnr  drugs— additive  effect  or  potentiation 

Cholestyramine  and  colestipol  resins— Absorption  of  hydrochlorothiazide  i 
impaired  in  the  presence  of  anionic  exchange  resias.  Single  doses  of  eitht 
cholestyramine  or  colestipol  resins  bind  the  hydrochlorothiazide  and  reduc 
its  absorption  from  the  gastrointestinal  tract  by  up  to  85  and  43  percent 
respectively. 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particular! 
hypokalemia. 

Pressor  amines  (e.g..  norepinephrine)— possible  decreased  response  to  pte 
sor  amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  relaxants,  nondepolarizing  (eg.,  Iubocurartne)—possib\ 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics.  Diuretic  agent 
reduce  the  renal  clearance  of  lithium  and  add  a high  nsk  of  lithium  toxiciti 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  sue 
preparations  with  VASERETIC. 


' Registered  trademark  of  Hospal  Ltd. 


Non  steroidal  Anti  inflammation/  Drugs  In  some  patients,  the  administratin' 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natmiretn 
and  antihvpertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuretic 
Therefore,  when  VASERETIC  and  non-steroidal  anti-inflammatory  agents  ar 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  th 
desired  effect  of  the  diuretic  is  obtained 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  Enalapnl  in  combinatkx 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  microbial  mut. 
gen  test  with  or  without  metabolic  activation.  Enalapnl-hydrochlorothiand 
did  not  produce  DNA  single  stTand  breaks  in  an  in  vitro  alkaline  elutie 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  viw  mows 
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bone  marrow  assav 

Eniihiffnl  Mihvtr  fherv  was  no  e\  uienee  of  a tumongenic  effect  when  enalapnl  was  administered  tor 
106  weeks  to  rats  at  doses  up  to  90  mg  dav  (150  times'  the  maximum  daily  human  dose)  Enalapnl 
has  also  been  administered  lor  94  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg/dav, 
respecti\  elv.  (150  and  3tX)  times'  the  maximum  daily  dose  for  humans)  and  showed  no  evidence  of  car- 
cinogenicitx 

Neither  enalapnl  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  or  without  metabolic  actuation  Enalapnl  was  also  negative  in  the  following  genotoxicity  studies 
rec-assay . rv\erse  mutation  assay  with  E coti  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  micron udeus  test  with  mice  as  well  as  in  an  in  vnv  cvtogeruc  studs  using  mouse  bone  marrow 
There  were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
to  90  mg  kg  day  of  enalapnl 

Hi^nxhtonmiMz'ide  Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
National  Toxicology  Program  (N I Pi  uncovered  no  evidence  of  a carcinogenic  potential  of 
hvdrochlorothia/ide  in  female  mice  (at  doses  of  up  to  approximately  600  mg  kg  day ) or  in  male  and 
female  rats  (at  doses  of  up  to  approximately  100  mg  kg  day ) The  NTP.  however,  found  equivocal  evi- 
dence for  hepatocarcinogenicitv  in  male  mice 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assay  of  Salmonella 
twiluinurium  strains  TA  98,  TA  100, 1 A 1535.  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  Ov  ary 
(CHO)  test  for  chromosomal  aberrations,  or  in  vnv  in  assays,  using  mouse  germinal  cell  chromosomes 
Chinese  hamster  bone  marrow  chromosomes,  and  the  Dn*Ofdiih  sex-linked  recessive  lethal  trait  gene 
Positive  test  results  were  obtained  only  in  the  in  vitro  CHO  bister  Chromatid  Exchange  Iclastogenicitvl 
and  in  the  Mouse  Ly  mphoma  Cell  (mutagenicity  > assay  s using  concentrations  of  hy  drochlorothiazide 
from  43  to  1300  yg/mL.  and  in  the  Aywjpffi*  nidulans  non-disjunction  assay  at  an  unspecified  concen- 
tration 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility  of  mice  and  rats  of  either  sex  in  studies 
wherein  these  species  were  exposed,  v la  their  diet,  to  doses  of  up  to  100  and  4 mg  kg,  respectively 
pnor  to  conception  and  throughout  gestation 

Pn-gmincy;  Pnynancu  Categines  C (first  tnmesteri  and  D (second  and  third  tnmestersi  See  WARNINGS, 
Pregnancy.  EiuuprilMaloite,  FetahXvnatal  Morbidity  ml  Mortality 

\ursmg  Mothers  Enalapnl  and  enalapnlat  are  detected  in  human  milk  in  trace  amounts  Thiazides  do 
appear  in  human  milk  Wause  of  the  potential  for  senous  reactions  in  nursing  infants  from  either  drug, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETlC,  taking  into 
account  the  importance  of  the  drug  to  the  mother 
Mhitnc  lix'  Safety  and  effectiveness  in  children  have  not  been  established 

AD\  ERSE  RI  ACTIONS  - evaluated  for  safety  in  more  than  1500  patients, 

including  over  300  patients  treated  for  one  vear  or  more  In  clinical  tnals  with  VASERETlC  no  adv  erse 
experiences  peculiar  to  this  combination  drug  have  been  observed  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapnl  or 
hydrochlorothiazide 

The  most  frequent  clinical  adverse  experiences  in  controlled  tnal>  were  dizziness  (8  6 percent), 
headache  (5.5  percent),  fatigue  (39  percent)  and  cough  (35  percent)  Adverse  experiences  occurring  in 
greater  than  two  percent  of  patients  treated  with  VASERETlC  in  controlled  clinical  tnals  were  muscle 
cramps  (2.7  percent),  nausea  (2  5 percent),  asthenia  (24  percent),  orthostatic  effects  (2.3  percent)  impo- 
tence (2.2 percent l.  and  diarrhea  ill  percent) 

Clinical  adv  erse  expenences  occurring  in  0.5  to  20  percent  of  patients  in  controlled  tnals  included  Body 
As  A Whole  Svncope.  chest  pain  abdominal  pam.  Cirdiovascuuir  Orthostatic  hy  potension,  palpitation, 
tachy  cardia;  Digestin'  Vomiting,  dy  spepsia,  constipation,  flatulence,  dry  moutn;  \cnvus/Psychiatric 
Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo.  Skin  Pruntus,  rash  Otlur  Dy  spnea,  gout,  back 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus  unnarv  tract  infection 
Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASERETlC  (0.6  percent). 
Angioedema  associated  with  laryngeal  edema  mav  be  fatal.  If  angioedema  of  the  face,  extremities,  lips 
tongue,  glottis  and  or  lary  nx  occurs,  treatment  with  VASERETlC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately  (See  W ARNINCS  ) 

Hypotension:  In  clinical  trials,  adv  erse  effects  relating  to  hypotension  occurred  as  follows:  hy  potension 
(09  percent),  orthostatic  hypotension  ( 1 5 percent),  other  orthostatic  effects  (23  percenti  In  addition  syn- 
cope occurred  in  13  percent  of  patients  (bee  W ARNINGS  1 
C<M  See  PRECAUTIONS.  Conch 

Clinical  laboratory  Test  Finding*.  Serum  Electrolytes  See  PRECAUTIONS 
Creatinine  Blood  Unit  \itrogen  In  controlled  clinical  tnals  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  therapy  were  observed  in  about  0.6  percent  of 
patients  with  essential  hypertension  treated  with  VASERETlC  More  marked  increases  nave  been 
reported  in  other  enalapnl  expenence  Increases  are  more  likely  to  occur  in  patients  with  renal  artery 
stenosis  'See  PRECAUTIONS ) 

Strwn  Uric  Acid.  Glucose.  Magnesium,  and  Calcium  See  PRECAUTIONS. 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
approximately  0.3  g percent  and  1.0  vol  percent,  respectively  i occur  frequently  in  hypertensive  patients 
treated  with  V ASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists 
In  clinical  tnals.  less  than  0 1 percent  of  patients  discontinued  therapy  due  to  anemia 
Lnrr  Function  Tests:  Rarely  elevations  of  liv  er  enzymes  and  or  serum  bilirubin  hav  e occurred 
Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below  and. 
within  each  category  are  in  order  of  decreasing  sev  eritv 
Enalapnl  Maleate^- Enalapnl  has  been  evaluated  for  safety  in  more  than  10,000  patients  In  clinical  tnals 
adverse  reactions  which  occurred  with  enalapnl  were  also  seen  with  VASERETlC.  However,  since 
enalapnl  has  been  marketed,  the  following  aov erse  reactions  have  been  reported  Body  As  A Whole 
Anapny lactoid  reactions  (see  PRECAUTIONS,  Hemodialysis  Patients):  Cardiovascular  Cardiac  arrest: 
myocardial  infarction  or  cerebrov  ascular  accident,  possibly  secondary  to  excessive  hypotension  in  high  nsk 
patients  (see  WARNINGS.  Hyivtensicn ),  pulmonary  embolism  and  infarction:  pulmonary  edema,  rnvthm 
disturbances  including  atnal  tachycardia  and  bradvcardia:  atnal  hbnllation;  hypotension:  angina  pectons 
Digestive:  Ileus,  pancreatitis,  hepatic  failure,  hepatitis  (hepatocellular  [prov  en  on  rechallenge j or  cholestatic 
jaundice),  melena.  anorexia,  glossitis,  stomatitis,  drv  mouth;  Hematologic  Rare  cases  of  neutropenia,  throm- 
ooevtoperua  and  bone  marrow  depression  Hemolytic  anemia,  including  cases  of  hemolysis  in  patients 
with  G-6-PD  deficiency . has  been  reported  a causal  relationship  to  enalapnl  has  not  been  established 
\ envies  System/Psycimtnc:  Depression,  confusion,  ataxia,  penpheral  neuropathy  (eg  paresthesia,  dyses- 
thesia); Urogenital:  Renal  failure,  oliguna,  renal  dysfunction  isee  PRECAUTIONS!  flank  pain,  gynecomas- 
tia, Respiratory  Pulmonary  infiltrates  bronchospasm.  pneumonia,  bronchitis,  rlunorrhea,  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infection  Skin  Exfoliative  dermatitis,  toxic  epidermal  necroly  sis, 
Stevens-lohnson  syndrome.  herpes  zoster  erythema  multiforme,  urticana,  pemphigus,  alopecia,  flushing, 
photosensitivity ; Snnal  Senses  Bluned  vision,  taste  alteration,  anosmia,  coniunctiv  itis,  dry  eves,  teanng. 

Miscellaneous  A symptom  complex  has  been  reported  which  mav  include  a positive  A\A,  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia  arthritis,  myalgia  myositis,  fever,  serositis,  vasculitis, 
leukocytosis,  eosinophilia.  photosensitivity , rash  and  other  dermatologic  manifestations. 

Fetal fXconatal  Morbidity  and  Mortality  See  WARNINGS,  Pregnancy.  Enalapnl  Maleate.  Fetal/Xeonatal 
Morbidity  and  Mortality 

Hydrochlorothiazide— Body  as  a Whole.  Weakness;  Digestin’  Pancreatitis,  (aundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  cramping,  gastnc  irritation,  anorexia:  Hematologic  Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolytic  anemia,  thrombocytopenia.  Hypersensitivity  Purpura,  photosensitivity,  urticana, 
necrotizing  angiitis  (vasculitis  and  cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions;  Musculoskeletal:  Muscle  spasm,  \envus  Si/stem/Psychiatric: 
Restlessness;  Rival.  Renal  failure,  renal  dysfunction,  interstitial  nephritis  isee  WARNINGS);  Skn:  Erythema 
multiforme  including  Stev  ens-johnson  syndrome,  exfoliative  dermatitis  including  toxic  epidermal  necroly- 
sis. alopecia;  Special  Senses:  Transient  blurred  vision,  xanthopsia. 


* Based  on  patient  weight  of  50  kg 

For  more  detailed  information,  consult  your  DuPont  Plianiu  Representative  or  see  Prescribing  Information. 
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NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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ASSOCIATE/ASSISTANT  DIRECTOR 

v* BmadhwnsMedcaJCenter 


A thriving  Family  Practice  Residency  Program  in 
Des  Moines,  Iowa,  seeks  an  experienced  family  phy- 
sician to  assume  responsibilities  as  our  Associate  or 
Assistant  Director. 

Our  program,  located  in  newly  renovated  facilities 
in  a county  hospital,  offers  the  opportunity  to  further 
develop  clinical  skills  in  your  particular  area  of  inter- 
est while  also  assisting  new  residents  to  develop  their 
own  clinical  and  practice  abilities. 

Our  positions  offer  a controllable  lifestyle  with  a 
restricted  schedule  of  back-up  faculty  call  responsi- 
bilities and  an  emphasis  on  medical  practice  without 
the  usual  worries  of  running  your  own  practice  or 
financial  concerns  of  the  small  group.  In  addition  to 
working  with  a productive  and  congenial  faculty  group, 
we  offer  competitive  compensation  and  benefits  and 
the  possibility  of  a University  faculty  appointment. 

If  interested,  contact  Larry  Beaty,  M.D.,  Director, 
Family  Practice  Residency  Program,  Broadlawns 
Medical  Center,  1801  Hickman  Road,  Des  Moines, 
Iowa  50314.  Telephone:  (515)  282-2565. 


AMA  NEWS  NOTES 

AMA  DOES  NOT  ENDORSE 
NOR  OPPOSE  CLINTON  PLAN 

The  AMA  neither  endorsed  nor  opposed 
Clinton's  entire  health  system  reform  plan. 

The  Association  issued  this  response  after  the 
president's  nationally  televised  speech  Sept.  22 
before  a joint  session  of  Congress,  when  Clinton 
shared  his  blueprint  for  reforming  the  country's 
health  care  system. 

"We  disagree  with  certain  of  the  president's 
strategies  to  achieve  commonly  shared  goals, 
and  we  will  never  enaorse  nor  oppose  the 
president's  preliminary  plan  in  its  entirety,"  said 
AMA  Board  Chair  Lonnie  Bristow,  MD. 

Although  it  welcomed  Clinton's  affirmation 
of  many  AMA  reform  principles,  the  Associa- 
tion warned  the  plan's  reliance  on  price  controls 
and  overregulation,  and  its  new  layers  of  gov- 
ernmental bureaucracy  will  limit  patient  and 
physician  choices,  lessen  the  quality  of  medical 
services  and  undermine  the  mutual  trust  be- 
tween patient  and  physician. 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 

N provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 


For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 
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chronic  wounds. 


Physicians  know  and  agonize  about  the  complication  of  successfully  treating 
and  healing  chronic  open  skin  wounds.  To  address  this  recurring  problem.  Bergan 
Mercy  Medical  Center  opened  Omaha's  first  dedicated  Wound  Care  Center  last  year. 
This  facility  is  one  of  aO  centers  across  the  country  providing  a specialized  and 
comprehensive  approach  to  the  treatment  of  chronic  nonhealing  wounds.  We  offer 
a specially  trained  staff,  advanced  growth-factor  technology  and  the  latest 
therapeutic  procedures  to  assist  you  and  your  patient. 

We  invite  you  to  tour  the  facility  and  to  meet  our  staff  of  professionals.  To  make 
an  appointment,  or  if  you  have  any  questions  about  the  Bergan  Mercy  Wound  Care 
Center,  call  our  program  director.  Loree  Henkel.  RN,  at  (402)  398-5500. 


R 

Bergan  Mercy 

MEDICAL  CENTER 

Wound  Care  Center® 

2011  South  75th  Street 
Omaha,  NE  68124 
(402)  398-5500 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 

• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Cash  Advances.  At  Worldwide  Locations 

• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 
-Legal  Referral  Assistance 

-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  I accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / 1 

City 

State 

iig 

Rent/House  Payment  S 

Previous  Address 

City 

State  Zip 

Emplover/Group 

Address 

Social  Sec  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

HomePtionel  ) 

Other  Income 

Income  from  aimony  child  support  a separate  mamenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  consdered  as  a Pass  for  repaying  the  odfcgatcr  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relations*!*) 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

ZIP 

Rent/ House  Payment  S 

Employer/Group 

Address 

Social  Sec.  # 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone!  ) 

Other  Income 

income  from  aJmony  child  support,  or  seoarate  mafitenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a Pass  for  repaying  the  obkgatcr  $ 

TRANSFER  CURRENT  ACCOUN 

T 

I authorize  FirsTter  to  transfer  my  current  bank  credit  card  balance 

Accoifit  Number 

Balances 

Payment 

Address 

Account  Nimber 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  l am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  n this  application  is  true  and  complete  FvsTier  Bank  s authorized  to  rtvestigate  the  formation  obtain  my  credt  reports  answer  rxj^nes  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signati/e  indicates  agreement  to  terms  and  conations  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co- Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee,  Overlimlt  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 
maximum  2 Overiimit  fee  • $1000  and  3.  Returned  check 
fee -$1500 

Annual  Percentage  Rate  for  Purchases 

Today’s  rate  would  be  15.9%  APR 

Vanable  Rate  Information 

The  vanable  rate  will  be  determined  by  the  “Prime  Ftete" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March.  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  8.4%  with  a minimum  rate  of  15.9%  APR 

Grace  Penod  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costa  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  ft 
was  printed  This  Information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 -800-432-3209  Or,  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O  Box  7.  Omaha.  NE  68101  -0007  FirsTier*  Bank.  NA.  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


ou  talk  to  when 
\g  patients  show 
toms  of  Attention- 


Attention-Deficit 
Hyperactivity  Disorder 

• Easily  Distracted 

• Impulsive 

• Poor  Listening  Skills 

• Short  Attention  Span 

• Discipline  Problems 

• Poor  School  Performance 

• Inability  to  Sit  Still 

A child  with  Attention-Deficit 
Hyperactivity  Disorder  (ADHD)  often 
wants  to  be  good,  but  impulsive 
behavior  and  short  attention  spans 
interfere  with  efforts.  Often  others  may 
not  recognize  the  symptoms,  and 
without  diagnosis  and  treatment,  the 
child’s  self-esteem  may  suffer. 


If  you  have  a patient  you  think 
may  be  suffering  from  ADHD,  call  the 
Methodist  Richard  Young 
Consultation  Line.  A free  service  for 
professionals,  the  consultation  line 
can  provide  you  with  information  and 
assist  with  assessments  and 
admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 


METHODIST  & 

RICHARD  YOUNG 


Mental  Health  Care 


It  pays  to  trust  your  financial  growth  to  a specialist. 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 


Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


Cambridge  Advisors  Inc, 

THE  MARK  • Suite  102  • 9290  West  Dodge  Road 
Omaha.  Nebraska  68114  • 402-397-5600 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 

COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson 

FOURTH  DISTRICT : Councilor  Gordon  D.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor  Richard  M.  Pitsch, 
M.D.,  Seward.  Counties:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor  Richard  D.  Fitch, 
M.D.,  O'Neill.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Palia,  Rock,  Sheridan. 

NINTH  DISR1CT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Furnas,  Gosper,  1 iarlan,  I layes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster. 

ELEVENT1 1 DISTRICT:  Councilor:  Ronald L.  Asher, 
M.D.,  North  Platte.  Counties:  Arthcr,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotls  Bluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  Elvin  G.  Brown,  Hastings  

Antelope-Pierce Roger  P.  Massie,  Plainview 

Box  Butte Eddie  Pierce,  Alliance 

Buffalo Kay  A.  Keifer,  Kearney  

Butler Gerald  W.  Luckey,  David  City 

Cass R R Andersen,  Nehawka 

Cheyenne-KimbalTDeuel ...  Calvin  Cutright,  Sidney  

Cuming E.  L.  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson 

Dodge Mark  C.  Johannsen,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  Blake  Butler,  Beatrice 

Hall Richard  E.  Goble,  Grand  Island .... 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth  

Jefferson Kaye  B.  Carstens,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox  D.  M.  Laflan,  Creighton  

Lancaster W.  T.  Griffin,  Lincoln 

Lincoln  Gary  L.  Conell,  North  Platte 

Madison Steffan  R Lacey,  Norfolk  

Metropolitan  Omaha Patrick  E.  Brookhouser,  Omaha  ... 

Northeast Richard  Votta,  Norfolk 

Northwest  Margaret  K.  Stockwell,  Gordon  

Otoe Dean  R Thomson,  Nebraska  City 

Platte-Loup-Valley  Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete  

Sarpy Jan  Golnick,  Papillion 

Saunders John  Hansen,  Wahoo 

Scotts  Bluff Vincent  G.  Bjorling,  Scottsbluff  .... 

Seward  Paul  E.  Plessman,  Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Richard  E.  Jackson,  Pawnee  City  .. 

Southwest  Nebr Richard  F.  Klug,  McCook 

Washington-Burt Ronald  P.  Morse,  Tekamah  

York Darroll  Loschen,  York  


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 
Scott  Elston,  Alliance 
Jeffrey  P.  Lee,  V.  Pres.,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  Dorwart,  Sidney 
Scott  D.  Green,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R H.  Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlu  York 
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Imagine  Office  Management 

At  Your  Fingertips. 


Increased  control  and  more 
effective  management  of  your 
physician  practice  can  be  yours 
using  only  your  office  computer  and 
the  Doctor’s  Office  Manager  II  Plus 
software.  The  Manager,  offered  by 
Synapse,  an  on-line  health  service 
of  the  University  of  Nebraska  Medical 
Center,  tackles  routine  tasks  such 
as  patient  registration,  insurance 
and  patient  billing  and  scheduling 
in  an  easy-to-use  package.  An  elec- 
tronic claims  module  also  can  be 
integrated  into  the  basic  software 
to  simplify  insurance  filing. 


Ideal  for  the  practice  with  one  to 
four  physicians,  the  Manager 
streamlines  office  efficiency  by 
putting  routine,  time-consuming 
tasks  at  your  fingertips. 

For  additional  information  on  the 
Doctor’s  Office  Manager  II  Plus,  call 
1 (800)  642-1095  and  ask  for  the 
Synapse  coordinators.  Let  us  show 
you  how  Synapse  and  the  Doctor’s 
Office  Manager  can  provide  valu- 
able support  for  your  practice. 

Enter  into  a partnership  — a partnership 
in  patient  management. 


Health  Resources  On-Line 


A service  of  your  University  of  Nebraska  Medical  Center 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10.  £"'2=33 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 


AMA  NOTES 

GOP  GROUP  UNVEILS 
OWN  REFORM  PLAN 

A week  before  President  Clinton  unveiled  his 
system  reform  plan  to  Congress,  a group  of 
Republican  senators  announced  their  own  plan 
for  health  system  reform. 

Senator  John  H.  Chafee  (R,  R.l.)  and  the 
Senate  Republican  Health  Care  Task  Force  in- 
troduced a health  care  reform  bill  Sept.  15 
geared  toward  providing  universal  access  to 
health  care. 

In  a statement  to  the  press,  AMA  EVP  James 
S.  Todd,  MD,  said  the  Association  is  pleased  to 
see  that  health  system  reform  is  a bipartisan 
effort. 

"There  are  many  positive  aspects  to  this  bill, 
especially  the  medical  liability  laws  to  reduce 
unwarranted  lawsuits  and  irrational  damage 
awards,"  Dr.  Todd  said. 

The  AMA,  he  added,  will  work  with  the 
administration  and  Congress  to  develop  a bipar- 
tisan and  effective  plan  to  support  what  is  in  all 
patients'  best  interest. 

"We  must  not  allow  patient  health  to  suffer  by 
compromising  the  quality  of  medical  care  be- 
cause of  concerns  over  economics,"  Dr.  Todd 
said. 

★ ★ * 

NATIONAL  MEDIA  COVERING 
AMA  REFORM  ISSUES 

AMA's  health  system  reform  issues  continue 
to  be  extensively  communicated  throughout 
the  national  media,  including  the  top  1 50  news- 
papers around  the  country  and  major  television 
and  radio  news  programs,  the  AMA  reported. 

Media  continue  to  call  the  Association  to  get 
medicine's  input  on  Clinton's  proposal,  and 
AMA  communications  activities  are  assuring 
medicine's  positions  are  shared  with  the  public 
and  Washington.  AMA  leadership  has  partici- 
pated in  such  televisions  news  programs  as  the 
NBC  "Today  Show",  CNN  and  ABC's  "This  Week 
with  David  Brinkley."  Interviews  also  have  been 
done  with  such  major  newspapers  as  The  New 
York  Times,  Washington  Post  and  Wall  Street 
Journal. 


64  North  Summit  Street 
Tenafly,  New  Jersey  07670 
(201)569-8502 
1 -800-237-9083 


A comprehensive  AMA  media  relations  strat- 
egy is  in  place  to  ensure  national  and  local 
media  have  direct  access  to  AMA  and  Federa- 
tion leaders  to  respond  to  the  Clinton  plan. 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


0 fa?  p um  f.-Piirxoirmyji 


J touts'  rAif.cia;  u 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


The  times  and  places 
for  open  discussions  of 
physicians ' concerns 

October  22-24 
in  San  Francisco 

November  4-6 
in  Dallas 

November  19-21 
in  Philadelphia 


The  AMA  Brings  Washington  to  You . 

Shape  Your  Future 

at  the  Physicians'  Forum  on  Health 
System  Reform . 


Now  is  the  time  for 
direct  dialogue  with 
members  of  the  Administration 
and  Congress.  And  now,  the 
American  Medical  Association 
(AMA)  brings  you  the 
Physicians’  Forum:  Agenda  for 
Action , an  unprecedented 
opportunity  for  every  physician 
to  interact  with  policy  makers 
and  help  shape  the  way  health 
care  will  be  delivered. 

Speak  face  to  face  with 
Congressional  leaders, 
Presidential  advisors  and  top 
Administration  officials  on  the 
political  pressures  that  will 
ultimately  form  health  care 
policy.  Help  ensure  that 
patients’  needs  remain  the 
focus  of  reform.  Hear 
governors  and  heads  of  state 
health  departments  describe 
how  their  states  are  preparing 
for  a new  national  policy. 


The  Physicians'  Forum 

series  of  conferences  invites  all 
physicians,  not  just  AMA 
members,  to  join  the  dialogue 
on  issues  vital  to  their  practices. 
Physicians,  board  members  and 
officers  of  the  AMA  will  come 
together  to  reach  common 
ground. 

Voice  your  concerns  about 
the  coming  changes.  Do  not 
wait  passively  for  those  changes 
to  be  imposed  without  your 
input.  The  Physicians’  Forum  is 
the  time  and  place  to  speak  out 
and  make  an  impact. 

Your  attendence  is  crucial. 
Call  toll  free  800  621-8335. 

Conference  fee  for  meeting 
facilities  and  food  service — AMA 
members  $50,  nonmembers 
$125.  MasterCard,  Visa, 
American  Express,  Optima  are 
accepted. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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PRESIDENT'S  PAGE 


The  Other  Side  Of  The  Equation 


KOBEKT  F.  SHAPIRO,  M.l). 


"If  Stormy  Johnson,  Darroll  Loschen,  and  Bob 
Shapiro  want  to  be  effective  medical  leaders, 
they  must  stop  focusing  on  the  side  of  the 
medical  equation  addressing  how  we  could  or 
should  supply  more  and  cheaper  medical  ser- 
vices to  people  and  change  their  emphasis  to 
the  other  side  of  the  equation;  the  behavioral 
choicesof  Americans  which  contributeso  much 
to  the  demand  for  and  costs  of  medical  services. 
People  should  be  held  accountable  and  suffer 
the  consequences  of  the  lifestyle  choices  they 
make.  Medical  society  leaders  are  afraid  to 
confront  these  issues  and  simply  tell  the  public 
how  it  is  and  what  they  could  do  about  it." 

It  was  Tuesday  July  27th.  Stormy  Johnson, 
speaker  of  the  AMA  House  of  Delegates,  had 
just  finished  speaking  at  a joint  meeting  of  the 
three  Lincoln  medical  staffs  held  at  the  Villager 
Motel.  While  leaving  the  meeting,  I overheard 
the  above  comments  and  stopped  to  listen  and 
join  the  discussion. 

There  is  no  question;  people's  behavioral 
choices  are  major  contributors  to  almost  every 
major  disease  category;  infectious  diseases, 
(AIDS,  other  sexually  transmitted  diseases), 
trauma,  (not  wearing  seatbelts,  not  wearing 
motorcycle  or  bicycle  helmets,  firearms),  malig- 
nancies, (lung  cancer,  skin  malignancies),  de- 
generative and  chronic  diseases,  (diet,  lack  of 
exercise)  and  so-forth.  However,  even  if  we 
believe  and  can  prove  that  increased  life  expect- 
ancy, if  all  of  the  proper  behaviors  are  selected, 
is  calculated  at  about  1 1.3  years,  how  do  we 
convince  people  to  make  these  choices  for 
themselves;  and  more  importantly  for  the  sake 
of  this  discussion,  what  should  the  consequences 
be  if  they  don't. 

During  the  conversation,  one  particularly 
outspoken  participant,  the  instigator  of  the  dis- 
cussion in  the  first  place,  made  a point  that  if  an 
alcoholic  with  cirrhosis  was  seen  in  the  ER  with 
Gl  bleeding,  was  hospitalized,  treated,  and  ulti- 
mately released;  and  that  same  person  did  not 
modify  his  behavior  and  returned  with  the  same 
problem,  he  should  not  be  treated  again. 


I'm  sure  all  of  us  have  felt  this  way  at  one  time. 
I listened  with  interest,  the  consequence  seemed 
rather  harsh.  It  occurred  to  me  though,  that  his 
line  of  reasoning  raised  an  important  philo- 
sophical issue  which  I could  use  for  a future 
President's  Page. 

The  issue:  How  do  we  reconcile  the  value 
conflicts  which  frequently  develop  between  the 
concepts  of  Justice  and  Mercy?  From  the  "Marco" 
standpoint  of  allocating  medical  resources,  these 
conflicts  should  be  societal  issues  for  which  it 
would  be  desirable  to  have  guidelines  or  deci- 
sions made  in  advance  and  not  force  a physician 
to  make  them  on  the  firing  line  when  confronting 
an  acute  medical  problem. 

For  this  discussion  Justice  means  that  an  indi- 
vidual is  "getting  what  is  coming  to  her".  The 
person  whose  lifetime  smoking  behavior  results 
in  lung  cancer  may  be  such  an  example.  On  the 
otherhand  Mercy  meansan  individual  gets"more 
or  better  than  what  ordinarily  would  be  an  indi- 
vidual, who  rides  a motorcycle  at  high  speed, 
without  a helmet,  is  involved  in  an  accident,  is 
brought  to  the  ER  with  a severe  life-threatening 
head  injury,  has  no  insurance,  and  is  still  afforded 
the  best  treatment  our  trauma  teams  can  pro- 
vide. 
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As  physicians,  who  must  grapple  with  these 
value  conflicts,  we  because  of  our  position  and 
responsibilities,  frequently  do  wear  several  "hats" 
We  are  members  of  our  society;  and  we  are 
members  of  a profession,  privileged  to  have  the 
tools  and  the  ability  to  understand  scientific 
information,  which  permits  us  to  help  deter- 
mine and  know  the  effectiveness  of  different 
preventive  and  therapeutic  modalities.  This 
knowledge  base  makes  us  important  as  re- 
sources in  helping  to  formulate  appropriate, 
reasonable,  fair,  and  cost  effective  health  care 
policies  for  the  rest  of  society.  This  is  part  of  our 
community  responsibility.  It  is  in  this  public  arena 
that  we  best  contribute  to  the  application  of 
Justice. 

Since  most  of  us  would  ordinarily  consider 
both  Justice  and  Mercy  as  values  we  believe  in; 
it  is  unfortunate  and  distressing  that  we  find 
ourselves  in  situations  where  these  values  ap- 
pear to  be  mutually  exclusive.  As  reflected  in  the 
example  of  the  alcoholic  with  cirrhosis;  how- 
ever, more  frequently  than  we  would  prefer, 
these  values  do  conflict  and  painful  choices 
have  to  be  made.  It  is  when  we  physicians  find 
ourselves  taking  care  of  a patient  in  one  of  these 
situations  that  we  must  change  to  our  "Mercy 
hat". 

As  physicians  caring  for  individual  patients,  it 
is  important  that  our  role  be  that  of  patient's 
advocate.  This  means  that  we  are  committing 
our  maximum  effort  to  furthering  the  patient's 
best  interests  even  at  the  expense  of  what  might 
be  best  for  society  as  a whole. 

I have  been  told  that  an  attorney  is  supposed 
to  serve  as  advocate  for  her  client  to  provide  the 
best  representation  no  matter  how  heinous  the 
offense.  This  may  reflect  our  legal  system's 
presumption  of  innocence,  but  in  any  event  the 
client  is  or  should  be  able  to  believe  that  his 
interests  are  being  protected  and  that  his  attor- 
ney is  not  trying  to  decide  how  the  client's 
interests  balance  against  societal  interests.  I 
believe  this  same  level  of  advocacy  is  even  more 
imperative  for  the  physician.  At  the  bedside,  the 
physician  must  be  the  advocate  for  Mercy.  This 
means  that  patients  may  get  better  than  their 
lifestyle  choices  and  behavior  would  dictate. 

Every  day  medical  issues  embody  these  diffi- 
cult value  choices.  When  I joined  the  discus- 
sion, I felt  that  good  arguments  could  be  made 
for  physician  actions  advancing  either  value  and 
wondered  how  to  ever  make  a decision;  how- 
ever, as  the  discussion  proceeded  I felt  that 
there  was  also  a place  for  each.  The  "Justice" 


decision  is  one  in  which  the  physician  would  be 
a part  of  a societal  decision  made  up-front 
before  he  arrived  at  the  situation  because  at  the 
bedside,  the  pressures  to  make  the  "Mercy" 
choice  would  be  compelling.  In  fact,  legal  con- 
siderations make  it  illegal  or  negligent  to  make 
a "Justice"  determination  at  the  time  the  patient 
needs  care.  It  is  not  fear,  but  recognition  of  that 
reality  which  compels  us  to  look  at  providing 
medical  care  for  those  who  need  it  regardless  of 
what  they  did  to  get  into  that  position. 

As  I was  preparing  this  President's  Page,  a 
great  example  appeared  on  the  Associated 
Press  wires.  Harry  Elphick,  a 47  year  old  English- 
man, a long-time  heavy  smoker,  suffered  a heart 
attack,  desired  a by-pass,  and  was  turned  down 
by  the  consultant  for  by-pass  because  he  re- 
fused to  stop  smoking.  Harry  finally  stopped 
smoking  but  died  from  a second  heart  attack  on 
the  day  that  angiography  was  scheduled.  This 
situation  angered  many  Englishmen  because 
the  policy  discriminated  against  smokers.  The 
consultant's  defense  was  that  smokers  don't 
benefitfrom  heart-bypass  as  much  as  non-smok- 
ers. The  consultant  had  made  a "Justice"  deci- 
sion (treatment  just  wasn't  cost-effective  for  this 
patient)  at  a distance  because  British  consult- 
ants don't  have  to  look  the  patient  in  the  eye  and 
say  "no". 

When  we  are  away  from  those  situations 
requiring  acute  medical  care,  arguing  that  we 
should  be  doing  more  to  help  educate  the 
public  about  proper  preventive  care  and  behav- 
ioral modification  to  help  them  make  necessary 
changes  is  imperative. 

The  individual  in  our  discussion  expressing 
his  concerns  most  vociferously  is  actively  in- 
volved in  programs  speaking  to  teenagers  at- 
tempting to  educate  them  to  make  proper 
choices.  Perhaps  we  could  all  benefit  contribut- 
ing our  time  and  efforts  to  such  endeavors  even 
though  at  times  it  might  seem  futile. 


PRESIDENT'S  PAGE  SUPPLEMENT 

When  I returned  from  the  summer  NMA 
Board  of  Directors  Meeting,  and  was  going 
through  my  mail  at  the  office  I found  a letter 
from  my  friend  Darroll  Loschen  asking  me  to 
send  a business  card  to  Craig  Shergold,  a child 
with  an  inoperable  brain  tumor,  whose  "wish" 
was  to  enter  the  Guiness  Book  of  Records  for 
having  received  the  most  business  cards.  In 
addition  I was  to  send  a letter  requesting  10 
other  doctors  to  do  the  same  thing.  Ordinarily  I 
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would  not  join  a "chain  letter",  but  the  cause 
seemed  worthy  and  I didn't  want  to  disappoint 
Darroll. 

One  of  the  physicians  to  whom  I sent  a letter 
was  Dr.  Aina  Silenieks,  who  is  one  of  my 
associates.  She  had  received  a similar  letter 
from  another  Lincoln  physician  last  year  and 
took  the  time  to  send  me  the  following  memo, 
which  I thought  was  important  enough  to  share 
with  all  of  you. 

"Please  do  not  send  any  business  card  to 
Craig  Shergold.  He  is  not  dying.  Several  years 
ago  (Craig's  illness  dates  to  1 989)  John  Kluge  (of 
Metromedia)  one  of  the  richest  men  in  America 
heard  about  Craig  and  his  inoperable  brain 


tumor  and  had  him  brought  to  the  USA  where 
he  underwent  curative  resection  of  the  tumor  at 
a hospital  in  Virginia.  Craig  is  fine.  He  is  cured. 
He  is  now  1 2 years  old.  As  of  February  1 992,  he 
had  already  received  over  33  million  cards.  He 
is  in  the  Cuiness  Book  of  World  Records.  An 
article  in  People  Magazine  (June  10,  1991)  will 
verify  this.  Do  not  send  cards.  The  address  listed 
does  not  exist.  There  is  no  such  organization  in 
Atlanta  (the  address).  It  is  a huge  chain  letter  that 
will  not  die.  — The  Post  Office  in  Surrey  England 
(Craig's  home)  has  been  inundated  and  over- 
whelmed. 

Doctors  are  caring  people,  thousands  have 
sent  cards.  Thanks  to  Aina  for  giving  us  "the  rest 
of  the  story". 
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EDITORIAL 


Not  All  Dementia  Is  Secondary  To  Alzheimer's  Disease 


’JOHN  F.  AITA,  M.D.  RICHARD  O.  FORSMAN,  M.D. 

VIRGINIA  ANN  AITA,  R.N.  JOHN  A.  AITA,  M.D.  JUDY  C.  FORSMAN,  M.S.W. 


The  following  testimony  was  presented  before 
the  Agency  for  Health  Care  Policy  and  Research, 
Public  Health  Service,  Department  of  Health  and 
Human  Services.  This  Public  Meeting  on  Clinical 
Practice  Guidelines  for  Screening  for  Alzheimers 
and  Related  Dementias  was  held  in  Washington 
D.C.,  April  12,  1993. 

The  purpose  of  our  testimony,  based  on  our 
prospective  study  of  700  dementia  patients  over 
9 years  was  to  emphasize  that  not  all  dementia  is 
secondary  to  Alzheimer's  Disease  (AD).  Consis- 
tently, from  our  study's  inception,  we  have  found 
over  50%  of  the  patients  to  have  a potentially 
treatable  etiology  of  their  dementia.  This  differs 
from  the  medical  literature  where  1 5-30%  of  the 
patients  are  reported  to  have  a potentially  treat- 
able cause  of  their  dementia. 

Reasons  why  our  study  differs  from  that  re- 
ported in  the  medical  literature  include  the  follow- 
ing. The  patients  are  thoroughly  and  completely 
evaluated  in  hospital.  Evaluation  includes  Cranial 
CT,  Psychologic  and  IQ  testing,  serum  and  urine 
studies.  Much  time  is  spent  with  individual  pa- 
tients, theirfamilies,  and  caregivers.  Generous  use 
is  made  of  psychiatric  consultation.  We  continue 
to  recommend  in  hospital  (as  an  "outpatient")  as 
opposed  to  outpatient  evaluation.  We  have  previ- 
ously tried  outpatient  evaluation  and  it  has  been 
an  absolute  disaster  with  patient  and  family  show- 
ing up  in  the  wrong  place  at  the  wrong  time  with 
studies  never  being  completed.  If  one  is  truly 
dedicated  to  finding  a potentially  treatable  etiol- 
ogy of  the  patient's  dementia,  an  in-hospital  evalu- 
ation is  absolutely  necessary.  This  provides  the 
doctors,  nurses  and  staff  the  opportunity  to  make 
observations  that  may  have  been  denied,  over- 
looked, thought  unimportant  by  the  patient,  fam- 
ily, friend  or  caregiver  or  of  which  they  were 
unaware.  The  following  clinical  examples  illus- 
trate this  point. 

A 73  year  old  male  was  admitted  on  an  emer- 
gency basis  from  rural  Nebraska  where  he  was 
found  to  be  confused,  wandering  in  the  streets, 
stopping  cars  and  passers-by.  His  wife  repeatedly 
denied  any  dementia  as  did  the  patient.  This 
examiner  was  up  all  night  with  repeated  phone 
calls  (observations)  from  the  RN's  who  described 


the  patient  as  getting  dressed,  trying  to  leave, 
wandering  and  becoming  so  combative  that  it 
took  3 security  guards  and  his  RN  to  redirect  him 
back  to  his  room.  Unbeknownst  to  this  examiner 
(since  I was  at  the  above  mentioned  HHS  Public 
Meeting),  the  RN's  noted  (further  clinical  observa- 
tions of  findings  previously  unknown)  that  his  75 
year  old  wife  was  eating  his  meals,  throwing  out 
his  24  hour  urine  collection  (for  heavy  metals), 
and  at  sundown  got  undressed  and  got  into  his 
bed.  These  subsequent  RN  observations  led  to  the 
admission  of  the  wife  to  her  husband's  room  for 
the  evaluation  of  her  dementia.  Both  husbandand 
wife  were  found  to  have  Alzheimer's  Disease  as 
the  cause  of  their  respective  dementia. 

Examples  of  potentially  treatable-preventable 
dementias  include  low  serum  Vitamin  B1  2,  toxic- 
metabolic  encephalopathy,  hypoxic  sequelae, 
multiinfarct  (multiple  stroke)  dementia  (MID)  and 
depression  (pseudodementia).  This  latter  diagno- 
sis comprises  25%  of  our  dementia  patients.  A 
clinical  example  of  severe  depression  masquerad- 
ing as  dementia  is  the  case  of  an  81  year  old 
woman  who  was  placed  in  a Nursing  Home  by  her 
family  after  beingdiagnosed  as  having  Alzheimer's 
Disease  by  her  Internist,  Psychiatrist  and  Psy- 
chologist. Upon  consultation  with  the  patient  at 
the  family's  request,  we  found  that  an  incidental 
meningioma  had  been  previously  overlooked. 
More  importantly,  she  was  severely  depressed. 
With  aggressive  psychiatric  evaluation  and  treat- 
ment, including  ECT  (Electro-Convulsive  Therapy) 
she  improved  dramatically  and  was  able  to  return 
home  (to  her  family,  bond  market,  and  the  family 
business). 

The  cost  effectiveness  of  our  study  is  based  on 
Omaha,  Nebraska  December,  1992  expenses. 
Our  in-hospital  evaluation  of  each  patient  costs 
$3,000.00.  However,  Nursing  Home  placement 
for  one  of  our  dementia  patients  for  one  year  costs 
$30,000.00  This  is  a factor  of  1:10.  Thus,  if  we  can 
keep  one  patient  out  of  10  out  of  the  Nursing 
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Home,  the  study  pays  for  itself.  Since  we  continue 
to  find  greater  than  50%  of  the  cases  to  be 
potentially  treatable,  we  feel  that  the  study  not 
only  pays  for  itself,  but  is  cost  effective.  The 
Nursing  Home  concept  is  complex  and  includes 
the  financial  implications  as  well  as  emotional 
responses  and  concerns  regarding  compassion- 
atecare,  indignity,  psychological  trauma  and  qual- 
ity of  life  issues  for  the  patient  and  their  family. 


Therefore,  we  continue  to  recommend  that 
each  patient  with  dementia  deserves,  requires  a 
thorough  in-hospital  neurologic  evaluation  look- 
ing for  a potentially  treatable  etiology  of  their 
dementia.  This  should,  must  be  performed  before 
the  patient  is  sent  to  the  Nursing  Home  with  a 
presumptive  diagnosis  of  Alzeheimer's  Disease. 
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ORIGINALARTICLE 


Public  Attitudes,  Legislation,  and  Ethical  Components 

of  Organ  Donation 

KATHLEEN  V.  FARRELL,  M.D.  *CARL  GREINER,  M.D. 

University  of  Nebraska  Medical  Center  University  of  Nebraska  Medical  Center 


ORGAN/tissue  transplantation  and 
the  requirements  for  donation 
generate  informational  chal- 
lenges for  physicians.  The  requirements  for 
public  education  and  explanations  to  grieving 
families  are  a developing  role  for  clinicians. 
This  article  explores  the  relevant  issues  for 
both  national  and  state  developments. 

"The  demand  for  transplantable  organs/tis- 
sues has  far  outstripped  the  supply;  waiting 
lists  have  grown  long  and  patients  are  dying 
for  want  of  organs."1  While  nine  out  of  ten 
Americans  believe  that  organ  donation  brings 
something  positive  out  of  death,  a dire  short- 
age exists.3  Currently  there  are  over  30,000 
people  in  the  United  States  on  the  waiting  lists 
for  organs  for  transplantation.2  There  are  200 
on  Nebraska  lists,  however  some  of  these 
patients  are  from  other  areas  of  the  United 
States.3  Seven  patients  on  the  national  waiting 
list  die  every  day  as  a consequence  of  this 
shortage,3  and  the  scarcity  of  organs  has  be- 
come the  foremost  limiting  factor  in  transplan- 
tation.4 

When  addressing  issues  of  organ/tissue 
transplantation  one  must  accommodate  the 
diversity  of  cultural,  religious,  and  individual 
beliefs  about  death.  The  death  of  one  person 
before  the  life  of  another  can  be  preserved  or 
improved,  makes  organ/tissue  transplantation 
distinctive  and  controversial.  Organ/tissue 
transplantation  involves  the  ultimate  balance 
of  meeting  the  needs  for  the  living,  and  re- 
spect for  the  deceased.  We  can  continue  to 
expect  debate  on  the  fragility  of  this  balance 
since  transplantation  involves  the  deceased 
and  strongly  held  beliefs  about  the  deceased. 

Life  saving  measures  such  as  gun  control, 
air  bags,  and  laws  regarding  motorcycle  hel- 
mets, seat  belts,  and  DWI  (driving  while  intoxi- 
cated) succeed  in  reducing  the  number  of 
fatalities  among  young  healthy  individuals,  yet 
have  decreased  the  number  of  potential  or- 
gans exacerbating  the  organ  shortage.  This 


may  lead  to  the  death  of  others  which  may 
have  been  prevented  by  potential  organ  trans- 
plantation. A single  donor  can  provide  as 
many  as  six  organs  for  transplants.3  Organ 
transplantation  has  been  successful  as  evi- 
denced by  extended  survivals  of  heart  (20  yrs, 
6 mos),  liver  (22  years),  kidney  (28  yrs,  1 1 
mos),  bone  marrow  (23  yrs),  and  pancreas  (1 3 
yrs,  5 mos)  recipients.5  The  shortage  of 
organs/tissues  remains  a serious  obstacle.  This 
article  will  review  public  attitudes,  legislative 
efforts  and  ethical  components  relevant  to 
organ/tissue  donation.  The  complex  interac- 
tions of  public  policy  and  individual  prefer- 
ences will  be  noted. 

Public  Attitudes  Toward  Organ  Donation 

Results  of  the  largest  Gallup  survey  ever 
conducted  on  public  attitudes  toward  dona- 
tion were  released  March  30,  1993  by  The 
Partnership  for  Organ  Donation,  the  Harvard 
School  of  Public  Health,  and  17  organ  pro- 
curement organizations  across  the  United 
States.  Although  85%  of  the  6,127  respon- 
dents "strongly  approve  of  organ/tissue  dona- 
tion" only  52%  have  addressed  it  with  their 
families.  Of  those  who  have  not  yet  discussed 
their  wishes  with  their  family,  89%  stated  they 
would  be  willing  to  do  so.  Ninety-three  per- 
cent would  donate  a deceased  family  member's 
organs  if  he/she  had  expressed  this  wish  prior 
to  death.  But,  47%  of  those  polled  would  be 
less  likely  to  donate  a family  member's  organ 
if  this  discussion  had  not  taken  place.  There- 
fore family  communication  is  a crucial  link  in 
the  shortage  of  organs. 

Health  professionals  are  more  likely  to  sup- 
port organ  donation  than  the  general  public. 
Most  would  donate  their  own  organs,  and 
consider  giving  permission  for  organ  procure- 
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ment  of  their  next  of  kin.  Most  neurosurgeons 
would  donate  a family  member's  organ,  but 
only  half  of  them  have  ever  talked  to  their  own 
families  about  organ  donations.6  Nurses  are 
more  likely  to  have  discussed  donation  with 
their  families  than  neurosurgeons  or  the  gen- 
eral public.7  It  is  understandable  for  health 
professionals  to  be  more  supportive  of  dona- 
tion, for  they  are  much  more  likely  than  the 
general  public  to  come  in  contact  with  indi- 
viduals in  need  of  an  organ,  and  observe 
firsthand  the  success  of  preserving  lives  by 
transplantation. 

"In  part,  the  lack  of  discussion  around  organ 
donation  may  be  due  to  public  misunder- 
standing of  how  to  become  a donor.  The 
Gallup  survey  revealed  that  79%  of  the  public 
incorrectly  believe  that  a person  must  carry  a 
signed  organ  donor  card  in  order  to  become 
a donor.  At  the  same  time,  only  58%  correctly 
recognize  that  family  permission  is  required  at 
the  time  of  death."3 

In  addition,  some  negative  perceptions  ex- 
ist which  might  affect  the  decision  to  donate. 
Thirty-seven  percent  did  not  know  that  a brain 
dead  person  is  actually  dead  and  cannot  re- 
cover. Fifty-nine  percent  either  believe  or  are 
unsure  whether  organs  can  be  bought  or  sold 
on  the  black  market.  Forty-two  percent  didn't 
realize  that  organ  donation  costs  the  donor 
family  nothing.3  Donor  families  frequently 
want  to  know  who  the  recipient  is,  whether  or 
not  they  can  get  to  know  the  recipient,  will  it 
interfere  with  burial  plans,  and  what  the  cost 
would  be.  The  donor  and  recipient's  identity 
must  remain  anonymous,  and  there  is  no  cost 
to  the  donor's  family  for  recovery  of  the 
organ/tissue.  Organ/tissue  donation  may  delay 
burial  plans  if  transplant  retrieval  teams  must 
fly  in  from  different  states;  if  anticipated,  this  is 
communicated  to  the  family  immediately  for 
their  consent. 

The  Gallup  survey  showed  thatfactors  which 
were  previously  thought  to  be  barriers  to 
donation  are  not,  in  fact,  major  obstacles:  only 
6%  doubt  that  doctors  will  do  everything  to 
save  a person's  life  before  that  person's  organs 
are  donated;  another  5%  were  unsure.  Only 
5%  believe  that  organ  donation  is  against  their 
religion. 

Religious  Beliefs  Toward  Organ  Donation 
and  Transplantation 

According  to  the  United  Network  for  Or- 
gan Sharing,  general  religious  beliefs  concern- 


ing organ  donation  and  transplantation  are 
overwhelmingly  favorable.  The  Amish  will 
consent  to  transplantation  if  they  know  that  it 
is  for  the  welfare  of  the  transplant  recipient, 
and  would  be  reluctant  if  the  transplant  out- 
come was  known  to  be  questionable.  Bud- 
dhists, Christian  Scientists,  Church  of  the  Lat- 
ter-Day Saints,  Hindus,  Protestants,  United 
Methodists,  and  Quakers,  believe  that  organ 
donation  and  transplantation  is  a matter  of 
individual  choice.  The  Episcopal  Church  be- 
lieves people  should  donate  and  volunteer  for 
transplants  only  when  needed.  The  Evangeli- 
cal Covenant  Church  passed  a resolution  at 
the  Annual  Meeting  in  1982  encouraging 
members  to  sign  and  carry  Organ  Donor  Cards, 
as  well  as  encourage  awareness  of  organ  do- 
nation in  all  congregations.  Lutheran  Church- 
Missouri  Synod  was  the  first  denomination  to 
encourage  donation  with  a resolution  in  1981, 
and  the  largest  distribution  of  donor  cards 
ever  through  an  issue  of  Lutheran  Witness 
Magazine.  Catholics  view  organ  donation  as 
an  act  of  charity,  fraternal  love  and  self  sacri- 
fice. Unitarian  Universalists  accept  organ 
donation  and  transplantation  when  donor  is 
not  harmed,  and  when  the  operation  will  be  of 
benefit  to  the  patient. 

Judaism  teaches  that  saving  a human  life 
takes  precedence  over  maintaining  the  sanc- 
tity of  the  human  body.  However  Judaism 
doesn't  believe  in  organ  donation  from  living 
persons  because  of  the  improved  results  of 
transplantation  of  cadaveric  organs  second- 
ary to  the  success  of  immunosuppressants. 
The  Greek  Orthodox  Church  has  no  objection 
to  transplantation  or  organ  donation  for  trans- 
plantation. 

According  to  the  Watch  Tower  Society,  the 
legal  corporation  for  Jehovah's  Witness,  organ 
donation  is  not  encouraged,  but  was  believed 
to  be  an  individual  choice.  It  does  not  oppose 
donating  or  receiving  organs.  All  organs  and 
tissues,  however,  must  be  completely  drained 
of  blood  prior  to  transplantation.8 

Organ  Donation  Among  Blacks 
and  Hispanics 

A pilot  study  funded  by  Howard  Univer- 
sity Hospital  based  on  the  discrepancy  in  our 
population  between  the  rate  of  organ  dona- 
tion (less  than  1 0 percent  of  donors  are  black) 
and  the  incidence  of  end-stage  renal  disease 
(more  than  50%  of  patients  are  black),  found 
that  there  were  five  principal  reasons  for  the 
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reluctance  of  blacks  to  grant  permission  for 
organ  donations.  These  included: 

1 . Lack  of  awareness  of  the  status  of  organ 
transplantation  and  of  the  urgent  need  for 
organs  by  blacks. 

2.  Religious  beliefs  and  misperceptions. 

3.  Distrust  of  the  medical  establishment. 

4.  Fear  of  premature  declaration  of  death  if 
a donor  card  has  been  signed. 

5.  Preference  among  black  donors  for  as- 
surance that  the  organs  will  be  given  preferen- 
tially to  black  recipients.4 

Decreased  organ  donation  is  also  prevalent 
among  the  Hispanic  population.  The  inci- 
dence of  non-insulin  dependent  diabetes 
mellitus  is  three  times  higher  in  Hispanic 
Americans  and  they  develop  diabetes-related 
end-stage  renal  disease  up  to  six  times  more 
often  than  non-Hispanics.  Nothing  within 
Hispanics'  religious  or  cultural  beliefs  with- 
hold them  from  organ  donation;  however,  in 
San  Antonio,  Texas,  80%  of  Hispanics  receive 
kidney  transplants  whereas  only  14%  are  or- 
gan donors.  Therefore,  it  is  essential  to  under- 
stand the  family  structure  and  cultural  differ- 
ences in  the  Hispanic  population  when  ad- 
dressing issues  of  organ  donation.9 

After  death  of  a family  member,  one  may 
request  organ  donation  from  the  father  as- 
suming him  to  be  the  head  of  the  household. 
In  most  Hispanic  families,  however,  it  is  the 
mother  or  grandmother  who  makes  decisions 
in  regard  to  health  and  sickness.  They  would 
be  most  likely  to  make  the  decision  about 
organ  donation. 

The  law  typically  recognizes  the  spouse  as 
the  next  of  kin.  The  Hispanic  culture  regards 
the  next  of  kin  to  be  blood  relatives,  specifi- 
cally the  parents.  Therefore,  the  deceased's 
parents'  opinions  would  weigh  more  heavily 
than  the  spouse's  decision  in  the  Hispanic 
community.9 

By  becoming  aware  of  these  cultural  and 
religious  beliefs  when  asking  for  organ  pro- 
curement, we  may  see  an  increase  in  Hispanic 
and  Black  donors  when  the  appropriate  family 
member  is  addressed  and  reasons  for  reluc- 
tance are  acknowledged. 

Legislative  Efforts  to  Meet  the  Challenges 
of  Organ  Shortage 

Although  there  is  a diverse  range  of  per- 
sonal opinions  toward  organ  donation,  legisla- 


tive efforts  are  primarily  "pro-donor"  in  at- 
tempting to  meet  the  demands.  However,  the 
diversity  of  issues  in  organ  donation  is  re- 
flected by  the  range  of  various  legislation. 
Several  legislative  efforts  have  received  wide- 
spread endorsement  as  a means  of  augment- 
ing the  supply  of  organs  and  tissues  available 
for  transplantation.  The  following  is  a relevant 
review  of  legislative  efforts  passed  nationally 
as  well  as  locally  in  Nebraska. 

The  1 968  Uniform  Anatomical  Cift  Act 
(UACA) 

The  UAGA  established  a legal  mechanism 
for  individuals  to  document  whether  they  are 
for  or  against  donation.  The  UAGA  served  as 
a model  for  recognizing  and  formalizing  meth- 
ods through  which  individuals  orfamilies  could 
make  a gift  of  their  organs  or  those  of  a 
relative.  The  UAGA  authorizes  an  individual 
1 8 years  of  age  or  older  (1  9 in  Nebraska),  in 
the  presence  of  two  witnesses,  to  record  his  or 
her  wishes  regarding  organ  donation,  and 
authorizes  next  of  kin  to  consent  to  organ 
donation  in  the  absence  of  a decedent's  known 
objection.  Importantly,  the  UAGA  prohibits  a 
physician  from  taking  part  in  both  the  declara- 
tion of  death  and  procurement  of  an  organ 
from  the  same  patient.10 

Health  care  professionals  allow  the  wishes 
of  the  next  of  kin,  if  opposed  to  donation,  to 
override  those  of  the  decedent.  A properly 
executed  donor  card  is  deemed  to  be  a bind- 
ing legal  document.10  However,  transplant 
physicians  will  not  rely  upon  documentation 
on  the  back  of  driver's  licenses  or  donor  cards 
at  times  of  organ/tissue  recovery,  even  though 
the  law  permits  it  and  protects  physicians  who 
follow  it.  Patients  wallets  are  usually  sent  to 
security  from  the  time  he/she  is  admitted  to 
the  hospital,  and  the  card  may  not  be  discov- 
ered until  it  is  too  late  or  the  patient  is  dis- 
charged.11 Family  members  often  have  no 
idea  that  a loved  one  had  signed  such  a card, 
and  the  health  care  team  is  focused  on  saving 
the  person's  life  rather  than  taking  the  time  to 
look  for  a donor  card.11 

The  1978  Uniform  Brain  Death  Act 

In  1978  The  Uniform  Brain  Death  Act 
expanded  the  traditional  definition  of  death 
and  established  that  the  "irreversible  cessation 
of  all  functions  of  the  brain,  including  the  brain 
stem,  is  death.  Determination  of  death  needs 
to  be  made  in  accordance  with  reasonable 
medical  standards."  Newspaper  and  televi- 
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sion  report  patients  declared  brain  dead  to 
later  "die"  when  life  support  measures  are 
removed.  By  using  such  terminology  this 
implies  that  these  patients  die  twice.12  Health 
professional  continue  to  struggle  with  "brain 
death"  as  a standard. 

The  Uniform  Determination  of  Death  Act 

In  1980  The  Uniform  Determination  of 
Death  Act  assisted  states  by  creating  a singu- 
lar document  that  establishes  the  standard  by 
which  physicians  may  make  determinations  of 
death  by  adding  "irreversible  cessation  of  cir- 
culatory and  respiratory  function"  according 
to  the  1978  Uniform  Brain  Death  Act  as  an 
alternative  standard  for  determining  death. 
Ironically,  this  haste  to  implement  legislation 
gave  the  impression  that  a new  definition  of 
death  was  being  ratified  just  so  organs  could 
be  recovered  for  transplant.  This  addition  had 
lasting  consequences,  including  the  public 
perception  that  some  physicians  may  expe- 
dite death  in  order  to  obtain  organs. 

Nebraska,  however,  didn't  adopt  the  Uni- 
form Determination  of  Death  Act  until  March 
4,  1992.  Prior  to  this  enactment,  death  was 
determined  by  a physician  signing  a death 
certificate  with  no  further  clarification. 

Option  of  Signing  Donor  Cards  by  the 
Department  of  Motor  Vehicles 

One  may  become  an  organ  donor  in  the 
state  of  Nebraska  by  signing  a donor  card, 
however  the  next  of  kin  can  override  the 
decision  made  on  the  donor  card  according  to 
the  Uniform  Anatomical  Gift  Act.  It  is  a matter 
of  medical  practice  to  obtain  written  or  taped 
telephone  consent  of  the  next  of  kin.  A key 
issue  in  increasing  organ  donations  is  to  facili- 
tate ways  for  people  to  express  their  wishes  to 
their  families  in  regard  to  organ  transplanta- 
tion and  donation. 

On  April  7,  1 992,  a bill  designed  to  encour- 
age Nebraskans  to  donate  their  organs  for 
medical  purposes  was  unanimously  approved 
39-0.  LB  1178  allows  Nebraskans  to  decide 
whether  they  want  to  donate  their  organs 
when  they  complete  an  application  for  a 
driver's  license  or  state  identification  card. 
The  bill  requires  the  Department  of  Motor 
Vehicles  to  notify  the  Nebraska  Organ  Re- 
trieval System  within  five  working  days  if  a an 
applicant  asks  for  additional  gift  information. 
If  a person  agrees  to  donate  their  organs,  a 
special  notification  would  be  placed  on  the 


front  of  their  driver's  license  or  state  identifica- 
tion card.  Legislative  Bill  1 1 78  was  approved 
on  April  1 3,  1 992,  by  Governor  Ben  Nelson.13 

Important  elements  in  regard  to  LB  1178 
are  that  it  is  written  in  simple  lay  terms  and 
that  it  renders  individual  choice  without  di- 
rected donation.  It  clearly  allows  the  indi- 
vidual to  limit  which  organs  they  would  like  to 
donate:  all,  none,  or  only  those  which  they 
list.  This  also  provides  an  opportunity  for 
families  to  address  the  issues  of  donation  with 
one  another  by  requesting  more  information 
from  the  Nebraska  Organ  Retrieval  System. 
They  would  receive  information  in  five  days 
and  may  be  more  likely  to  inform  family  mem- 
bers of  their  donation  choice.  This  change  in 
legislation  regarding  driver's  license  renewal 
may  increase  both  public  awareness,  and  con- 
cerns. Physicians  should  be  aware  of  this  new 
step. 

Required  Request/Routine  Inquiry 

Other  actions  have  been  taken  to  alleviate 
the  organ  shortage,  such  as  Mandatory  Organ 
Retrieval  Laws  requiring  hospitals  to  offer  the 
opportunity  of  donation  to  relatives  of  pa- 
tients judged  to  be  dying,  or  who  have  died. 
This  is  known  as  "required  request." 

In  1987,  Nebraska  enacted  LB  74  Routine 
Inquiry  Law  in  which  every  hospital  in  the 
state  must  develop  a protocol  for  identifying 
and  referring  potential  donor  organ  and  tissue 
availability.  Hospitals  may  consult  with  exist- 
ing organ  and  tissue  agencies  to  establish  staff 
training  and  education  in  the  protocol.  The 
chief  administrator  of  a hospital,  the  attending 
physician,  or  a designee  will  offer  the  opportu- 
nity of  donation  to  the  next  of  kin  unless  one 
of  the  following  conditions  exist: 

1.  Contrary  indication  by  the  deceased. 

2.  Opposition  by  the  next  of  kin. 

3.  Contrary  to  the  religious  beliefs  of  the 
deceased. 

4.  The  patient  is  not  medically  suitable  for 
organ  or  tissue  donation. 

Before  a medical  professional  can  develop 
a positive,  confident  approach  that  will  result 
in  positive  rapport  with  families,  they  should 
examine  their  own  feelings  about  death  and 
the  failure  to  save  a patient's  life.  This  must 
then  be  weighed  against  the  possibility  of 
saving  or  improving  several  other  lives.  One 
difficulty  that  doctors  and  families  have  is  that 
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the  recipients  of  the  organs,  although  real 
patients,  are  unknown  to  them  so  it  can  be 
difficult  to  conceptualize  the  benefits.14 

Between  70%  and  75%  of  all  families  asked 
have  granted  permission  for  an  organ/tissue 
donation.15  Research  also  reveals  that  families 
of  donors  experience  psychological  benefits 
as  a result  of  donation.  Eighty-six  percent  of 
donor  families  in  contrast  to  60%  of  the  gen- 
eral public  felt  that  donation  made  something 
positive  extend  out  of  death.16 

An  important  time  to  ask  the  next  of  kin 
about  organ  donation  would  be  during  discus- 
sions of  related  issues  such  as  life  support,  and 
"do  not  resuscitate."  Issues  of  organ  donation 
are  extremely  relevant  at  those  times. 

Psychological  and  Ethical  Concerns  of 
Required  Request 

Numerous  moral  and  ethical  conflicts  arise 
from  required  request.  The  legislative  efforts 
of  required  request  are  controversial,  forcing 
the  physician  to  switch  roles  as  patient  advo- 
cate to  organ  donor  advocate.  Many  poten- 
tial donors  are  victims  of  tragic  accidents 
caused  by  trauma,  sudden  acute  illness,  or 
suicide.17 

Having  the  attending  physician  offer  the 
option  of  donation  to  the  family  at  such  a 
vulnerable  time  may  be  regarded  as  the  phy- 
sician giving  up  or  not  doing  everything  pos- 
sible to  save  their  loved  one,  and  may  also  be 
insensitive  to  the  family's  need  to  express 
feelings  to  deal  with  their  loss. 

In  the  required  request  era,  it  is  essential 
that  the  option  of  donation  not  be  made  until 
after  the  family  has  accepted  the  prognosis  of 
death.  Trained  professionals  should  be  well 
informed  enough  to  answer  families'  ques- 
tions, and  able  to  address  the  issue  of  poten- 
tial benefit  to  others  without  coercing  the 
family  in  anyway.  If  the  option  is  declined,  the 
body  should  be  immediately  released  to  the 
family. 

The  opportunity  of  transplantation  allows 
new  life  for  many  patients;  however,  there  are 
problematic  and  unethical  issues  in  some  at- 
tempted procurements.  Although  there  are 
no  property  rights  in  a dead  body,  the  courts 
have  recognized  that  the  deceased  and  next 
of  kin  have  the  right  to  control  what  happens 
to  the  remains.  Damages  have  been  awarded 
in  many  cases,  such  as  Strachan  vs.  John  F. 


Kennedy  Memorial  Hospital.  Twenty-year-old 
Jeffrey  Strachan  intentionally  shot  himself  in 
the  head  and  was  placed  on  a mechanical 
ventilator  after  spontaneous  respiration  had 
ceased  at  John  F.  Kennedy  Memorial  Hospital 
in  Edison,  New  Jersey.  Physicians  advised  his 
parents  that  their  son  was  "brain  dead,"  and 
asked  them  to  consider  donating  his  organs. 
The  parents  didn't  wish  to  donate  their  son's 
organs  and  wanted  him  removed  from  "life 
support"  systems.  The  physician  asked  them 
to  think  about  it  further. 

Despite  the  family  being  told  that  their  son 
was  brain  dead  and  nothing  further  could  be 
done  for  him,  his  body  remained  warm  to  the 
touch,  and  provided  a scene  fraught  with  grief 
and  heartache.  Finally  all  support  systems 
were  disconnected. 

The  Strachans  received  $70,000  on  each 
count  against  the  hospital  for  negligence  for 
not  having  proper  forms  or  procedures  and 
improperly  withholding  their  son's  body  from 
them.  The  failure  to  release  Jeffrey's  body, 
combined  with  continued  attempts  to  main- 
tain the  body  in  order  to  "coerce  an  organ 
donation"  is  unethical  and  immoral.18 

Making  requests  prior  to  the  pronounce- 
ment of  death  leads  not  only  to  conflicts  of 
interest  between  treating  the  patient  as  a 
person  and  as  an  organ  source,  but  it  may  also 
reinforce  the  reasons  the  public  gives  for  not 
signing  donor  cards.  Prominent  fears  include 
that  doctors  "might  do  something  to  me  be- 
fore I'm  really  dead"  or  that  "doctors  might 
hasten  my  death."18 

At  the  University  of  Cincinnati,  brain  death 
exams  on  a possible  donor  are  performed  only 
by  physicians  who  have  had  no  involvement 
in  the  care  of  the  potential  organ  recipient  or 
in  the  surgical  recovery  of  the  donor's  organs. 
Such  arrangements  limit  conflict  between  the 
attending  physician  and  family.19 

Asking  a family  to  consider  donating  a loved 
one's  organs  while  being  faced  with  the  bur- 
den of  comprehending  brain  death  in  an  ap- 
parently breathing,  pulsating,  warm  body  is 
excruciatingly  difficult.  Normal,  healthy  psy- 
chological response  to  overwhelming  grief  is 
denial  of  all  or  part  of  the  reality  of  death, 
therefore  making  it  extremely  difficult  to  com- 
prehend the  diagnosis  of  brain  death.20  Offer- 
ing the  option  of  organ  donation  at  the  time  of 
death  may  be  insensitive  to  the  family's  need 
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to  express  feelings  about  the  relationship  now 
lost.  With  any  death,  but  especially  with  a 
traumatic  or  premature  death,  the  family  is 
likely  to  feel  guilt  over  what  was  left  unre- 
solved in  relationship  to  the  deceased.  Pre- 
senting the  possibility  of  organ  donation  as  a 
"gift  of  life"  to  others  or  as  a way  the  deceased 
can  "live  on"  may  manipulate  those  guilt  feel- 
ings and  provide  an  apparent  means  to  as- 
suage them  by  doing  something  good  for 
someone  else. 

Careful  and  sensitive  disclosure  of  the  do- 
nation option,  followed  by  quick  withdrawal 
from  the  situation  if  the  family  appears  even 
slightly  reluctant,  may  limit  such  psychologi- 
cal and  ethical  conflicts.17 

Ethical  Issues  in  Organ  Transplantation 

Although  ethical  issues  regarding  accep- 
tance of  transplant  recipients  has  received 
greater  attention,21  the  ethical  concerns  about 
donation  are  becoming  more  intense.  Topics 
include  the  ethical  legitimacy  of  increasing 
donation  through  animal  usage  (xenograft), 
purchasing  of  organs,  or  providing  special 
benefits  for  donors  such  as  burial  reimburse- 
ment. What  makes  these  issues  so  difficult  is 
that  they  raise  complex  issues  of  the  moral 
standing  of  primates  and  extent  of  property 
rights  (i.e.,  the  ability  to  sell  parts  of  one's 
body).  It  is  important  for  physicians  to  be  alert 
to  the  ongoing  discussions  of  these  challeng- 
ing issues. 

A topic  which  is  currently  addressed  is  live 
donor  policy.  Issues  of  coercion  must  be 
avoided.  Although  psychological  issues  and 
ethical  evaluation  are  separate  fields,  they 
connect  in  the  arena  of  donor  evaluation. 

When  live  donors  are  contemplated,  close 
relatives  are  subject  to  pressure  to  offer  them- 
selves as  donors  based  on  unselfish  motiva- 
tion or  unresolved  guilt.  Therefor  it  is  neces- 
sary to  assess  family  dynamics  and  the  amount 
of  strain  to  which  the  donor  will  be  exposed  if 
they  offer  or  refuse.22 

The  psychiatrist's  role  in  live  organ  dona- 
tions involves  determining  competency  with- 
out external  coercion.  In  order  to  be  consid- 
ered competent,  one  must  have  an  emotional 
and  intellectual  understanding  of  what  is  in- 
volved. Minors,  and  the  mentally  retarded  are 
considered  to  be  incompetent  donors.11 


Conclusion 

When  discussing  public  attitudes,  legisla- 
tion, and  ethical  components  of  organ  dona- 
tion one  must  be  adequately  informed  about 
the  multitude  of  opinions,  and  beliefs.  The 
most  important  factor  physicians  can  offer  to 
increase  donations  is  to  educate  patients  and 
their  families  to  not  only  decide  the  fate  of 
their  organs,  but  to  motivate  people  to  ex- 
press their  wishes  to  their  families.  Signifi- 
cantly, with  organ  procurement  efforts  redi- 
rected toward  education  of  the  public,  ma- 
nipulation of  family  grief  is  unlikely.  While  we 
need  advances  in  medical  care,  we  must  un- 
derstand the  psychological  burdens  on  griev- 
ingfamilies  and  ensure  thevoiceless  deceased 
are  not  denied  their  wishes  by  encouraging 
patients  to  communicate  these  wishes  to  their 
next  of  kin.  Further  local  resources  regarding 
organ  transplantation  and  donation  include: 

1 . Organ  and  Tissue  Agencies  of  Nebraska 
(OTAN)  (402)  553-7952. 

2.  Organ  and  Tissue  Donor  Task  Force  of 
Nebraska,  Inc.  (OTDTF)  (402)  572-3540. 

Because  of  its  inherent  drama,  advanced 
scientific  techniques,  high  cost,  and  the  limita- 
tions imposed  by  the  scarcity  of  organs,  trans- 
plantation has  been  subjected  to  intense  pub- 
lic and  governmental  scrutiny.  Legislative 
efforts  may  be  able  to  regulate  whether  or  not 
a hospital  has  a protocol  and  files  its  report 
forms,  but  it  cannot  regulate  whether  the 
general  public  will  comply  to  become  organ 
and  tissue  donors.  Therefore,  public  aware- 
ness, education,  and  communication  are  es- 
sential to  improving  organ  donation  and  pro- 
curement. 


Special  thanks  to  Karen  Risk,  Administrative 
Director,  and  Laura  Trouba-Jennings,  Manager  of 
Development  and  Education,  from  the  Nebraska 
Organ  Retrieval  Systems,  Inc.,  for  critical  review, 
data,  and  proofreading. 
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THERE  has  been  growing  national 
concern  about  the  declining 
proportion  of  medical  stu- 
dents entering  primary  care  specialties.  The 
percentage  of  United  States  physicians  in  family 
practice,  general  internal  medicine  and  general 
pediatrics  has  been  decreasing  over  the  last 
decade.  According  to  the  AAMC's  yearly  survey 
of  graduating  medical  students,  the  percentage 
of  students  who  plan  careers  in  primary  care 
dropped  from  36%  in  1982  to  15%  in  1992.' 
The  portion  of  primary  care  residency  positions 
that  filled  in  the  national  resident  match  fell  from 
83%  in  1987  to  79%  in  1992.2  Clearly,  the 
popularity  of  careers  in  primary  care  has  been 
declining. 

In  Nebraska,  the  supply  of  primary  care  phy- 
sicians is  of  special  importance  because  the 
state  needs  generalists  to  care  for  patients  resid- 
ing in  non-metropolitan  areas.  The  state  has 
developed  innovative  programs  to  favor  the 
training  of  generalists,  from  funding  family  prac- 
tice residencies  to  providing  loans  for  students 
interested  in  rural  practice.  The  University  of 
Nebraska  College  of  Medicine  has  long  been  a 
national  leader  in  programs  that  encourage 
primary  care  careers.  Examples  include  the  state- 
wide training  sites  in  primary  care  and  the  new 
programs  in  family  practice  and  rural  medicine.3 

Methods 

The  College  of  Medicine  has  developed  a 
data  base  recording  the  background,  educa- 
tion, residency  training  and  current  practice  on 
all  physicians  graduating  after  1977.  Informa- 
tion was  compiled  from  administrative  records 
and  alumni  lists  and  verified  using  two  mailed 
surveys  of  all  graduates.  For  those  who  did  not 
respond  to  the  surveys,  we  looked  up  their 
specialty  in  the  directory  of  Physicians  in  the 
United  States4  and  the  Directory  of  Board  of 
Certified  Medical  Specialists.5  We  then  used 
the  American  Medical  Association  Physician 
Masterfile  to  verify  the  specialty  and  practice 
location.  We  classified  as  primary  care  physi- 


cians all  those  who  selected  family  practice, 
general  practice,  internal  medicine  or  pediatrics 
as  their  primary  specialty  from  a list  that  in- 
cluded all  major  internal  medicine  and  pediatric 
subspecialties. 

Since  graduates  spend  at  least  three  years  in 
residency  training  and  may  spend  five  years  or 
more,  1 987  was  the  most  recent  class  for  which 
we  analyzed  the  practice  location  and  specialty. 
For  more  recent  classes  where  graduates  are 
still  in  training  (1988-1993),  we  analyzed  the 
initial  choice  of  specialty.  We  classified  gradu- 
ates who  entered  a preliminary  program  ac- 
cording to  their  eventual  specialty.  For  example, 
a student  who  entered  a one-year  internal  medi- 
cine program  before  starting  training  in  anesthe- 
siology was  classified  as  entering  anesthesiol- 
ogy. 

Since  some  who  start  in  primary  care  end  up 
in  other  specialties,  we  compared  the  number 
entering  each  primary  care  specialty  at  gradua- 
tion with  the  number  now  in  practice  in  that 
specialty.  We  used  multiple  regression  analysis 
to  examine  the  effect  of  years  in  practice  and  the 
specialty  entered  on  the  attrition  rate. 

Results 

Figure  1 shows  the  current  specialty  by  year 
of  graduation  from  the  College  of  Medicine. 
The  percentage  of  College  of  Medicine  gradu- 
ates now  practicing  in  primary  care  is  higher  for 
more  recent  graduating  classes.  Only  33%  of 
the  1978  graduating  class  are  now  in  primary 
care  compared  with  43%  of  the  class  of  1 987. 
The  increase  in  primary  care  over  the  10  years 
reflects  increases  in  all  three  primary  care  spe- 
cialties. 

For  classes  with  graduates  still  in  residency 
training,  figure  2 shows  the  percentage  of  each 


'Address  correspondence  and  reprint  request  to:  Robert  S. 
Wigton  MD,  University  of  Nebraska  Medical  Center,  600  S.  42 
Street,  Omaha,  NE  68198-4285. 
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class  entering  primary  care  training  programs 
from  1 988  to  1 993.  We  classified  all  those  who 
entered  residencies  in  internal  medicine  and 
pediatrics  as  primary  care,  even  though  some 
go  on  to  subspecialty  training.  Thus,  this  classi- 
fication underestimates  the  percentage  who 
will  eventually  take  subspecialty  training.  The 
fourth  residency  program  listed,  the  primary 
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FIGURE  1 

Percentage  of  graduates  now  gracticing  in  the  primary  care 
specialties  of  family  practice,  general  internal  medicine  or 
general  pediatrics:  University  of  Nebraska  Medical  Center 
College  of  Medicine  1978-1987. 


Choice  of  Primary  Care  at  Graduation 

UNMC  College  of  Medicine  1988-1993 
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FIGURE  2 

Proportion  of  graduates  of  the  University  of  Nebraska  Center 
Coliege  of  Medicine  entering  primary  care  residencies  at  the 
time  of  graduation  from  medical  school  1988-1993.  Those 
entering  preliminary  programs  in  the  first  year  are  classified 
according  to  their  main  career  choice.  "Primary  Care"  refers 
to  the  four-year  primary  care  residency  program  at  the 
College  of  Medicine. 
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care  residency,  is  a special  program  of  the 
College  of  Medicine.  In  this  program,  students 
in  their  fourth  year  of  medical  school  begin  a 
four-year  residency  leading  to  specialization  in 
either  family  practice  or  general  internal  medi- 
cine. 

Regression  analysis  showed  that  both  the 
specialty  entered  and  the  year  of  graduation 
affected  the  number  leaving  primary  care  for 
other  specialties  (total  r2  = 0.90).  As  expected, 
those  who  began  internal  medicine  residency 
had  the  greatest  attrition  because  of  the  number 
going  on  to  subspecialty  training.  The  three  year 
general  internal  medicine  residency  is  the  pre- 
requisite for  subspecialty  training  in  internal 
medicine.  There  was  much  less  attrition  in  pedi- 
atrics and  family  practice.  Year  of  graduation 
had  a significant  effect  (additional  r2  = 0.08) 
reflecting  the  fact  that  earlier  classes  had  consid- 
erably more  attrition  than  later.  It  is  not  clear 
whether  the  attrition  was  associated  with  the 
year  of  graduation  or  was  an  effect  associated 
with  increasing  years  of  practice. 

Discussion 

In  contrast  to  what  would  be  expected  from 
national  trends,  a larger  percentage  of  recent 
College  of  Medicine  classes  is  practicing  in 
primary  care  specialties  when  compared  with 
earlier  classes.  The  initial  specialty  choice  of 
graduates  still  in  training  showed  a declining 
interest  in  primary  care  from  1988  through 
1990  but  an  increasing  interest  from  1991 
through  1 993. 

Results  from  the  two  periods  1978-87  and 
1988-93  are  not  directly  comparable.  For  the 
earlier  period,  we  know  the  current  practice 
specialty,  while  for  the  later  period  we  know 
only  the  specialty  of  the  residency  training 
entered.  The  initial  residency  program  does  not 
always  predict  a physician's  eventual  practice 
specialty.  One  can't  know,  for  example,  whether 
a student  entering  a three-year  training  program 
in  internal  medicine  or  pediatrics  will  later  de- 
cide to  subspecialize.  Thus,  the  percentage  of 
graduates  entering  internal  medicine  and  pedi- 
atrics overestimates  the  proportion  who  will 
eventually  practice  as  generalists.  Also,  gradu- 
ates may  change  their  career  plans  after  their 
initial  training.  Others  may  decide  to  practice  as 
generalists,  despite  training  in  a subspecialty. 

What  accounts  for  the  increasing  percentage 
of  graduates  now  in  primary  care?  One  factor 
may  be  the  influence  of  new  and  existing  pro- 
grams at  the  College  of  Medicine  to  encourage 


students  to  enter  primary  care.  The  state  had 
supported  the  establishment  of  the  family  prac- 
tice residency  in  the  1970s  and  the  enthusiasm 
for  the  new  specialty  and  the  presence  of  family 
practice  faculty  as  teachers  and  role  models  on 
campus  has  affected  students'  views  of  general- 
ist careers.  During  the  1980s  the  College  of 
Medicine  expanded  the  highly  successful  rural 
preceptorship  in  family  practice  from  one  month 
to  two  months.  Also,  for  some  time,  the  admis- 
sions committee  has  been  admitting  increased 
numbers  of  students  with  rural  background,  a 
feature  that  favors  the  choice  of  family  practice 
as  a career. 

Part  of  the  reason  that  earlier  classes  now 
have  a smaller  percentage  in  primary  care  is  that 
the  earlier  classes  have  a proportionally  larger 
number  leaving  primary  care  for  other  special- 
ties. Our  results  do  not  reveal  whether  these 
physicians  subspecialized  immediately  after  their 
initial  training  or  whether  the  number  increases 
with  the  number  of  years  in  practice.  Many  have 
blamed  decisions  to  leave  primary  care  on  the 
increasingly  negative  aspects  of  generalists'  prac- 
tice: lower  salaries,  longer  hours  and  the  hassle 
of  intrusive  regulations  and  paperwork.  These 
may  have  influenced  these  generalists'  deci- 
sions to  subspecialize. 

In  conclusion,  the  percentage  of  University 
of  Nebraska  Medical  Center  College  of  Medi- 
cine graduates  now  practicing  in  primary  care 
specialties  is  higher  recently  than  among  physi- 
cians who  graduated  1 5 years  ago.  This  trend  is 
due  in  part  to  greater  initial  interest  in  primary 
care  among  more  recent  graduates  and  in  part 
to  generalists  from  earlier  classes  going  on  to 
other  specialties  at  a higher  rate.  For  classes  still 
in  training,  analysis  showed  a decreased  interest 
in  primary  care  specialties  from  1987  to  1990 
followed  by  a resurgence  of  interest  over  the 
last  three  years.  The  proactive  programs  begun 
during  the  last  two  decades  by  the  state  and  the 
College  of  Medicine  may  have  contributed  to 
the  increasing  percentage  of  Nebraska  gradu- 
ates choosing  primary  care. 
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Comment: 

I would  like  to  commend  Ms.  Reidelbach  and 
Dr.  Wigton  for  a timely,  appropriate  and  infor- 
mative review  concerning  the  choice  of  primary 
care  specialties  by  graduates  of  the  University 
of  Nebraska  College  of  Medicine  from  the 
period  of  1978  to  1992. 

The  Council  on  Graduate  Medical  Education 
has  encouraged  movement  toward  a system 
with  50  percent  of  physicians  as  primary  care 
practitioners.  The  Association  of  American 
Medical  Colleges  (AAMC)  1992  graduation 
questionnaire  indicated  that  only  14.6  percent 
of  graduatingseniors  nationally  indicated  a pref- 
erence for  a career  as  a generalist.  An  additional 
6.6  percent  indicated  additional  plans  for  certi- 
fication in  a general  specialty  and,  therefore,  it  is 
felt  that  about  20  percent  of  1 992  graduates  will 
enter  primary  care  nationally. 

Thus,  the  exemplified  data  base  as  presented 
by  Ms.  Reidelbach  and  Dr.  Wigton  is  extremely 
important  for  the  College  of  Medicine  to  ana- 
lyze the  follow-up  data  of  graduates  from  our 
College  of  Medicine  but  also  perhaps  to  further 
help  define  which  type  of  students  should  be 
chosen  to  provide  the  future  health  demands  of 
the  population  of  Nebraska. 

The  data  by  Reidelbach  and  Wigton  is  well 
presented,  however  I would  like  to  take  issue 
with  some  of  their  general  comments;  more- 
over, I do  not  believe  that  all  their  conclusions 
are  substantiated  by  the  data  they  provide. 

First  of  all,  they  state  that  the  "state  needs 
generalists  to  care  for  patients  residing  in 
nonmetropolitan  areas".  Does  this  mean  that 
urban  areas  do  not  turn  to  generalists  for  their 
medical  care?  Does  this  also  mean  that 
subspecialists  in  urban  areas  indeed  devote 
considerable  practice  time  to  primary  care,  and 
that  the  University  should  provide  ongoing  edu- 
cation that  might  adapt  subspecialists  to  the 
general  health  care  needs  and  demands  of  the 
future? 

Second  of  all,  since  Obstetrician/Gynecolo- 
gists perform  a great  deal  of  primary  care  in 
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females,  should  not  they  be  also  classified  as 
"primary  care  physicians"? 

In  addition,  the  conclusions  that  physicians  in 
training  programs  from  the  1988  to  1993  era 
will  all  practice  primary  care  is  not,  of  course, 
substantiated  by  the  data.  As  the  author  stated, 
many  of  these  individuals  will  further  enter 
subspecialty  care  or  enter  other  specialties  such 
as  emergency  room  practice,  etc. . Therefore  in 
their  discussion,  the  rhetorical  question,  "What 
accounts  for  the  increasing  percentage  of  gradu- 
ates now  in  primary  care?"  should  really  not  be 
answered  for  several  years.  Indeed,  speaking 
anecdotally,  8 of  approximately  80  physicians 
on  the  active  staff  at  Good  Samaritan  Hospital 
in  Kearney  were  in  "primary  care"  specialties  as 
Pediatricians  or  Family  Practitioners  and  all  gradu- 
ated prior  to  1987.  To  stretch  the  imagination, 
this  is  1 0%  of  practicing  physicians  in  our  com- 
munity and  if  this  percentage  were  added  any- 
where from  1978  until  1987,  (figure  1)  there 
were  indeed  a similar  number  of  graduates  of 
UNMC  in  primary  as  the  recent  period  exempli- 
fied. As  the  author  states,  there  is  indeed  a 
difference  between  graduates  in  primary  care 
residencies  and  graduates  in  the  practice  of 
primary  care. 

The  conclusions  that  there  are  more  individu- 
als entering  primary  care  because  of  the  selec- 


tion of  the  Admissions  Committee,  is  not  sup- 
ported by  the  presented  data  but  is  merely  a 
conjectural  statement  or  may  reflect  the  au- 
thors' bias. 

If  a 50  percent  primary  care  practitioner 
supply  is  desirable,  it  is  unlikely  that  changes  in 
the  educational  system  alone  will  be  adequate. 
Other  possibilities  for  increasing  primary  care 
practitioners  should  be  considered  such  as  in- 
creasing the  number  of  physician  care  extend- 
ers, or  increasing  the  subspecialist's  capability  of 
providing  general  care.  Physician  payment  re- 
form may  have  additional  impact  as  well,  par- 
ticularly if  this  is  applied  to  all  payers;  however, 
it  is  felt  that  it  is  too  early  to  tell  what  impact  the 
RBRVS  will  have  on  affecting  future  specialty 
choices. 

In  summary,  I enjoyed  the  article  and  highly 
recommend  itfor  incorporation  in  the  Nebraska 
Medical  Journal;  however,  before  the  College 
of  Medicine  gives  itself  a pat  on  the  back,  further 
analysis  of  the  data  from  the  period  of  1 988  to 
1993  will  have  to  be  undertaken  in  the  future. 

Thank  you  very  much. 

Sincerely, 

William  M.  Vosik,  M.D. 
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ABSTRACT 

The  results  of  the  Nebraska  Heart  Transplant  Program  are  presented.  Survival  at  one  and  four  years,  cost,  waiting  time 
and  return  to  work  rates  are  reported  and  compared  to  known  standards.  Survival  is  91  percent  at  one  year  and  76 
percent  at  four  years  after  transplant.  These  data  as  well  as  costs,  waiting  time  and  return  to  work  compare  favorably 
with  published  and  reported  data.  We  conclude  the  results  of  the  Nebraska  Heart  Transplant  Program  by  all  parameters 
evaluated  are  excellent.  Referral  of  patients  to  distant  programs  causes  needless  inconvenience  and  higher  patient  costs, 
and  is  not  justified. 


INTRODUCTION 

Congestive  heart  failure  is  a common  grow- 
ing health  care  problem  with  high  mortality 
despite  maximal  medical  management.1'2.  Car- 
diac transplantation  improves  survival  34  and 
quality  of  life  in  these  patients5  and  has  there- 
fore become  a preferred  treatment  in  accept- 
able patients. 

The  experience  of  The  Nebraska  Cardiac 
Transplant  Program  is  now  reported.  One  year 
survival,  four  year  survival,  waiting  time  and  cost 
are  better  than  most  large  programs  and  the 
national  averages.6-10.  The  results  show  a rela- 
tively small  community  hospital  based  program 
can  provide  cardiac  transplantation  care  equal 
to  or  better  than  larger  university  based  pro- 
grams. 

METHODS  AND  MATERIALS 

Fifty-six  patients,  45  male  and  1 1 females  age 
18  to  65  years  underwent  cardiac  transplanta- 
tion at  Bryan  Memorial  Hospital  between  March, 
1986  and  August,.  ! 993.  All  patients  lived  in 
Nebraska,  Iowa  and  Kansas.  All  patients  were 
New  York  Heart  Association  Class  IV  (conges- 
tive heart  failure/angina),  and  all  had  severe  left 
ventricular  dysfunction.  Twenty-seven  were 
hospitalized  for  intravenous  inotropic  support 
and  four  required  intra-aortic  ballon  pump  sup- 
port. 

All  grafts  were  obtained  by  distant  organ 
procurement  with  air  distances  of  0-1,5000 
miles.  Graft  ischemia  times  ranged  from  72  to 
209  minutes.  All  patients  received  triple  drug 
immunosuppression  (cyclosporine,  azathio- 
prine,  and  steroids).  Intravenous  methylpred- 
nisolone,  ATGAM  and  Methotrexate  were  used 
for  severe  rejection.  Rejection  was  evaluated  by 
periodic  surveillance  right  ventricular 


endomycardial  biopsies.  All  patients  were  fol- 
lowed carefully  by  the  Nebraska  Heart  Trans- 
plant Program  as  well  as  by  the  primary  care 
physician. 

Employed  was  defined  as  working,  home- 
maker returning  to  usual  activities,  or  retired 
before  and  after  transplantation.  Unemployed 
was  defined  as  not  working,  disabled,  or  work- 
ing pre-transplant  and  retired  post-operatively. 

RESULTS 

One  and  four  year  survival  is  91  percent  and 
76  percent  respectively  (Fig.  1).  All  patients 
were  New  York  Heart  Association  Class  I.  Most 
have  returned  to  work  (Fig.  2).  Average  pre- 
transplant waiting  time  for  ambulatory  patient 
was  24.9  weeks  and  for  hospitalized  patients 
was  32  days  (Fig.  3).  Twenty-nine  patients  listed 
were  removed  from  the  list.  Eighteen  patients 
died  while  waiting,  five  improved  and  no  longer 
required  transplantation.  Average  total  hospital 
and  doctor  charges  for  transplantation  were 
$60,274.00  (Fig.  4).  Average  length  of  stay  was 
1 0.2  days  (Fig.  5) 

Forty-five  patients  are  alive  and  42  are  more 
than  three  months  post  transplant.  Twenty-five 
patients  are  working,  6 did  not  work  pre-opera- 
tively  or  post-operatively  (5  are  homemakers 
and  1 was  a student  and  is  now  a homemaker 
and  was  counted  as  unemployed).  Three  pa- 
tients are  retired,  2 were  before  transplant.  Five 
patients  are  seeking  employment  and  3 are 
disabled. 

DISCUSSION: 

Cardiac  transplant  provides  a second  chance 
for  patients  with  end  stage  congestive  heart 
failure.  Transplant  has  become  the  treatment  of 
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FIGURE  1 

Comparison  of  4 yr.  survival  in  heart  transplant  patients  from  multiple  institutions 
and  the  ISHLT  Registry. 

Nebraska -Nebraska  Heart  Transplant  Program,  Lincoln,  NE;  Utah  - Utah  Transplan- 
tation Affiliated  Hospitals,  Salt  Lake  City,  UT. 

Barnes  - Barnes  Hospital,  St.  Louis,  MO;  THI  - Texas  Heart  Institute,  Houston,  TX. 
Pres  - Presbyterian  Hospital  in  New  York  City,  New  York,  NY. 

Stanford  - Stanford  University  Hospital,  Palo  Alto,  CA. 

Loyola  - Loyola  University  Medical  Center,  Maywood,  IL. 

ISHLT  - International  Society  of  Heart  and  Lung  Transplantation. 


Survival  after  Heart  Transplantation 


Nebraska  15 
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— ■ — Stanford  3 
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FIGURE  2 FIGURE  3 

Comparison  of  percentage  of  patients  returned  to  Comparison  of  waiting  times  before  transplantation, 

work.  Other  - data  from  literature.  Nebraska  - Nebraska  Heart  Transplant  Program. 

Nebraska  - Nebraska  Heart  Transplant  Program. 


Return  to  work  After  Transplantation  Waiting  Time  For  Heart  Transplant 

100%  __ 


Nebraska  Heart  Others  12,  13 

Transplant  Program 
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Patient  Chaiges 


FIGURE  4 

Comparison  of  charges  for  Heart  Transplantation. 
Nebraska  - Nebraska  Heart  Transplant  Program. 


Total  Charges  for  Heart  Transplant 


Nebraska  Heart  National  Average  14 

Transplant  Program 

choice  for  congestive  heart  failure  not  only 
because  of  the  improved  survival, 3 4 but  also  the 
improved  quality  of  life.5  Lough's  Life  Satisfac- 
tion study  documents  higher  quality  of  life, 
fewer  physical  symptoms,  and  better  finances 
for  post  transplant  patients  who  return  to  work.5 
In  addition,  returning  to  work  has  a significant 
benefical  financial  effect  on  society.  At  the  initial 
pre-operative  patient  teaching  we  emphasize 
our  expectations  that  our  patients  return  to 
work.  This  approach  has  resulted  in  excellent 
return  to  work  rate  (76  percent)  (Fig.  2)  ,213. 
Only  three  of  our  patients  remain  disabled. 

The  cost  of  transplantation  is  a personal  issue 
to  patients  as  well  as  a public  health  issue.  One 
might  postulate  that  small  programs  would  be 
less  efficient  and  more  expensive.  This  is  not 
ture  of  our  program,  where  transplantation  is 
relatively  inexpensive  with  cost  56  percent  of 
the  national  average.14  Post  transplant  length  of 
hospital  stay  is  also  less  than  Vi  the  national 
average  (Fig.  5).  16 

Patients  transferred  to  distant  heart  trans- 
plant programs  incur  significant  transportation 
and  living  expenses.  Some  programs  require  the 
patient  to  relocate  to  their  area,  but  even  if 
patients  wait  in  Nebraska  we  estimate  patients 
(out-of-pocket)  living  and  transportation  ex- 
penses to  be  $4,000.00  to  $10,000.00  for  the 
transplant  and  the  first  year  after  transplant.  In 
our  program  nonhospitalized  patients  live  at 
home  and  incur  minimal  transportation  and 


FIGURE  5 

Comparison  of  the  post  transplant  length  of  hospital 
stay  at  the  Nebraska  Heart  Transplant  Program  and  na- 
tional average  (25th,  50th,  and  75th  percentile) 


Length  of  Hospital  Stay 


Nebraska  Heart  National  Cooperative  15 
Transplant  Program  Transplant  Study 


living  expenses  (average  less  than  $500.00)  In 
addition,  some  of  these  patients  can  continue 
working  at  least  part-time  during  the  waiting 
period. 

In  conclusion,  The  Nebraska  Heart  Trans- 
plant Program  provides  Nebraska,  Iowa  and 
Kansas  residents  with  a local  successful  pro- 
gram. Pre-transplant  waiting  times,  cost  and 
length  of  stay  are  below  national  averages  and 
survival  statistics  exceed  the  national  averages. 
Local  patients  transferred  to  distant  programs 
incur  needless  cost  and  inconvenience  with  no 
significant  benefit. 

‘NEBRASKA  HEART  TRANSPLANT  PROGRAM 

Scott  P.  Liggett,  M.D.  - Medical  Director 

Deepak  M.  Cangahar,  M.D.  - Surgical  Director 
Nancy  Steckelberg,  RN,  BSN  - Transplant  Coordinator 
Charles  S.  Wilson,  M.D.,  F.A.C.C. 

Christopher  C.  Caudill,  M.D.,  F.A.C.C. 

Joseph  R.  Card,  M.D.,  F.A.C.C. 

Sabyasachi  Mahapatra,  M.D.,  F.A.C.C. 

Steven  K.  Krueger,  M.D.,  F.A.C.C. 

Kamran  Chalili,  M.D.,  F.A.C.C. 

Dale  A.  Hansen,  M.D.,  F.A.C.C. 

Kyong  T.  Turk,  M.D.,  F.A.C.C. 

Kaliprasad  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

Michael  A.  Breiner,  M.D. 

Giles  S.  Hedderich,  M.D. 

R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 
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ASK  A LAWYER 


1.  May  a physician  routinely  waive  copay- 
ments and  deductibles  for  federal  Medi- 
care patients? 

No.  Medicare  generally  pays  80  percent  of 
the  "reasonable  charge"  for  an  item  or  service, 
and  the  beneficiary  pays  the  other  20  percent. 
Waiving  a deductible  or  copayment  misrepre- 
sents the  actual  charge.  If  the  patient's  20  per- 
cent is  waived,  Medicare  is  paying  1 00  percent 
of  the  actual  bill.  If  you  choose  to  accept  a lower 
amount,  you  must  report  this  so  that  Medicare 
pays  80  percent  of  the  reduced  amount.  Rou- 
tine waiver  of  copayments  and  deductibles  may 
result  in  liability  for  submission  of  a false  claim  to 
the  government.  You  may  forgive  a deductible 
or  copayment  in  consideration  of  a particular 
patient's  financial  hardship,  but  you  must  use 
the  exception  sparingly. 

2.  Is  the  rule  the  same  for  state  Medicaid 

patients. 

Yes,  soon.  Presently  there  are  no  copay- 
ments or  deductibles  required  in  the  Medicaid 
program.  However,  the  Legislature  recently 
passed  LB  808  which  will  impose  a system  of 
copayments  and  deductibles  for  Medicaid  re- 
cipients. Sec.  4 of  the  bill  specifically  states  that 
"a  provider  shall  not  establish  a policy  to  auto- 
matically waive  copayments  or  deductibles." 
The  Director  of  Social  Services  will  adopt  a 
schedule  of  copayments  and  deductibles  and 
submit  a report  to  the  Governor  and  Legislature 
by  December  1,  of  each  year.  The  schedule  will 
go  into  effect  on  April  1,  1994  and  July  1 in 


subsequent  years.  The  bill  also  requires  that  the 
Department  of  Social  Services  seek  a waiver  of 
federal  requirements  that  a copayment  of  de- 
ductible may  not  be  paid  by  a public  assistance 
recipient  if  the  recipient  makes  a declaration 
that  he  or  she  is  unable  to  pay.  This  would  seem 
to  eliminate  the  hardship  exception.  No  specific 
regulations  have  been  released  yet. 

3.  When  is  it  permissible  for  a physician  to 
release  patient  information  to  the  media? 

The  rules  with  respect  to  physician-patient 
privilege  apply.  The  AMA  Code  of  Medical 
Ethics,  Current  Opinions,  at  § 5.03  states: 

A physician  should  not  discuss  a patient's 
medical  condition,  disease  or  illness  with 
the  press  without  the  patient's  authoriza- 
tion. The  patient  or  the  patient's  lawful 
representative  may  authorize  a physician  to 
disclose  health  information  concerning  the 
patient  to  the  press.  The  physician  may 
release  only  authorized  information  or  that 
which  is  public  knowledge. 

★ ★★ 

"Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical 
Journal.  If  you  have  a legal  question  of  general  interest,  please 
write  the  Nebraska  Medical  Journal.  Answers  to  your  questions 
will  be  provided  by  the  Nebraska  Medical  Association's  legal 
counsel:  Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900 
FirsTier  Bank  Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue 
were  provided  by  David  A.  Barron  and  Charles  M.  Pallesen  Jr. 
of  the  Cline  Williams  Law  Office.  Questions  relating  to  specific 
detailed  factual  situations  should  continue  to  be  referred  to 
your  own  counsel. 
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ALLIANCE 


NMAA  Membership 

BARBARA  BOHI 
NMAA  President 


Though  I am  not  a health  care  professional,  I 
have  thought  of  myself  as  a member  of  the 
medical  community  for  a good  many  years.  My 
physician  spouse  and  I were  married  during  his 
second  year  of  medical  school.  I have  survived 
internship,  residency,  Army  life  as  a Captain's 
wife,  and  many  years  as  wife  of  an  OB-CYN.  To 
further  my  involvement  in  the  medical  world,  I 
am  the  mother  of  a geriatrician  and  mother-in- 
law  of  an  anesthesiologist  and  a surgeon.  Belong- 
ing to  fourteen  medically-related  organizations 
has  seemed  a natural  thing  for  me  to  do.  I have 
supported  some  groups  with  dues  only.  To  oth- 
ers I have  given  time  and  energy.  One  must 
choose  for  herself  the  level  at  which  she  is 
comfortable.  But  comfortable  being  involved  we 
need  to  get! 

It  is  my  feeling  that  a medical  community  it  is 
our  obligation  to  work  toward  advancing  good 
health  in  our  nation.  Physicians'  families  take 
leadership  roles  in  all  aspects  of  society.  Surely 
the  physical  and  mental  well-being  of  our  com- 
munities is  a goal  worthy  of  our  efforts. 

To  those  who  ask,  "What  does  the  organiza- 
tion do  for  me"  I would  say  that  you  benefit 
every  time  the  AMA  or  AMAA  promotes  health 
issues  and  medical  practice  concerns. 

The  practice  of  medicine  has  a higher  calling 
than  just  the  delivery*  of  service.  The  medical 
community  is  guardian  of  the  health  of  children, 
the  elderly,  and  all  those  in  between. 

We  as  members  of  the  AMAA,  NMAA,  and 
ourcounty  alliance/auxiliary  can  advance  medi- 
cine and  health  related  issues  through  working 
on  legislation,  health  education  programs,  sup- 
port groups,  and  by  raising  money  to  support 
medical  research.  We  can  all  play  a part  in 
improving  the  health  needs  of  our  country. 
LET'S  DO  IT!! 

To  join,  contact  your  local  alliance  or  send 
your  dues  of  $32.50  (state  and  national)  to:  Jody 
Rapp,  Treasurer,  NMAA,  7440  North  Hampton 
Rd.,  Lincoln,  NE  68506 


The  Nebraska  Medical  Association  Alliance 
has  the  following  cassettes  and  videos  available 
in  the  Resource  Library.  These  are  available  for 
use  by  any  county  alliance/auxiliary  or  member 
of  an  alliance/auxiliary. 

Cassettes: 

HIV/Aids  Education  for  Youth 
The  Health  of  Adolescents 
Comprehensive  School  Health  Education 
Parenting 

Parliamentary  Procedure 
So  Now  You're  Going  to  be  Auxiliary 
President 

Dealing  with  Auxiliary  Finances 

Videos: 

Message  from  AMAA's  President, 

Norma  Skoglund 
Putting  Life  into  the  Newsletter 
Aids  and  Adolescents 
"Aids  Information,  How  Much  IsTo  Much" 
Adolescent  Health,  An  AMA  White  Paper 
Seat  Belts  and  the  Family 
"Health  Access  America" 

To  request  a cassette  or  video,  please  call  or 
write  the  NMA  Office  at  233  So.  13  St.,  Suite 
1512,  Lincoln,  NE  68508  (402)  474-4472.  Your 
request  will  be  mailed  to  you.  Cost  to  you  is  the 
return  postage. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

MONDAY,  OCTOBER  25,  1993  - Update  on 
Neuromuscular  Blockade,  Dinner/Program 
(6:00-8:30  p.m.),  Omaha  Marriott,  Omaha, 
Nebraska.  Target  Audience:  Anesthesiologists 
& CRNA's.  Fee:  $10. 

FRIDAY  EVENING  - MONDAY,  OCTOBER  29- 
NOVEMBER  1,  1 993  — Advanced  Curriculum 
on  Women's  Health,  Marriott  Marquis,  New 
York  City,  New  York.  Target  Audience:  Primary 
Care  Physicians,  Fee:  $525;  $450  before  Sep- 
tember 1 5,  1 993. 

SATURDAY,  NOVEMBER  6,  1993  - Vascular 
Surgery  Conference  - The  Diabetic  Foot,  Red 
Lion  Hotel,  Omaha,  Nebraska.  Target  Audi- 
ence: Primary  Care  Physicians. 

THURSDAY-SATURDAY,  DECEMBER  2-4,  1993 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Gyn  Society  Annual  Scientific 
Session)  Bally's,  Las  Vegas,  Nevada.  Target 
Audience:  Primary  Care  Physicians,  Fee:  $275 

SATURDAY,  FEBRUARY  12,  1994  - 3rd  Annual 
Advances  in  Diagnosis  and  Management  of 
Cardiovascular  Diseases,  Omaha  Marriott 
Hotel,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians  and  Cardiologists.  Fee 
$25. 

SUNDAY-FRIDAY,  FEBRUARY  20-25, 1994-1 2th 
Annual  Park  City  Multidisciplinary  Eye  and 
Facial  Plastic  Surgery  Conference,  Olympia 
Park  Hotel,  Park  City,  Utah.  Target  Audience: 
Ophthalmologists,  Plastic  Surgeons,  Fee:  $450. 

SUNDAY-FRIDAY,  MARCH  6-11,  1994  - 14th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians,  Fee:  $400. 

1 1 DAYS,  MARCH  1 4-25,  1 994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 


Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1  250  - split 
sessions. 

THURSDAY  - SATURDAY,  APRIL  1 4-1 6,  1 994  - 
2nd  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Marriott  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

1 1 DAYS,  APRIL  18-29,  1994  - Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1  250  - split 
sessions. 

THURSDAY  - SATURDAY,  JULY  14-16,  1994  - 
1 994  National  Conference  on  Family  Violence: 
Research  and  Practice,  Holiday  Inn  Central, 
Omaha,  Nebraska 

TUESDAY  - FRIDAY,  JULY  19-22,  1994  - Pan 
Pacific  Lymphoma  Conference,  The  Ritz  Carlton 
- Mauna  Lani,  Kohala  Coast,  Hawaii. 


ONCOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider, Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  6 00  South 
42nd  Street,  Omaha,  NE  68198-5651.  Call  (402)  559-4152  or 
use  our  toll-free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800)  642- 1 095  Nationwide,  Fax  Number  (402)  559-59 1 5. 
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CREIGHTON  UNIVERSITY 

OCTOBER  17-23,  1993  - The  Anesthesiology 
Review  Seminar,  Professional  Seminars,  Inc.,  - 
Scottsdale,  AZ  (Category  2) 

OCTOBER  29-30,  1993  - The  Eighth  Annual:  Day 
With  The  Perinatologists  (Critical  Care  Obstet- 
rics in  the  90's)  - Marriott  Hotel,  Omaha,  NE. 

OCTOBER  30,  1993  - The  Art  of  Antimicrobial 
Management  in  the  1990's,  Joslyn  Art  Mu- 
seum, 2200  Dodge  Street,  Omaha,  NE. 

NOVEMBER  28  - DECEMBER  3,  1 993  - FLASOG 
- Latinamerican  Federation  of  Societies  of  Ob- 
stetrics and  Gynecology-  Panama  City,  Panama 

DECEMBER,  4,  1993  - Cardiac  Imaging  1993  - 
Marriott  Hotel,  Omaha,  NE. 

DECEMBER  1 7-1  8 1 993  — Therapeutic 
Laparoscopy  for  General  Surgeons  - 1 993  Ad- 
vanced Course  - Creighton  University  School 
of  Medicine,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 

Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 

2500  California  Street,  Omaha,  NE  68 1 78. 


MAYO  FOUNDATION 

OCTOBER  21-22,  1 993  - Pediatric  Days  1 993. 
Mayo  Foundatiion,  Rochester,  MN. 

OCTOBER  23-24, 1 993  — Update  in  Cardiovas- 
cular Disease,  Mayo  Foundation,  Rochester, 
MN. 

OCTOBER  30-31,  1993  — Clinical  Autonomic 
Quantitation  Workshop,  Mayo  Foundation, 
Rochester,  MN. 

NOVEMBER  1 1-13,  1 993  — Obstetrical/Gyneco- 
logic Clinic  Reviews  1993,  Mayo  Foundation, 
Rochester,  MN. 

JANUARY  12-16,  1994  - Bone  & Soft  Tissue 
Tumors,  Mauni  Lani  Bay  Hotel,  Kohala  Coast, 
HI. 

FEBRUARY  10-12,  1994  - Mayo  Clinic  State-of- 
the  ARt  Symposium:  Arrhythmia  Management, 
Napa  Valley,  CA. 

FEBRUARY  21-25,  1994  - Neurology  in  Clinical 
Practice,  Keystone  Resort,  Keystone,  Colorado. 

Contact:  Postgraduate  Courses,  Section  of  Continuing  Medi- 
cal Education,  Mayo  Foundation,  Rochester,  MN  55905.  Phone: 
Toll  Free  800-323-2688. 


THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER, 

Washington  D.C. 

OCTOBER  24-27, 1 993  — 1 5th  Annual  Society  For 
Medical  Decision  Making  Meeting.  Location: 
Sheraton  Imperial  Hotel,  Raleigh/Durham,  NC. 

The  contact  person  is  Maria  Gorrick,  SMDM,  George 
Washington  University  Medical  Center,  Office  of  CME,  2300  K 
Street,  NW,  Washington  DC  20037,  202-994-4285  (phone), 
202-994-1791  (fax). 

DECEMBER  2 7-3 1 , 1 993  — Drug  Therapy  for  the 
90's:  An  Update  in  Mechanisms  of  Action  in 
Clinical  Utilization.  Location:  Snowbird,  Utah, 
18  credit  hours.  AMA  Category  1. 

The  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 


NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 

WASHINGTON  UNIV.  SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

THURSDAY-SUNDAY,  NOVEMBER  1 1-14,  1993 
— Anesthesiology &The Geriatric  Patient,  Loca- 
tion: St.  Louis,  Missouri. 

WEDNESDAY-FRIDAY,  NOVEMBER  1 7-1 9, 1 993 
— Contemporary  Cardiothoracic  Surgery,  Lo- 
cation: The  Ritz-Carlton  Hotel,  St.  Louis,  Mis- 
souri, Program  Chairmen:  Joel  D.  Cooper,  M.D. 
and  Alec  Patterson,  M.D. 

SATURDAY,  NOVEMBER  20,  1993  - Hyper- 
cholestererolemia,  Location:  Marriott's  Pavil- 
ion Hotel. 

FRIDAY,  DECEMBER  3,  1 993  - Women's 
Healthcare  Issues,  Location:  The  Ritz-Carlton 
Hotel,  St.  Louis,  Missouri,  Program  Chairman: 
Louis  Avioli,  M.D. 

SATURDAY,  DECEMBER  4,  1993  - Gl  Update, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Guissepe  Aliperti, 
M.D. 
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THURSDAY-FRIDAY,  APRIL  21-22,  1994  - Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRIDAY-SUNDAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  dayman,  M.D. 


For  further  information  on  any  of  the  above  seminars  contact: 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  66 0 South  Euclid  Avenue, 
St  Louis,  Missouri,  631 10-1093,  (800)  325-9862  Interstate, 
(3 14)  362-6893  In  Missouri,  FAX  (314)  362-1087. 


' THIS  /s  mrs.  farkle . ..-Wei? voctor  snys  sub's  w perfect  a/eultH- 

SHE  W(\ WT&  A SE-COMp  OPINION . " 
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The  Hospital  Medical  Staff  Section 
22nd  Assembly  Meeting 
December  2 - 6, 1993 
Hyatt  Regency 
New  Orleans 


HMSS  representatives  won't  want  to  miss  this  year's  AMA-HMSS  Interim 
Assembly  Meeting.  They  will  have  an  opportunity  to  learn  about  and  discuss  with 
AMA's  leadership  and  staff  the  details  of  President  Clinton's  health  care  reform 
proposal  as  well  as  AMA's  legislative  strategy. 

HMSS  representatives  will  also  be  presented  with  an  overview  of  physician  and 
physician/hospital  organizations,  including  the  physician  hospital  organization, 
management  services  organizations,  the  foundation  and  physician  equity  models, 
and  the  hospital-affiliated  professional  corporation. 


Review  and  analysis  of  President  Clinton  released  his  new  health  care  reform  plan  in  September. 

President  Clinton's  Health  HMSS  representatives  in  this  session  will  hear  a full  review  and  analysis 

Care  Reform  Plan  0f  the  plan. 


Physician  Organizations  & Henry  E Golembesky,  MD,  director  of  Integrated  Health  Systems  Practice  of 

Hospital  Organizations  American  Practices  Management  and  former  chief  executive  officer  of  UniMed 

America,  will  discuss  and  examine,  from  a physician's  perspective,  the  advan- 
tages and  disadvantages  of  the  organizational  structures  being  created  in 
response  to  federal,  state,  and  business  health  care  reform  initiatives.  He  also 
will  identify  the  key  elements  of  successful  physician  and  physician/hospital 
organizations. 


Dr  Golembesky  will  be  joined  by  several  physicians  who  currently  practice  in 
these  structures.  They  will  share  their  experiences  and  cite  the  challenges  and 
opportunities  for  physicians.  HMSS  representatives  will  be  able  to  ask  questions 
of  the  physician  panelists  and  together  explore  mechanisms  to  maintain  physi- 
cian control  in  the  credentialing  of  network  providers,  the  monitoring  and 
assessment  of  patient  care,  and  the  setting  of  quality  of  care  standards/outcomes. 

Don't  miss  this  opportunity  to  acquire  leadership  skills  to 
help  your  physician  community  succeed! 


For  information  please  call 
312  464-4745  or  464-4761 


Hospital 

Medical 

Staff 

Section 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 

Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310 

Lincoln,  Nebraska  68502 


"I’m  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload.” 

Owen  Brodie, 
MD,  joined 
CompHealth's 
locum  tenens 
medical  staff  in 
1989,  after  21 
years  in  private 
practice.  Since 
then  he’s  worked  in  temporary  assignments 
in  state  facilities,  filled  in  for  attending  physicians, 
covered  lor  private  practitioners  across  the  country'. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 

It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids.  Mich. 


ADVERTISER'S  INDEXi 


Drug/Alcohol/Emotional/Other  Health 
Problems 

HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 

Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Robert  F.  Shapiro,  M.D.,  Lincoln President 

Frederick  F.  Paustian,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 

James  K.  Ruigh,  Lincoln Assistant  Executive  Director 

NMA  BOARD  OF  DIRECTORS 

Robert  F.  Shapiro,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Chris  C.  Caudill,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Perry  T.  Williams,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Chairholder  Omaha 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Garnet  J.  Blatchford,  M.D Omaha 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Kirk  B.  Muffly,  M.D Omaha 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  W.  Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Steven  M.  Lau,  M.D Lincoln 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

John  C.  Wilcox,  M.D Aurora 

Rick  J.  Windle,  M.D Lincoln 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison  Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Sheila  S.  Ecklund,  R.N Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  A.  Katz,  M.D Omaha 

Royce  A.  Mueller,  M.D Lincoln 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Richard  A.  Morin,  M.D Lincoln 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder  Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M.D Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder  Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairholder Kearney 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Mark  B.  Horton,  M.D.,  Dept  of  Health  Liaison Lincoln 

Bruce  Rowe,  MCH  Liaison Lincoln 
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Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D.,  Director  Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Myrna  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director  Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.  Board  Liaison  Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Suzanne  H.  Granger,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Patricia  A.  Siffring,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  0.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Duane  Sherwin,  M.D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whit  tad,  M.D ( hnaha 

Alan  L.  Worth,  M.D Lincoln 


AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 


Chris  C.  Caudill,  M.D.,  Choirholder Lincoln 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Roger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  N.  Walbum,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E.  Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H.  Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.,  Board  Liaison  Omaha 

David  L.  Bacon,  M.D Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D. Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D Hastings 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

James  G.  Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

Edward  Langdon,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Linda  S.  Head,  M.D Bellevue 

Ronald  W.  Klutman,  M.D Columbus 

James  J.  Phalen,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison  Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Kurt  W.  Lesh,  M.D York 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Michelle  B.  Petersen,  M.D Lincoln 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Haller,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D., Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NM A/CREIGHTON  COORDINATING  COMMITTEE 

NMA  Representatives 

Robert  F.  Shapiro  M.D.,  NMA  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  coordinating  committee 

NMA  Representatives 

Robert  F.  Shapiro,  M.D.,  NMA  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D - Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  0.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN,  cont. 


GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBSTETRICS  - GYNECOLOGY  Karen  M.  Higgins,  M..D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-93 


COLON  & 

RECT  AL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  • Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St,  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-94 


The 

□ 

, j 

n“™|  CONSULTATIVE 

r \T  \T 

OCritGr  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PHILLIP  E.  BURKET,  M.D. 

• Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

• Kidney  Dialysis  & Organ  Transplantion 
•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P O.  Box  5345  Grand  Island.  NE  68802 

Office:  (308)  382  3994  1-800-233-3994  FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462 

LINCOLN 


BURN 

CARE 

NEBRASKA 


tc 


BURN 
CARE 

NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 


For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


8-94 


eye 

3=  I surgical 
— associates 


5445  South  Street 
Lincoln,  NE  6B506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Falrbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 
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LINCOLN  OB-GYN,  P.C. 

William  P.  Heidrick,  M.D.,  FA  CO  G Joseph  G.  Rogers,  M.D..F.A.C.O.G. 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G  Gregory  W Heidrick,  M D . F.A.C.O.G. 

YvonneK.  Davenport.  M.D. , F.A.C.O.G. 


"Board  Certified  in  Obstetrics  & Gynecology" 


• HIGH  RISK  OBSTETRICS 

• PELVIC  ULTRASOUND 

• GYNECOLOGIC  FEMALE 

URINARY  PROBLEMS 

• MICROSURGERY 

• LASER  SURGERY 

• MAMMOGRAPHY 


G24  HOURS  • 7 DAYS  A WEEK  — i 

483-7641 

NEW  PATIENTS  WELCOME • 


MEDICAL  PARK  PLAZA  BUILDING 

Suite  200,  301  S.  70th 
Lincoln,  NE  68510 


10-94 


RICHARD  A.  MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-94 


rM 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Dale  A.  Hansen,  M.D. 
Joseph  R.  Gard,  M.D. 
Steven  K.  Krueger,  M.D. 
Kaliprasad  N.  Ayala,  M.D. 

Charles  S.  Wilson,  M.D. 
Christopher  C.  Caudill,  M.D. 
Sabyasachi  Mahapatra,  M.D. 
Kamran  Ghalili,  M.D. 

Steven  L.  Marlin,  M.D. 

(402)  489-6554  or 

1-800-MED-LINC 

11-93 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Coliicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL:  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  1 00  • Lincoln.  NE  6851 0 1 1 -93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 

ORTHOPAEDIC  SURGERY 


(Bones  & Joints) 


• GENERAL  ORTHOPAEDICS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDREN'S  ORTHOPAEDICS 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

* ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASE  & TRAUMA 

• DISORDERS  OF  THE  SPINE 
•TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERY OFTHE HAND 

Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 
Patrick  E.  Clare,  M.D. 

William  F.  Garvin,  M.D. 

David  P.  Heiser,  M.D. 

Thomas  M.  Heiser,  M.D. 

Daniel  R.  Ripa,  M.D. 

Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 
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Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 

LouisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 

Phone:  402-475-4948 

10-94 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D.O. 
MICHAEL  J.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.GAMMEL,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS I.OKOYE,  M.D. 
JOHNF.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.  SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 


6-94 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 

8-94 


Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 

10-93 


UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 


4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888  8.94 


Jtrairie  surgical 

ASSOCIATES  P.C 


John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-1242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 
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T Trology 

Adult  & Pediatric 

v^enterr, 

Urology 

Hal  K.  Mardis,  M.D.,  F.AC.S. 

R.  Michael  Kroeger , M.D.,  F.AC.S. 

Harvey  A.  Konigsberg,  M.D.,  F.AC.S.  Peter  M.  Gordon,  M.D.,  F.AC.S. 

H.  Jeoffrey  Deeths,  M.D.,  F.AC.S. 

Certified  American  Board  of  Urology 

• 111S.  90th  Street 

• Satellite  Clinic 

Omaha,  NE  68114 

Papillion,  NE 

(402)  397-9800 
800-882-4770 

3-94 

GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D,  FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY,  M.D,  BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D.  R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D.  TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery  Disorders; 

Joint  Replacement  • The  Spine  & Knee 

Sports  Medicine  • Foot  & Ankle 

Work  Related  Injuries  & Evaluations  • Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 399-8550 

Appolnlmenta 399-8484  Billing 399-9301 

3-94 


Stonley  M.  Ttuhlsen.  M.D..  F.A.C.S. 
C.  Rex  latta.M.D..  F.A.C.S. 

AFFILIATED 

John!.  Rarmell,  M.D.,  F.A.C.S. 

Raymond  M.  Crouman,  III.  M.D.,  F.A.C.S. 

EYE  PHYSICIANS 

Camilla  R.  Parson.  M.D. 
John  0.  Peters.  M.D. 

& SURGEONS,  P.C. 

Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 

Laser  Surgery-Retinal  & Vitreous  Surgery 

Cornea  & Anterior  Segment  Surgery 

TWO  LOCATIONS 

210  Regency  Parkway,  Suite  10 
Omaha,  NE  68114 
(402)  391-3131 
FAX  (402)  391-3147 

4242  Farnam  Street,  Suite  247 
Omaha,  NE  68131 
(402)  552-2300 
FAX  (402)  552-2301 

5-94 

Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  • 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pad i a trie 

Atthma  i 

Clinical  Immunology 


COLUMBUS  • 2363  18th  AV. 

402-563-3379 


NORFOLK  - 1 300  NEBRASKA  A V. 

402-379-3250 


GRANO  ISLAND  - 1806  N.  CLEBURN 

308-381-1700 

3-94 


BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


il 

Patrick  W.  Bowman,  M.D. 

NEBRASKA  David  N.  Kettleson,  M.D. 

SPINE  Michael  C.  Longley,  M.D. 

SURGEONS,  PC.  h,EJ;;/w"Dm.d. 

402-397-6661 

9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 

8-94 

Eye  Physicians 
Omaha 

4353,  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 

11-93 


ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  68124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6766 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  11.93 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  Care  Locum 
Tenens  positions.  Full-time,  and  regular  part-time.  Nu- 
merous Iowa  locals.  Democratic  group,  highly  com- 
petitive compensation,  paid  St.  Paul  malpractice  with 
unlimited  tail,  excellent  benefit  package/bonuses  to 
full-time  physicians.  Contact  Acute  Care,  Inc.,  P.O. 
Box  5 1 5,  Ankeny,  I A 5002 1 , phone  1 -800-729-781 3 or 
515-964-2772. 

MISSOURI:  GASTROENTEROLOGIST:  Seeking 
second  BC/BE  gastroenterologist  to  join  busy,  well- 
established  gastroenterology  practice  in  growing,  pic- 
turesque midwestern  town  of  10,000  serving  an  area 
of  75,000.  Located  40  minutes  west  of  St.  Louis, 
Missouri.  Office  endoscopy  facilities  available.  Affilia- 
tion with  excellent  community  hospital  with  excellent 
Gl  laboratory  facilities.  Interested  applicants  should 
send  CV  to  Eugene  Tucker,  MD,  FACG,  FACP,  800  East 
Fifth  Street,  Suite  212,  Washington,  MO  63090. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certified 
Family  Physicians  seek  associate  for  this  "All  America" 
Community  in  west  Central  Nebraska.  Obstetrics  re- 
quired. Send  CV  to:  Gothenburg  Family  Practice  Asso- 
ciates, Doctors  David  Hult  and  Larry  Wilson,  902  - 20th 
Street,  Gothenburg,  NE  69138. 

PART-TIME  PHYSICIAN  OPENINGS  WITH  FLY- 
ING OPPORTUNITY:  The  Nebraska  Air  Guard  is  seek- 
ing physicians  to  become  commissioned  medical  offic- 
ers. Duty  is  one  weekend  per  month  between  the 
hours  of  8 a.m.  and  4 p.m.  Responsibilities  include 
basic  medical  physical  and  flight  physical.  Physicians 
are  needed  in  the  area  of  aerospace  medicine,  emer- 
gency medicine  and  flight  medicine.  Training  will  be 
provided  if  needed.  Opportunity  for  promotion  to  the 
rank  of  Lt.  Colonel  (0-5)  or  Colonel  (0-6)  exists.  Prior 
commissioned  officers  from  any  branch  of  the  service 
are  urged  to  apply.  Contact  Smsgt.  Larry  Brooks,  1 300 
Military  Road,  Lincoln,  NE  68508-1090,  (402)  473- 
1145. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies,  electric  exam  table-  5 complete 
sets  of  exam  tables  and  associate  equipment.  Call 
(308)  384-7100,  72 1 W.  7th,  Grand  Island,  NE  68801 . 

PACIFIC  NORTHWEST  AND  ROCKY  MOUNTAIN 
LOCATIONS:  Opportunities  in  primary  care,  and  other 
specialties.  Urgent  need  for  spring  and  summer.  Ben- 
efits include  malpractice,  lodging  and  transportation. 
Assignments  vary  in  duration.  Temporary  and/or  per- 
manent placement  available.  Call  or  write  Ed  Novelli  at 
Interim  Physicians,  41 1 5 E.  Jewell,  #101 8,  Denver,  CO 
80222;  1-800-669-0718. 


OPPORTUNITY:  Three  board-certified  internists 
looking  for  a fourth  to  fill  vacancy  left  by  loss  of  senior 
internist.  Growing  medical  community  with  $43  mil. 
hospital  expansion.  Four-season  climate.  Good  schools, 
forward-looking  community.  Come  to  Missouri's  "most 
livable  citv."  Salary  to  start  $1 10K+,  benefits.  Reply  to 
Box  045,  c/o  Nebraska  Medical  lournal  233  S.  1 3th 
St.,  #1512  Lincoln,  NE  68508-2091. 

EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  theNorth  Memorial  Medical  Center  primary  care 
network.  Opportunities  in  family  practice,  internal 
medicine  and  OB/GYN  that  allow  security  and  stability 
without  sacrificing  autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and  semi-rural  set- 
tings. Teaching  opportunities  with  North  University  of 
Minnesota  residency  program.  Competitive  compen- 
sation structures  and  flexible  schedules  with  indepen- 
dent or  hospital-owned  group  practices.  Immediate 
access  to  Minneapolis/St.  Paul  attractions.  Central  to 
Minnesota's  abundant  lake  country.  If  you're  BC/BE, 
send  your  CV  or  call  in  confidence,  North  Physician 
Placement  Office,  North  Memorial  Medical  Center, 
3300  Oakdale  Ave.,  North,  Robbinsdale,  MN  55422, 
(800)  255-6353,  ext.-1336. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE: Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  Pennsylvania, 
Ohio,  Nebraska,  Illinois,  Minnesota,  and  Wisconsin; 
INTERNAL  MEDICINE  positions  in  Wisconsin  and 
New  York;  OB/GYN  positions  in  southeastern  Wis- 
consin. We  would  be  happy  to  provide  you  with 
further  information.  Please  call  toll-free,  1-800-243- 
4353  or  send  your  CV  to  STRELCHECK  & ASSOCI- 
ATES, INC;  1 0624  N.  Port  Washington  Road,  Mequon, 
Wl  53092. 

GASTROENTEROLOGY,  NEUROSURGERY,  OC- 
CUPATIONAL MEDICINE,  ONCOLOGY,  ORTHOPE- 
DICS, ORTHOPEDICS-HAND,  UROLOGY:  Strelcheck 
& Associates,  Inc.,  an  extension  of  our  clients  recruiting 
department,  has  positions  available  in  Wisconsin,  Michi- 
gan, and  Ohio.  We  would  be  happy  to  provide  you 
with  further  information.  Please  call  1-800-243-4353 
or  send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC;  10624  N.  Port  Washington  Road,  Mequon,  Wl 
53092. 

BIG  CITY  STYLE  AND  SMALL  TOWN  HOSPITAL- 
ITY: Sums  up  our  community  very  well.  If  you  are  a 
family  practice  physician  interested  in  rural  family 
medicine,  working  in  a modern  clinic  attached  to  a 
small  acute  care  hospital,  hunting,  ranching,  rodeos, 
the  outdoors,  paleontology,  and  a better  place  in 
which  to  work  and  raise  a family,  we  would  like  to  get 
together  to  discuss  what  we  can  offer  each  other. 
Please  write  or  call  for  more  information:  Administra- 
tor, St.  Luke'sTri-State  Hospital  and  Southwest  Medical 
Clinic,  Drawer  C,  Bowman,  ND  58623,  telephone 
(701)  523-5265.  Thank  you. 
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When  you  need  more 
than  just  the  fax... 


The  Ricoh  FAX2500L  laser  facsimile  machine  can  transform  a medium- 
sized office  into  a flexible,  functional,  shared-work  environment.  This  one 
affordable  machine  allows  you  to: 

• Receive  "original  quality"  laser  faxes  on  plain  paper— at  only  6 seconds  per  page 

• Scan  pages  in  seconds,  so  you  don't  have  to  stand  by  the  fax  machine 

• Make  copies 

• With  printer  interface  option,  you  can  even  laserprint  files  from  two  IBM®  PC  or  com- 
patible workstations 


Cl $7(\  now  on  Purchase  of  the  Ricoh  FAX2500L  with  your  Nebraska 
wClVv*  /\J  Medical  Association  membership.  The  Association  will  also 
receive  non-dues  income  from  your  purchase. 


LINTFLFAX 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 


p JkC HOI’  (Pravastatin  Sodium  Tablets) 

C (TRAINDfCATIONS 

□ ^sensitivity  to  any  component  of  the  medication 
live  liver  disease  or  unexplained,  persistent  elevations  m Iinajt  functon  tests  (see  WARNINGS) 

and  lactation  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid  kwermq  drugs 
o'9  pregnancy  should  have  little  impact  on  the  outcome  of  long  term  therapy  of  primary  hyper 
c jstarotemia  Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal 
c lopment  (ndudng  synthesis  of  steroids  and  cell  membranes)  Since  HMG-CoA  reductase  inhibitors 
c ease  cholesterol  synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from 
c asteroi.  tlwy  may  cause  fetal  harm  when  administered  to  pregnant  women  Therefore.  HMG-CoA  reduc 
t »Vxbtors  are  coitrandicated  dumg  pregnancy  arxl  n nurs*>g  mothers  Pravastatin  should  be  admin - 
i ed  to  women  of  childbeanng  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
I ) been  informed  of  the  potential  hazards,  it  the  patient  becomes  pregnant  while  takng  this  class  of 
c i therapy  should  be  discontnued  and  the  patent  apprised  of  the  potential  hazard  to  the  fetus 
' THINGS 


1 1 Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-tewemg  therapies,  have  been  assoa 
i • with  biochemical  abnormalities  of  liver  function  Increases  of  serum  transaminase  (ALT.  AST)  values  to 
5 e than  3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have 
I i reported  n 1.3%  of  patents  treated  with  pravastatin  »i  the  U S oer  an  average  period  ot  18  months, 
se  abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment 
. iten  In  those  patents  *i  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  wtx> 
•i  9 discontnued  from  therapy,  the  transamnase  levels  usually  fell  skwty  to  pretreatment  levels  These 
i hermcaJ  fnd»igs  are  usually  asymptomatic  although  worldwide  experience  indicates  that  anorexia,  weak 
k k and/a  abdomnal  pan  may  also  be  present  n rare  patients 

j s with  other  hpid-lowemg  agents,  liver  function  tests  should  be  performed  dumg  therapy  witfi  pravastatn 
jm  annotr<r»sferases,  *iclud*ig  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six 
*Ks  for  the  first  three  months,  every  eight  weeks  dumg  the  remander  of  the  f*st  year,  and  periodically 
eafter  (eg.,  at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop 
eased  transamnase  levels  Liver  Unction  tests  should  be  repeated  to  conftm  an  elevation  and  subse 
tty  morrtored  at  more  frequent  ntervals  If  ncreases  n AST  and  ALT  equal  or  exceed  three  times  the  upper 
't  of  normal  and  persist,  then  therapy  should  be  discontnued  Persistence  ol  significant  aminotransferase 
atens  toKowng  discontnuation  of  therapy  may  warrant  consideration  of  liver  bopsy 
<ctve  liver  disease  or  unexplaned  transamnase  elevations  are  contraindications  to  the  use  of  pravastatn 
• CONTRAJMXATIONS)  Caution  should  be  exercised  when  pravastatin  is  admrustered  to  patients  with  a 
lory  of  liver  disease  or  heavy  alcohol  ngesfion  (see  CLINICAL  PHARMACOLOGY  Pharmacokmet 
Metabolism)  Such  patents  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended 
ng  range,  and  titrated  to  the  desired  therapeutic  effect 

etetal  Muscle:  Rhabdomyotysis  with  renal  dysfunction  secondary  to  myoglotxnuna  has  been 
xxted  with  pravastatn  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported 
xa^aslatn  treated  patents  (see  ADVERSE  REACTIONS)  Myopathy,  defned  as  muscle  achng  or  muscle 
akness  n conjunction  with  increases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  times  the 
jer  Irmt  of  normal  was  reported  to  be  possibly  due  to  pravastatn  n only  one  patent  n clmcal  trials  (<0.1%). 
opathy  should  be  considered  n any  patent  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or 
nked  elevation  of  CPK.  Patents  should  be  advised  to  report  promptly  unexplained  muscle  pan.  tenderness 

i weakness,  particiiarty  if  accompanied  by  malaise  or  fesx  -r  Pravastatin  therapy  should  be  discontinued 
narkedty  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy 
ouid  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition 

Eedisposmg  to  the  development  of  renal  failure  secondary  to  rhabdomyotysis,  e.g.,  sepsis;  hypo- 
ns»on;  major  surgery;  trauma;  severe  metabolic,  endoenne,  or  electrolyte  disorders;  or  uncoo- 
ked epilepsy. 

The  nsk  of  myopathy  dumg  treatment  with  lovastatn  is  ncreased  if  therapy  with  either  cydospome. 
(mfibrozil.  erythromyan,  or  macn  is  admrwstered  concurrently  There  is  no  experience  with  the  use  of 
bvastatn  together  with  cydospome  Myopathy  has  not  been  observed  n dnea)  Inals  involving  small 
imbers  of  patents  who  were  treated  with  pravastatn  together  with  maon  One  trial  of  limited  size  nvdvng 
mbned  therapy  with  pravastatin  and  gemfibrozil  shoved  a trend  toward  more  frequent  CPK  elevations  and 
itent  withdrawals  due  to  musculoskeletal  symptoms  n the  group  receiving  combined  treatment  as  com 
fired  with  the  youps  receiving  placebo,  gemfibrozil,  or  pravastatn  monotherapy  Myopathy  was  not  reported 
this  trial  (see  PRECAUTIONS  Drug  Interactions)  One  patent  developed  myopathy  when  clofibrate  was 
»ded  to  a previously  well  tolerated  regimen  of  pravastatn.  the  myopathy  resoked  when  clofibrate  therapy  was 
)pped  and  pravastatn  treatment  continued  The  use  of  fibrates  alone  may  occasionally  be  associ- 
ed  with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
TECAimONS 

eneral:  Pravastatn  may  elevate  creatne  phosphoknase  and  transamnase  levels  (see  ADVERSE  REAC 
ONS)  This  should  be  considered  n the  differential  diagnosis  of  chest  pan  n a patient  on  therapy  with 

avastatn 

Homozygous  Famial  Hypercholesterolemia  Pravastatn  has  not  been  evaluated  n patients  with  rare  homo 
gous  farmhal  hypercholesterolemia  In  this  cyoup  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
hibtors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 

Renal  Insufficiency-  A sngle  20  mg  oral  dose  of  pravastatn  was  administered  to  24  patients  with  varyng 
egrees  of  renal  impairment  (as  determned  by  creatinine  clearance).  No  effect  was  observed  on  the  pharma 
*netics  of  pravastatn  or  its  3a -hydroxy  isomenc  metabolite  (SQ  31 .906)  A small  increase  was  seen  n mean 
*UC  values  and  half-life  (tV2)  fa  the  nactive  enzymatic  mg  hydroxytaton  metabolite  (SQ  31 .945)  Given  this 
Inal  sample  size,  the  dosage  admrustered.  and  the  degree  ot  ndrvidual  variability,  patients  with  renal  impair 
lent  who  are  receivng  pravastatn  should  be  closely  monitored 

•tformabon  for  Patients:  Patents  should  be  advised  to  report  promptly  unexplaned  muscle  pan.  tender 
ess  a weakness,  particularly  if  accompaned  by  malaise  a fever 

>mg  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil.  Niacn  (Nicotruc  Acid).  Erythromycin  See 

NARNNGS  Skeletal  Muscle 

Ant/pyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of 
xavestatn  Snce  pravastatn  does  not  appear  to  nduce  hepatic  drug -metabolizing  enzymes,  it  is  not  ex 
Jected  that  any  significant  nteracton  of  pravastatn  with  other  drugs  (e  g , phenytom.  quimdme)  metabolized 
jy  the  cytochrome  P450  system  will  occur 

Chdestyramne/Colestipol  Concomitant  admirustration  resulted  n an  approximately  40  to  50%  decrease  in 
he  mean  AUC  of  pravastatn.  However,  when  pravastatn  was  administered  1 hour  before  a 4 hours  after 
tides  tyramne  a 1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  n 
xavaiablity  or  therapeutic  effect  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy.) 

Vterfam  In  a study  nvofvng  10  healthy  male  subjects  given  pravastatin  and  wartam  concomitantly  for 
5 days,  bioavailability  parameters  at  steady  state  tor  pravastatin  (parent  compound)  were  not  altered 
^avastatn  did  not  alter  the  plasma  proten- binding  of  wartam.  Concomitant  dosng  did  ncrease  the  AUC  and 
Cmax  of  wartam  but  did  not  produce  any  changes  m its  anticoagulant  action  (i.e.,  no  increase  was  seen  in 
mean  prothrombn  time  after  6 days  of  concomitant  therapy).  However,  bieedng  and  extreme  prolongation  of 
orothrombm  time  has  been  reported  with  another  drug  n this  class.  Patients  receivng  warfarin- type  anti- 
coagulants should  have  the*  prothrombn  times  closely  monitored  when  pravastatn  is  initiated  or  the  dosage 
of  pravastatn  is  changed. 

GmeMne  The  AUCo.^r  ^ pravastatn  when  given  with  ametidine  was  not  significantly  different  from  the 
AUC  fa  pravastatn  when  given  alone.  A significant  difference  was  observed  between  the  AUC’s  for  pravastatn 
when  given  with  ametidine  compared  to  when  administered  with  antaad 
D/goxn  In  a crossover  tnal  nvotvng  18  healthy  male  subjects  given  pravastatn  and  digoxin  concurrently  fa 
9 days,  the  boavailability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatin  tended  to  increase, 
but  the  overall  boavailability  of  pravastatin  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 
Gemfibrozil:  In  a crossover  study  n 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  bmdng  of  pravastatin  In 
addition,  there  was  a significant  increase  n AUC.  Cmax,  and  Tmax  fa  the  pravastatin  metabolite  SQ  31 .906 
Combnaton  therapy  with  pravastatn  and  gemfibrozil  is  generally  not  recommended 
In  nteracton  studes  with  asprrn.  antacids  (1  hour  pnor  to  PRAVACHOL).  ometidne.  nicotrvc  acid,  or 
probued.  no  statistically  significant  differences  in  boavailability  were  seen  when  PRAVACHOL  (pravastatin 
sodium)  was  administered. 


Other  Drugs  Dumg  clmcal  trials,  no  noticeable  drug  nteractons  were  reported  when  PRAVACHOL  was 
added  to  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers.  a nitroglycem 

Endocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  arculat- 
ng  cholesterol  levels  and.  as  such,  might  theaetically  blunt  adrenal  a gonadal  steroid  hormone  production 
Results  of  clinical  trials  with  pravastatn  n males  and  post -menopausal  females  were  nconsistent  with  regard 
to  possible  effects  of  the  drug  on  basal  steroid  hamone  levels.  In  a study  of  21  males,  the  mean  testosterone 
response  to  human  chonomc  gonadotropn  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment 
with  40  mg  of  pravastatin.  However,  the  percentage  of  patents  showing  a >50%  nse  m plasma  testosterone 
after  human  chonomc  gonadotropn  stimulation  did  not  change  significantly  after  therapy  in  these  patents.  The 
effects  of  HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studed  in  adequate 
numbers  of  patents.  The  effects,  if  any.  of  pravastatin  on  the  pituitary-gonadal  axis  m pre-menopausal  females 
are  unknown  Patents  treated  with  pravastatin  who  display  clinical  evidence  of  endoenne  dysfunction  should 
be  evaluated  appropriately.  Caution  should  also  be  exerased  if  an  HMG-CoA  reductase  nhibitor  a other  agent 
Lsed  to  lower  cholesterol  levels  is  administered  to  patents  also  receiving  other  drugs  (e.g..  ketoconazole, 
spronolactone.  ametidine)  that  may  diminish  the  levels  a activity  of  steroid  hormones 
CNS  Toxicity.  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  nfiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  m humans  taking 
40  mg/ day  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 

A chemically  similar  drug  h this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 


© 1993  E.  R.  Squibb  & Sons.  Inc.,  Pnnceton,  NJ 


D3-K004 


nogemculate  libers)  in  clinically  normal  dogs  in  a dose- dependent  fashion  starting  at  60  mg/kg/day.  a dos 
tfiat  produced  mean  plasma  drug  levels  about  30  times  higher  than  tlie  mean  drug  level  in  humans  taking  tht 
highest  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced 
vestibulocochlear  Wallerian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for 
14  weeks  at  180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the 
60  mg/kg  dose 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses 
of  10. 30.  a 100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males 
at  the  highest  dose  (p-  0.01).  Altliough  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  tlieir  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given 
40  mg  pravastatn  as  measured  by  AUC 

The  aal  administration  of  10.  30.  a 100  mg/kg  (produang  plasma  drua  li»ks  approximately  0.5  to 
5.0  times  human  drug  levels  at  40  mg)  of  pravastatin  to  mice  fa  22  rTxxiths^t5\;  Ifi  a statistically  significant 
ncrease  in  the  inadence  of  malignant  tympfiomas  n treated  females  vv  p)N n it  merit  groups  were  pooled 
and  compared  to  controls  (p-  0.05).  The  hcidence  was  not  dose^(t0t^ftrfc  male  mice not  affected. 

A chemically  similar  drug  n this  class  was  administered  to  wr  72  weeks  at  xOj&^nd  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3,  15  {*<]  Tvftflls  higher  than  the 
mean  human  serum  drug  concentratiai  (as  total  inhibitory  activity)  after  aAi  iJftfal  dose.  Liver  carcnomas 
were  significantly  ncreased  n high-dose  females  and  mid-  and  NghajjjdlB  m^s,  with  a maximuqi  mdence  of 
90  percent  in  males.  The  nckJenca  of  adenomas  of  the  liver  witWJ^^ritlyTicreased  in  mid^wnigh  dose 
females  i )rug  treatment  ala  - signify  antly  irx  reased  iu*  hk  i«j«-r\Jdniinq  adenomas  tiwPar 1,1  high  dose 
males  and  females  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  oLrerffhts)  were  significantly 
higher  in  high -dose  mice  than  in  controls 

No  evidence  of  mutageniaty  was  observed  in  vitro,  with  or  without  fc£$er  metabolic  activation,  in  the 
following  studies  microbial  mutagen  tests,  using  mutant  strains  of  SA/rnprirmj  typhimunum  or  Escherichia  edi; 
a forward  mutaton  assay  n L5178Y  TK  +/  mouse  lyrnphoma'cells;  a chromosomal  aberration  test  in 
hamster  cells,  and  a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no 
evidence  of  mutagenicity  in  either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice 

In  a study  n rats,  with  daily  doses  up  to  500  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on 
fertility  or  general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor, 
there  was  decreased  fertility  n male  rats  treated  fa  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
was  not  observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  fa  1 1 weeks  (the 
entire  cycle  of  spermatogenesis,  ncludmg  epididymal  maturation).  In  rats  treated  with  this  same  reductase 
nhibita  at  180  mg/kg/day,  seminiferous  tubule  degeneration  (necrosis  ana  loss  of  spermatogemc  epithelium) 
was  observed  Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicu- 
lar atrophy,  decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The 
dmicaJ  significance  of  these  findings  is  unclear 
Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS 

Safety  m pregnant  women  has  not  been  established.  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  m rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  or 
2 40x  (rat)  the  human  exposure  based  on  surface  area  (mg/meter?).  However,  in  studies  with  another  HMG- 
CoA  reductase  nhibita.  skeletal  malformations  were  observed  in  rats  and  mice.  PRAVACHOL  (pravastatin 
sodium)  should  be  admrustered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly 
unlikely  to  conceive  and  have  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while 
taking  PRAVACHOL  (pravastatn  sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the 
potential  hazards  tu  the  fetus. 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  potential 
fa  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established.  Hence, 
treatment  n patients  less  than  18  years  old  is  not  recommended  at  this  time.  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated:  adverse  reactions  have  usually  been  mild  and  transient.  In  4 -month  long 
placebo-controlled  trials.  17%  of  pravastatin -treated  patients  and  1.2%  of  placebo-treated  patients  were 
discontinued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy;  this  difference 
was  not  statistically  significant  In  long-term  studies,  the  most  common  reasons  fa  discontinuation  were 
asymptomatic  serum  transaminase  increases  and  mild,  non-speafic  gastrointestinal  complaints.  Dunng  clini- 
cal trials  the  overall  incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in 
younger  patents 

Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2%  of 
pravastatn  treated  patents  rt  the  placebo-controlled  trials  are  identified  in  the  table  below  also  shown  are  the 
percentages  of  patents  n whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug: 


All  Evrents  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardiovascular 

Cardiac  Chest  Par 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

11 

1.3 

0.9 

Gastrontestral 

Nausea/Vomiting 

7.3 

7.1 

2.9 

3.4 

Diantiea 

6.2 

5.6 

2.0 

1.9 

Abdomnal  Par 

5.4 

69 

2.0 

3.9 

Constipation 

4.0 

7.1 

24 

5.1 

Flatulence 

3.3 

3.6 

2 7 

3.4 

Heartburn 

29 

1.9 

2.0 

0.7 

General 

Fatigue 

38 

3.4 

1.9 

1.0 

Chest  Pain 

3.7 

1.9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  Pam 

10.0 

9.0 

1 4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizziness 

33 

32 

1.0 

0.5 

Renal/Genrtounnary 

Umary  Abnormality 

2.4 

2.9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

63 

0.0 

0.0 

Rhnrtis 

40 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

'Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal:  myopathy,  rhabdomyotysis 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteraton  of  taste,  impairment  of  extra-ocular  move- 
ment, faaaJ  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve  palsy. 

Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has 
included  one  or  more  of  the  following  features  anaphylaxis,  angoedema,  lupus  erythematous-like  syndrome, 
polymyalgia  rtieumatica.  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA, 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens -Johnson  syndrome 
Gastrontestnal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change 
m liver,  ana.  rarely,  arrhosis.  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting. 

Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported  Eosinophil  counts  usually  returned  to  normal 
despite  continued  therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-CoA  reductase  inhibitors 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramine,  colestipol, 
nicotinic  acid,  probued  and  gemfibrozil  Preliminary  data  suggest  that  the  addition  of  either  probued  or 
gemfibrozil  to  therapy  with  lovastatn  a pravastatin  is  not  associated  with  greater  reduction  in  LDL- cholesterol 
than  that  achieved  with  lovastatn  a pravastatin  alone.  No  adverse  reactions  unique  to  the  combnation  a in 
addition  to  those  previously  reported  fa  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomyotysis 
(with  a without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
in  combination  with  immunosuppressive  drugs,  gemfibrozil,  erythromycin,  a lipid-lowering  doses  of  nicotinic 
acid.  Concomitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recom- 
mended. (See  WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  acadental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required. 

(J4-422A) 
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• Improves  key  lipids  — significant  reduction  in  LDL-C' 

• Excellent  safety  profile 

• Easy  for  patients  — once-dailv  dosing,  well  tolerated 

• Usual  dose:  20  mg  once  daily  at  bedtime,  with'  or  without  food 


PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  lla  and  lib)  when  the  response  to  diet  alone  has  not  been  adequate 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy  and  lactation  are  contraindications  to  the 
use  of  pravastatin  sodium 

Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS  in  the  brief 
summary  of  prescribing  information  on  the  adjacent  page. 
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METHODIST  HOSPITAL  AND  CHILDRENS  HOSPITAL 


Working  Together 
To  Bring  \bu  and  Your  Patients 

The  Best 


Methodist  and  Childrens  have  acquired  the  most 
advanced  MRI  technology  available  and  have  placed 
it  in  an  attractive  MRI  Center  with  many  patient 
comforts.  The  new  Center  is  located  in  the  lower 
level  of  the  North  Tower  for  convenient  use  by  both 
hospitals. 

The  Center’s  new  imager  — a General  Electric  1.5 
Tesla  Phased  Array  System  — features: 

• Phased  Array  Coil  Technology  to  view  large  areas 
with  high  detail  in  a single  scan. 


• Cine  Real-Time  Image  Viewing  to  evaluate  joint 
function. 

• Invivo  Research  MRI  Monitoring  System  to  mea- 
sure patient  vital  signs. 

• Two-way  voice  communication  and  soft  lights 
and  music  in  interior  of  scanner. 

Other  features  of  the  new  MRI  Center  include: 

• Separate  waiting  areas  for  inpatients  and  out- 
patients. 


Dual  Sun  Technology  Computer  Systems  for 
nearly  instantaneous  reconstruction  of  images. 


• Large  reception  area  with  children’s  play  area  for 
families. 


Magnetic  Resonance 
Angiography  to  view 
head  and  neck  arteries 
and  vessels  without  inva- 
sive catheters  or  dye 
injections. 


• Holding  rooms  with  oxy- 
gen, suction  and  air 
gases. 

• A life  support  system  in 
the  MRI  suite  for  critical 
care  patients. 


The  Center  is  staffed  with  highly  qualified  personnel  with  several 
years  of  experience  in  diagnostic  imaging.  For  more  infonnation  or  a tour 
of  the  new  MRI  Center  please  call  (402)  390-4646. 


METHODIST  CHILDRENS 

HOSPITAL  HOSPITAL 


Reaching  new  heights  in 
medical  rehabilitation 


Medical  rehabilitation  is  a process  that  provides 
medical  care  and  teaches  people  how  to  make  the 
most  of  life — physically,  mentally  and  socially. 

♦ During  the  past  decade,  the  survival  rate 
of  head  injury  patients  has  increased  from 
50  percent  to  90  percent. 

♦ With  appropriate  rehabilitation,  25  percent  of 
head  injury  survivors  are  capable  of  resuming 
a relatively  active  lifestyle.  An  additional  50 
percent  can  have  functional  capabilities 
restored. 

♦ The  length  of  stay  in  a rehabilitation  facility 
depends  on  the  severity  of  impairment.  In 
1992,  brain  injury  patients  stayed  at  Madonna 
Rehabilitation  Hospital  an  average  of  34  days. 


Madonna  Rehabilitation  Hospital 

5401  South  Street  • Lincoln,  NE  68506  • 402-489-7102 
On-site  family  living  accommodations  available 

Nebraska's  comprehensive  medical  rehabilitation  facility  for  children  and  adults 


STEREOTACTIC 

RADIOSURGERY 

AT  CLARKSON  HOSPITAL 


STEREOTACTIC  RADIOSURGERY 

Clarkson  Hospital  offers  stereotactic  radio- 
surgery, a lifesaving  alternative  to  conventional 
neurosurgery  for  selected  patients.  This  special- 
ized treatment  improves  the  management  of 
arteriovenous  malformations  (AVMs),  brain  and 
skull-base  tumors  and  previously  irradiated 
patients  with  recurrent  brain  tumors.  It  is  also  an 
investigational  treatment  for  inoperable  primary 
tumors.  It  is  indicated  for  selected  patients  with: 

Arteriovenous  malformations  (AVMs) 
Selected  benign  and  low-grade, 
malignant  brain  and  skull-base  tumors 
Acoustic  neurinomas 

Solitary  brain  metastases  (previously  irradiated) 
Pituitary  microadenoma 
Meningiomas,  chordomas 


Clarkson  Cancer  Center  also  participates  in  the 
national  Radiation  Therapy  Oncology  Group 
(RTOG)  radiosurgery  clinical  trials. 


^ CLARKSON 
HOSPITAL 


Nehraska’s^^^/T  Hospital 


STEREOTACTIC  END0CURIETHEH4PY 

Stereotactic  endocurietherapy  (permanent  seed 
implants  and  temporary  catheter  implants)  is 
indicated  to  treat  patients  with  previously  irradi- 
ated or  recurrent  skull-base  and  brain  tumors. 
Catheter  implants  are  routinely  used  along  with 
external-beam  radiation,  surgery  and  chemo- 
therapy in  the  management  of  malignant 
glioblastomas  and  astrocytomas. 

Call  The  Radiosurgery  Team  at  Clarkson  Hospital 
to  learn  more  about  this  innovative  cancer 
treatment  from  Nebraska's  first  hospital. 

Clarkson  Cancer  Center 
Clarkson  Hospital 
44th  & Dewey  Avenue 
Omaha,  NE  68105 

402-552-3844 

1-800-552-5552  (outside  Omaha) 
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USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapril  Maleate-Hvdrochlorotniazide)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality. 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  relatea  to  previous  treatment  with  an  angiotensin 
con  verb  ng  enzyme  inhibitor.  Because  of  the  hydrochlorothiazide  compo- 
nent, this  product  is  contraindicated  in  patients  with  anuria  or  hypersensitiv- 
ity tc  other  sulfonamide-denved  drugs. 

WARNINGS:  General;  Enalapril  Maleate;  Hypotension:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence" of  enalapril  use  in  severely  salt/volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis. 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VAbERETIC  In  patients  receiving  enalapnl  alone,  the  incidence  of  syncope 
is  0.5  percent.  The  overall  incidence  of  syncope  mav  be  reduced  by  proper 
titration  of  the  individual  components.  (See  PRECAUTIONS,  Drug 
Interactions,  and  ADVERSE  REACTIONS.) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  observed  and  may  be 
associated  with  ofiguria  and /or" progressive  azotemia,  and  rarelv  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  blood  pressure  in 
thesepatients,  therapy  should  be  started  under  very  close  medical  supervi- 
sion. Such  patients  snould  be  followed  doselv  for  the  first  two  weeks  or  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased. 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hypoteasion  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  it  necessary,  receive  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapril  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropriate  therapy  and  monitoring  should  be 
provided  until  complete  and  sustains  resolution  "of  signs  and  symptoms  has 
occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
geal edema  may  be  fatal.  Where  there  is  involvement  of  the  tongue,  glottis  or 
larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS.) 

Patients  with  a historv  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
mav  be  at  increased  risk  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS). 

Neutropenia/ Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  especially  it  they  also  have  a collagen  vascu- 
lar disease.  Available  data  from  clinical  "trials  of  enalapnl  are  insufficient  to 
show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates. 
Marketing  experience  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  wnich  a causal  relationship  to  enalapril  cannot  be  excluded. 
Penodic  momtonng  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered. 

Hydrochlorothiazide  Thiazides  should  be  used  with  caution  in  severe  renal 
disease.  In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma. 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma. 

Tne  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions,  Enalapril  Maleate  and  Hydrochlorothiazide) 

Pregnancy;  tnalapril-Hydrochlorotluazide : There  was  no  teratogenicity  in  rats 
given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum  human 
dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide  (2  '/:  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/dav  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  10 
mg/kg/day  of  hydrochlorothiazide  (2  '/’  times  the  maximum  human  dose). 
At  these  doses,  fetotoxicity  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species.  No  fetotoxicity  occurred  at  lower  doses;  30/10 
mg/kg/dav  of  enalapril-hydrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enaiaprif-hydriKhlorothiazide  in  mice 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus  When 
pregnanev  is  detected,  VASERETIC  should  be  discontinued  as  soon  as  possi- 
ble. (See  Fnalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality,  below.) 
Enalapril  Maleate:  Fetal /Neonatal  Morbidity  and  Mortality:  ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant women.  Several  dozen  cases  have  been  reported  in  the  world  literature 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible. 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of  preg- 
nancy has  been  associated  with  fetal  and  neonatal  injury,  including  hypoten- 
sion, neonatal  skull  hypoplasia,  anuria,  reversible  or  irreversible  renal  failure 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development  Prematurity,  intrauterine  growth  retardation, 
and  patent  ductus  arteriosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  exposure 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester.  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed.  Nonetheless,  when  patients  become 
pregnant,  physicians  should  make  every  effort  to  discontinue  the  use  of 
VASERETIC  as  sixin  as  possible. 

ICirely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  intraammotic  envi- 
ronment. 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy  Patients  and  physicians 
should  be  aware,  nowever,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion.  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hjpotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  whicn  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  mav 
be  removed  by  exchange  transfusion,  although  there  is  no  experience  witn 
the  latter  procedure. 

No  teratogenic  effects  of  enalapril  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/ kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects-  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/dav  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide.  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5. 6 mg/kg/dav  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  Fertility  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placentaf  bamer  and  appear  in  cord  blood. 

Non  teratogenic  Effects  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

PRECAUTIONS:  General;  Enalapril  Maleate;  Impaired  Renal  Function:  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in 
renal  function  mav  be  anticipated  in  susceptible  individuals.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,"  treatment  with 
angiotensin  converting  enzyme  inhibitors,  including  enalapril,  may  be  associ- 
ated with  oliguria  ana/or  "progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  were  almost  always 
reversible  upon  aiscontinuation  of  enalapril  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapnl  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existing  renal  impairment.  Dosage  reduction  of  enalapril 
and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients:  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g.,  AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor.  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihypertensive  agent. 

Hyperkalemia:  Elevated  serum  potassium  (greater  than  5.7  mEa/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  witn  enalapril  alone  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive  patients. 
Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  treat- 
ed with  enalapril  plus  hydrochlorothiazide.  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at 
all,  with  enalapril.  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  "of  therapy.  ACE  innibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differential  diagnosis  of  cough 

Surgery/Anesthesia:  In  patients  undergoing  major  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  mav  block 
angiotensin  II  formation  secondary  "to  compensatory  renin  refease  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion 

Hydrochlorothiazide:  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropnate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance;  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia  Serum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  efectrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe 
cirrhiisis  is  present,  dr  after  prolonged  therapy.  Interference  with  adequate 
oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhythmia  and  may  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e.g.,  increased  ventricular  irritabili- 
ty). Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
therapy  with  enalapril  attenuates  the  diuretic-induced  potassium  loss  (see 
Drug  Interactions,  Agents  Increasing  Serum  Potassium). 

Although  any  cnloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in  the 
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treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  vveathi 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  s. 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  acti 
salt  depletion,  appropriate  replacement  is  the  therapv  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  Be  precipitated  in  certa 
patients  receiving  thiazide  therapv 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypoglycem  J 
agents  may  be  required.  Hyperglycemia  may  occur  with  thiazide  diureb< 
Thus  latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapv. 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsyr  2 
pathectomv  patient 

If  progressive  renal  impairment  becomes  evident  consider  withholding  • 4j 
discontinuing  diuretic  therapy. 

Thiazides  nave  been  shown  to  increase  the  urinary  excretion  of  magn 
sium;  this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary  calcium  excretion.  Thiazides  may  cau 
intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of  know  1 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  i 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  ca  ft 
rying  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with  th 
azide  diuretic  therapy. 

Information  for  Patients;  Angioedema;  Angioedema,  including  laryngeal  ederr 
may  occur  especially  following  the  first  dose  of  enalapril.  Patients  should  1 a 
so  advised  and  told  "to  report  immediately  any  signs  or  symptoms  suggestir  | 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  H 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consult!  $ 
with  the  prescribing  physician. 

Hi/potension  Patients”  should  be  cautioned  to  report  lightheadedness  esp 
dally  during  the  first  few'  days  of  therapy  If  actual  syncope  occurs,  tl  i 
patients  should  be  told  to  discontinue  the  drug  until  they  nave  consult!  § 
with  the  prescribing  physidan. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehvdr  I 
tion  mav  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduction  i 
fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  dianh  f 
may  also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  co  I 
suit  with  the  physician. 

H\/perkalemta:  Patients  should  be  told  not  to  use  salt  substitutes  containii  1 
potassium  without  consulting  their  physidan. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  I 
infection  (e.g.,  sore  throat,  fever)  which  may  oe  a sign  of  neutropenia. 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about  ti  I 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  ai  1 
they  snould  also  be  told  that  these  consequences  do  not  appear  to  ha’  1 
resulted  from  intrautenne  ACE-inhibitor  exposure  that  has  been  limited  I 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnancies  J 
their  physicians  as  soon  as  possible. 

NOTE;  As  with  many  other  drugs,  certain  advice  to  patients  being  treat* 
w'ith  VASERETIC  is  warranted  This  information  is  intended  to  aid  in  tl , 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possib 
adverse  or  intended  effects. 

Drug  Interactions;  Enalapril  Maleate ; Hypotension— Patients  on  Diuretic  Then p 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  w 
recently  instituted,  may  occasionally  expenence  an  excessive  reduction 
blood  pressure  after  initiation  of  therapy  w-ith  enalapril.  The  possibility 
hypotensive  effects  with  enalapnl  can  be” minimized  by  either  aiscontiniiir 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  wit 
enalapril.  If  it  is  necessary'  to  continue  the  diuretic,  provide  medical  super, 
sion  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  lea 
an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril 
augmented  by  aritihypertensive  agents  that  cause  renin  release  (e.g.,  diun 
ics). 

Other  Cardiowscular  Agents:  Enalapnl  has  been  used  concomitantly  wi 
beta  adrenergic-blocking  agents,  methyldopa.  nitrates,  calcium-blocku 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  signifies! 
adverse  interactions. 

Agents  Increasing  Serum  Potassium:  Enalapril  attenuates  diuretic-induci 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolactone,  tr 
amterene,  or  amiloride),  potassium  supplements,  or  potassium-contaimr 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassiur 
Therefore,  if  concomitant  use  of  tnese  agents  is  indicated  because  of  democ 
strafed  hypokalemia  they  should  be  used  with  caution  and  with  frequei 
monitoring  of  serum  potassium. 

Lithium:  Lithium  toxicity  has  been  reported  in  patients  receiving  lithiui 
concomitantly  with  drugs  w-hich  cause  elimination  of  sodium,  mdudir 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patien 
receiving  concomitant  enalapril  and  lithium  and  were  reversible  upon  di 
continuation  of  both  drugs.  It  is  recommended  that  serum  lithium  levels  l 
monitored  frequently  if  enalapnl  is  administered  concomitantly  w-ith  lithiur 
Hydrochlorothiazidc/When  administered  concurrently  the  following  druj 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypotensu 
may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin)— dosage  adjustment  of  tl 
antidiabetic  drug  may  be  required 

Other  antihypertensive  drw^s— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resins— Absorption  of  hydrochlorothiazide 
impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of  eitlv 
cholestyramine  or  colestipol  resins  bind  the  Hydrochlorothiazide  and  redu< 
its  absorption  from  the  gastrointestinal  tract  by  up  to  85  and  43  percen 
respectively. 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particular 
hypokalemia. 

Pressor  amines  (e.g.,  norepinephrine)-^ possible  decreased  response  to  pre 
sor  amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  rclaxants,  nondepolarizing  (e.g.,  t ubocurartne)— possib 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics.  Diuretic  agen 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxiot 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  sue 
preparations  with  VASERETIC 

Non-steroidal  Anti-inflammatory  Drugs— In  some  patients,  the  administrate 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natnureti 
and  antihypertensive  effects  of  loop,  potassium-spanng  and  thiazide  diuretic 
Therefore,  when  VASERETIC  and  non-steroidal  anti-inflammatory  agents  ai 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  tf 
desired  effect  of  the  diuretic  is  obtained. 

Carcinogenesis.  Mutagenesis.  Im/kiirmnit  of  Fertility  Enalapnl  in  combmatic 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  microbial  mut. 
gen  test  with  oi  without  metabolic  activation  Enalapril  hvdrochlorothkin 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  eluho 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  mou> 
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bone  marrow  assay 

lihihipril  Mihnte  There*  was  no  evidence  of  a lumori^enic  effect  when  enalapnl  was  administered  for 
HV*  weeks  to  rats  at  doses  up  to1*)  me  k>;  dav  (150  times*  the  maximum  daily  human  dose).  Enalapnl 
has  also  been  administered  tor  ‘*4  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg  kg,  da\ 
respectively.  1 150  anil  300  times*  the  maximum  daily  dose  for  humans)  a no  showed  no  evidence  of  car 
cinoeenidty 

Neither  enalapnl  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  cm  w ithout  metabolic  activ  atior  l nalapril  was  also  negative  in  die  follow  ing  genotoxk  it\  studies 
n\  ass»n  reverse  mutation  assay  with  t cwi  sister  chromatid  exchange  w ilh  cultured  mammalian  cells, 
and  the  micronucleus  test  with  mice,  as  well  as  in  an  in  rnv  cy  togemc  Muds  using  mouse  bone  marrow 
There  were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
to1*)  me  kg  dav  of  enalapnl 

Hl/iInKuiorotliMzhk  Two-vear  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
National  Toxicology  Program  c NT P)  uncov  ered  no  ev  idence  of  a carcinogenic  potential  of 
hydnxhlorothia/ide  in  female  mice  (at  doses  of  up  to  approximately  mg  kg  dav ) or  in  male  and 
female  rats  (at  doses  of  up  to  approximately  KXl  mg  kg  dav)  The  VIP.  however,  tound  equivocal  ev  i- 
dence lor  hepatocarcinogenicity  in  male  mice 

Hvdrocmorothia/ide  was  not  genotoxic  in  eitro  in  the  Ames  mutagenicity  assay  ot  Salmonella 
tmJiiniuriinn  strains  TA  98.  TA  100. 1 A 1535,  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  Ovarv 
(CHOl  test  for  chromosomal  aberrations,  or  in  vn\*  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes  and  the  Dnwjiliilii  x*x-linkeu  recessive  lethal  trait  gene 
Positive  test  results  were  obtained  onlv  in  the  in  vitro  CHO  Sister  Chromatid  Exchange  (dastogemcitv l 
and  in  the  Mouse  1 vmphoma  Cell  (mutagenicity ) assays,  using  concentrations  of  hvarix'hlorothiazide 
from  43  to  1300  pg  ml  . and  in  the  Ayvrgilltb  iiklulan-  non-d inunction  assay  at  an  unspecified  concen- 
tration 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility  ot  mice  and  rats  of  either  h x in  studies 
wherein  these  species  were  exposed,  v la  their  diet,  to  doses  ot  up  to  100  and  4 mg  kg.  respectively 
nor  to  conception  and  throughout  gestation 

n\iMiicy;  Pregnancy  CaUyvru s C (first  tnmesterl  ami  D (nvond  and  third  trimesters!  See  \\  \KN INC  .*> 
Pnyutimy.  I nalapril  Miloite.  Fetal/Niviutal  XMiditv  <nhi  Mortality 

\ursmg  MtVhrrs  Enalapnl  and  enalaprilat  are  detected  in  human  milk  in  trace  amounts  Thia/ides  do 
appear  in  human  milk  wcause  of  the  potential  tor  senous  reactions  in  nursing  infants  from  either  drug, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  \ ASK  RET  Ik , taking  into 
account  the  importance  i>t  the  drug  to  the  mother 
Ihhatrn  U\  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS:  \ ASERETIC  has  been  evaluated  tor  sitetv  in  more  than  ImHI  patients, 
including  over  patients  treated  tor  one  year  or  more  In  clinical  trials  with  V ASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  observed  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapnl  or 
hvdnvhlorothia/ide 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were  dizziness  (8n  percent), 
headache  (5  5 percent!,  fatigue  (3.9  percent!  and  cough  (3 5 percent!  Adverse  experiences  occurring  in 
greater  than  two  percent  ot  patients  treated  with  V ASERETIC  in  controlled  clinical  trials  were:  muscle 
cramps  (2.7  percent),  nausea  (2.5  percent),  asthenia  (2.4  percent),  orthostatic  effects  (2  3 percent),  impo- 
tence <2.2  percent),  and  diarrhea  (2  I percent) 

Clinical  adv  erse  experience's  occurring  in  0.5  to  2.0 percent  of  patients  in  controlled  trials  included:  Bivty 
,-K  A Whole  Syncope,  chest  pain,  abdominal  pain;  UmlmMilar  Orthostatic  hypotension,  palpitation, 
tachycardia;  Oigestiw.  Vomiting,  dyspepsia,  constipation,  flatulence,  dry  moiitn;  \envus/Psininatrii 
Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo.  5 bn:  PrunhLs,  rash.  Otlhr  Dyspnea,  gout,  Kick 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus,  urinary  tract  infection 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  V ASERETIC  (0.6  percent), 
Angioedema  associated  with  laryngeal  edema  niav  K’  fatal.  If  angioedema  ot  the  face,  extremities,  lips 
tongue,  glottis  and  or  larynx  occurs,  treatment  with  \ ASERETIC  should  he  discontinued  and  appropri- 
ate therapy  instituted  immediately  (See  W ARNINGS ) 

HiQVlchshw:  In  clinical  trials,  adverse  effects  relating  to  hv  potension  occurred  as  follows  hv  potension 
(0.9  percent),  orthostatic  hy  potension  ( 1 .5 percent),  other  orthostatic  effects  (2.3  percent)  In  addition  syn- 
cope occurred  in  1 .3  percent  ot  patients  (See  W ARNINGS. i 
Cough  See  PREC  ACTIONS,  Cough 

Clmica)  Ltiboratory  Tsf  Finding*.  \ rmn  Electrolytes  See  PRECAUTIONS 

Creatinine.  Bhwl  Urea  \itnyen  In  controlled  clinical  trials  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  therapy  were  observed  in  about  0.6  percent  of 
patients  with  essential  hy  pertension  treated  with  \ ASERETIC  More  marked  increases  nave  been 
reputed  in  other  enalapnl  expenence.  Increases  are  more  likely  to  occur  in  patients  with  renal  artery 
stenosis  (See  PREC  ACTION'S  i 

S nun  Uric  And.  Ginn s ,Ui gnesium  and  Calcium:  See  PRECAUTIONS 

Hcnnylobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
approximately  0 3 g percent  and  1.0  vol  percent,  respectively ) occur  frequently  in  hypertensive  patients 
treated  with  V 'ASERETIC  but  are  rarely  of  clinical  importance  unless  .mother  cause  of  anemia  coexists. 
In  clinical  tnals.  less  than  0. 1 percent  of  patients  discontinued  therapv  due  to  anemia 
bar  Function  Tests  Rarely  elevations  of  liver  enzvmes  and  or  serum  bilirubin  have  occurred 
Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below  and, 
within  each  category . are  in  order  of  decreasing  severity 

tiuilapnl  Maleate—  Enalapril  has  been  ev  aluated  for  safety  in  more  than  10,000  patients  In  clinical  tnals 
adverse  reactions  which  occurred  with  enalapril  were  also  seen  with  \ ASERETIC  However,  since 
enalapnl  has  been  marketed,  the  following  adverse  reactions  have  been  reported:  Bcxfi/  A*  A Whole 
Anapnv  lactoid  reactions  (see  PRECAUTIONS.  Hcnu\1ialifsis  Patients).  C.<rj;o:a^nlar  Cardiac  arrest, 
myocardial  infarction  or  cerebrov  ascular  accident,  possible  secondary  to  excessiv  e hv  potension  in  high  nsk 
patients  (**■  WARNINGS,  Hi/potenshwk  pulmonary  embolism  and  infarction  pulmonary  edema,  rnvthm 
disturbances  including  atrial  tachycardia  and  bradycardia,  atrial  fibrillation;  hypotension;  angina  pectoris; 
Digestnv  Ileus,  pancreatitis,  hepatic  failure,  hepatitis  (hepatocellular  [prov  en  on  rechallenge]  or  cholestatic 
jaundice!,  melena.  anorexia,  glossitis,  stomatitis,  dry  mouth;  Hematohyii  Rare  cases  of  neutropenia,  throm- 
txicvtopema  and  bone  marrow  depression.  Hemolytic  anemia,  including  cases  of  hemolysis  in  patients 
with  G-b-PD  deficiency,  has  been  reported;  a causal  relationship  to  enalapril  has  not  been  established. 
\envus  Si/steni/Psyduairic  Depression,  confusion,  ataxia,  peripheral  neuropathy  le  g.,  paresthesia,  dyses- 
thesia); Urogenital:  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  (lank  pain,  gy  necomas- 
tia; Respinitory.  Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis,  rhinorrhea,  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis. 
Stev ens-Johnson  svndrome,  herpes  zoster  ery  thema  multitorme,  urticana,  pemphigus,  alopecia,  flushing, 
photosensitivity ; Special  Sons  Blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry  eves,  tearing 
Miscellaneous:  A symptom  complex  has  been  reported  which  mav  include  a positiv  e A\  A.  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia  arthritis,  myalgia  myositis,  fever,  serositis,  v asculitis, 
leukcxv  tosis,  eosinophilia,  photosensitivity . rash  and  other  dermatologic  manifestations 

Fetal/Mvnatal  Morbidity  and  Mortality  See  WARNINGS,  Prvgnamy.  Enalapril  Maleate.  Fetal/Wvnatal 
Morbidity  and  Mortality. 

Hydn\lilon'tlihizide—B<\1y  a-  a Whole  Weakness;  Digestnc  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  cramping,  gastric  irritation,  anorexia,  Hematologic:  Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolvtic  anemia,  tnromboevtopenia.  Hi/fvrsensitnvti/:  Purpura,  photosensitivity  urticaria, 
necrotizing  angiitis  (vasculitis  and  cutaneous  vasculitis),  fev  er,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphvlactic  reactions  Musculoskeletal  Muscle  spasm;  Venous  Sifstcm/Psijchialric 
Restlessness:  Ri'iuil:  Renal  failure,  renal  dy  sfunction,  interstitial  nephritis  (see  WARNINGS);  Skin  Erythema 
multiforme  including  Stev  ens-Johnson  syndrome,  exfoliativ  e dermatitis  including  toxic  epidermal  necrolv  - 
sis,  alopecia;  S/xvii?/  benses  Transient  blurred  vision,  xanthopsia 


* Based  on  patient  weight  of  50  kg. 

For  more  detailed  information,  consult  your  DuPont  Pharma  Representatiiv  or  see  Prescribing  Information. 
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NATIONAL 

ORGANIZATIONS 

American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A,  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
Paul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Aim  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 
Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  / accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

i£ 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Employer/Group 

Address 

Social  Sec.  # 

Bus,  Phone  ( ) 

Incomes 

No,  of  yeare 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
If  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec,  # 

Bus.  Phone ( ) 

Income  S 

No.  of  yeare 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
II  you  do  not  choose  to  have  it  considered  as  a basis  for  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUNT 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  information,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  experience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co- Applicant  Signature  Date 


Method  of  Computing  the  Balance  for 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee,  Overlimit  Fee.  and  Returned 
Check  Charge 

1.  Late  Payment  lee  — 5%  of  the  late  payment  with  a $5.00 
maximum  2 Overlimit  fee  - $1000  and  3.  Returned  check 
fee -$1500 

Annual  Percentage  Rate  lor  Purchases 

Today’s  rate  would  be  15.9%  APR 

Variable  Rate  Information 

The  vanable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  T uesday  of 
March,  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  84%  with  a minimum  rate  of  159%  APR 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases 

The  information  about  the  costs  of  the  card  described  in  this  application  is  accurate  as  of  February  1 993,  when  it 
was  printed.  This  information  may  change  after  the  printing  date  To  find  out  what  may  have  changed,  call  us  at 

1 ■ 800-432-3209  Or,  write  to  us  at  FlraTier  Bank  Credit  Card  Center,  P O Box  7,  Omaha.  NE  68101  0007  FirsTier*  Bank  NA,  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


Breast  of 
chicken 


Today’s  Pork: 

Compare  it  to  chicken 
for  a healthy  surprise 

You  may  not  have  considered  pork  to  be  a healthy 
choice  for  your  patients  on  fat-modified  diets. 

But  today's  fresh  pork  compares  surprisingly  well 
to  chicken  in  total  fat,  saturated  fat.  cholesterol, 
and  calories.1-2* 


Calories 

Total 

Fat 

Saturated 
Fatty  Acids 

Cholesterol 

Chicken  Breast, 
skinless 

140 

3.0  g 

0.9  g 

72  mg 

Pork  Tenderloin, 
trimmed 

139 

4. 1 g 

1 .4  g 

67  mg 

Pork  Top  Loin 
Roast  (boneless), 
trimmed 

165 

6. 1 g 

2-2  g 

66  mg 

Center  Loin  Chop, 
trimmed 

172 

6.9  g 

2.5  g 

70  mg 

Chicken  Thigh, 
skinless 

178 

9.2  g 

2.6  g 

81  mg 

’Table  refers  to  3-oz.  cooked  servings. 


Nebraska  Pork  Producers  Association 
Attn:  Jane  Kreutz-Reeson 
1222  L Street 
Aurora,  NE  68818 


Best  of 
pork 


New  study: 

Pork  is  now  31%  leaner 


Pork  is  leaner  today  because  of  significant 
changes  made  in  breeding  and  feeding  tech- 
niques. According  to  new  1991  official  USDA 
data,  fresh  pork  sold  today  contains  an  average 
of  31%  less  fat  after  cooking  and  trimming 
than  the  same  pork  cuts  reported  in  1983. 1 


Today’s  pork  fits  well  within  the  dietary  guide- 
lines recommended  by  both  the  American 
Heart  Association  and  the  National  Cholesterol 
Education  Program.  Here’s  some  advice  to  help 
patients  on  low-fat  diets  enjoy  the  variety,  extra 
taste,  and  versatility  of  pork: 

• Choose  the  leanest  cuts.  Shop  for  cuts  with 
“loin”  in  the  name. 

• Trim  away  any  visible  fat. 

• Keep  portions  moderate  (about  3 oz,  cooked). 

• Prepare  by  broiling  or  roasting,  and  avoid  addi- 
tional fat  in  preparation. 

1 US  Dept  of  Agriculture.  Composition  of  Foods:  Pork  Products,  1991 . 
Agricultural  handbook  8-10. 

2.  US  Dept  of  Agriculture.  Composition  of  Foods:  Poultry  Products.  1979. 
Agricultural  handbook  8-5. 



TODAY’S  PORK 

The  Other  White  Meat 

© 1992  National  Live  Stock  and  Meat  Board  in  cooperation  with  the  National  Pork  Board 


THE  MARK 


Suite  102  • 9290  West  Dodae  Road 


Omaha.  Nebraska  68114  • 402-397-5600 


It  pays  to  trust  your  financial  growth  to  a specialist. 


Not  all  investment  management  services  stack  up  to 
those  offered  by  Cambridge  Advisors  Inc. 

r*u  rv  rv 

« « « 

Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client’s  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  CounUes:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor:  GordonD.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  CounUes:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  CounUes:  BuUer,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blalny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'Neill.  CounUes:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  CounUes:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  I lasUngs.  CounUes:  Adams,  Chase,  Dundy, 
Franklin,  Frontier,  Pumas,  Gos]>cr,  I larlan,  I layes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 
Webster 

ELEVENTH  I DISTRICT:  Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
Scotts  Bluff,  Sioux. 


COUNTY 

Adams  

Antelope-Pierce 

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball -Deuel . 

Cuming 

Custer 

Dawson 

Dodge 

Five 

Four 

Gage  

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Keith-Perkins-Case 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Platte-Loup-Valley 

Saline  

Sarpy 

Saunders 

Scotts  Bluff 

Seward  

South  Central  

Southeast  Nehr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT 

..  Elvin  G.  Brown,  Hastings  

..  Roger  P.  Massie,  Plainview 

..  Eddie  Pierce,  Alliance 

..  Kay  A.  Keifer,  Kearney  

..  Gerald  W.  Luckey,  David  City  . 

. R R Andersen,  Nehawka  

..  Calvin  Outright,  Sidney  

. E.  L.  Sucha,  West  Point 

. Loren  Jacobsen,  Broken  Bow  ... 


. Mark  C.  Johannsen,  Fremont 

. Willis  L.  Wiseman,  Wayne 

. Murray  Markley,  Loup  City 

. Blake  Butler,  Beatrice 

. Richard  E.  Goble,  Grand  Island  .... 

. J.  C.  Wilcox,  Aurora 

. Melvin  Campbell,  Ainsworth 

. Kaye  B.  Carstens,  Fairbury  

. Berl  W.  Spencer,  Ogallala 

. D.  M.  Laflan,  Creighton  

. W.  T.  Griffin,  Lincoln 

. Gary  L.  Conell,  North  Platte 

. Steffan  R Lacey,  Norfolk  

. Patrick  E.  Brookhouser,  Omaha  ... 

. Richard  Votta,  Norfolk  

Margaret  K.  Stockwell,  Gordon  .... 

, Dean  R Thomson,  Nebraska  City 

, Richard  Cimpl,  Columbus 

Robert  E.  Tuma,  Crete  

Jan  Golnick,  Papillion 

John  Hansen,  Wahoo 

Vincent  G.  Bjorling,  Scottsbluff 

Paul  E.  Plessman,  Seward  

Jeff  Hollis,  Geneva 

Richard  E.  Jackson,  Pawnee  City  .. 

Richard  F.  Klug,  McCook 

Ronald  P.  Morse,  Tekamnh 

Darroll  Loschen,  York 


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 
Scott  Elston,  Alliance 
Jeffrey  P.  Lee,  V.  Pres.,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  Dorwart,  Sidney 
Scott  D.  Green,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Lei  and  F.  Lamberty,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R H.  Rasmussen,  Chadron 
Paul  R Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumsch 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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Imagine  A Medical  Center 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable  ^ 
support  for  your  J4-1  Enter 
patient  practice,  f 

Enter  into  a partnership  - a partnership 
in  patient  management. 


A service  of  your  University  of  Nebraska  Medical  Center. 


ASSOCIATE/ASSISTANT  DIRECTOR 

=0 BmadhwnsMedicalCentef 


A thriving  Family  Practice  Residency  Program  in 
Des  Moines,  Iowa,  seeks  an  experienced  family  phy- 
sician to  assume  responsibilities  as  our  Associate  or 
Assistant  Director. 

Our  program,  located  in  newly  renovated  facilities 
in  a county  hospital,  offers  the  opportunity  to  further 
develop  clinical  skills  in  your  particular  area  of  inter- 
est while  also  assisting  new  residents  to  develop  their 
own  clinical  and  practice  abilities. 

Our  positions  offer  a controllable  lifestyle  with  a 
restricted  schedule  of  back-up  faculty  call  responsi- 
bilities and  an  emphasis  on  medical  practice  without 
the  usual  worries  of  running  your  own  practice  or 
financial  concerns  of  the  small  group.  In  addition  to 
working  with  a productive  and  congenial  faculty  group, 
we  offer  competitive  compensation  and  benefits  and 
the  possibility  of  a University  faculty  appointment. 

If  interested,  contact  Larry  Beaty,  M.D.,  Director, 
Family  Practice  Residency  Program,  Broadlawns 
Medical  Center,  1801  Hickman  Road,  Des  Moines, 
Iowa  50314.  Telephone:  (515)  282-2565. 


AM  A NEWS  NOTES 

MEDICAL  SOCIETY'S  DISCIPLINARY 
ACTION  UPHELD  BY  COURT 

A federal  court  has  upheld  the  Dallas  County 
(Texas)  Medical  Society's  expulsion  of  a physician 
from  its  membership  rolls.  The  court  also  exoner- 
ated the  Texas  Medical  Assn,  and  the  AMA,  which 
supported  the  DCMS  after  the  physician  appealed. 
The  court  said  that  good  faith,  objective  peer 
review  carries  little  risk. 

The  legal  action  began  in  1 989  after  the  brother 
of  a patient  of  Ralph  Emanuel,  MD,  filed  a complaint 
with  DCMS.  The  medical  society's  board  of  censors 
investigated  and  recommended  disciplinary  action. 

The  DCMS  board  of  directors  voted  to  expel  Dr. 
Emanuel  from  membership,  and  after  a hearing, 
reaffirmed  thataction.  He  appealed  totheTMAand 
AMA,  which  affirmed  the  county  society's  action. 

A suit  filed  by  the  physician  in  February  included 
numerous  claims,  including  violation  of  the  Federal 
Health  Care  Quality  Improvement  Act,  violation  of 
the  Texas  Health  Code,  denial  of  due  process  and 
violation  of  civil  rights. 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 

N provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 

For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 
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Turn  of  the  century 
trephine  forcranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


^ f w tuth\r,!>  a//  y wcn-p/w 
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Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


New  Product  Spotlight: 


When  you  need  more 
than  just  the  fax... 


The  Ricoh  FAX2500L  laser  facsimile  machine  can  transform  a medium- 
sized office  into  a flexible,  functional,  shared-work  environment.  This  one 
affordable  machine  allows  you  to: 

• Receive  "original  quality"  laser  faxes  on  plain  paper— at  only  6 seconds  per  page 

• Scan  pages  in  seconds,  so  you  don't  have  to  stand  by  the  fax  machine 

• Make  copies 

• With  printer  interface  option,  you  can  even  laserprint  files  from  two  IBM®  PC  or  com- 
patible workstations 


Q*  now  on  the  Purchase  of  the  Ricoh  FAX2500L  with  your  Nebraska 

OcIVt*  /\J  Medical  Association  membership.  The  Association  will  also 
receive  non-dues  income  from  your  purchase. 


LINTFLFAX 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 


Who  do  you  talk  to  i 
when  your  patients 
show  symptoms  of 
a Post-Traumatic 
Stress  Disorder? 

-titi/fL/  fj  * rh 
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Post-Traumatic 
Stress  Disorder 

•Flashbacks 
•Nightmares 
•Explosive  Personalities 
•Irritability 

•Lack  of  Concentration 
•Poor  Memory 
•Panic  Attacks 


Post-Traumatic  Stress  Disorder  (PTSD), 
a complex  and  frightening  condition, 
haunts  its  victims  with  traumatic 
experiences  from  their  past.  In  painful, 
recurring  dreams  or  flashbacks,  the 
sufferers  relive  disturbing  events.  The 
disorder  can  strike  anyone  who  has 
survived  violent  crimes,  physical  and 
sexual  abuse,  war  or  disasters.  It  affects 
their  ability  to  function  and  relate  to 
others. 

If  you  have  a patient  you  think  may  be 
suffering  from  PTSD,  call  the  Methodist 
Richard  Young  Consultation  Line.  A free 
service  for  professionals,  the  consultation 
line  can  provide  you  with  information  and 
assist  with  assessments  and  admitting. 

Call  toll-free  1-800-782-3160. 

In  Omaha  call  536-6300. 


METHODIST  & 

RICHARD  YOUNG 


Mental  Health  Care 


STATE  ORGANIZATIONS 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Executive  Vice  President 
8502  West  Center  Road,  P.O.  Box  241255,  Omaha,  NE  68124-5255 
American  Diabetes  Association  - Nebraska  Affiliate,  Inc. 

Mary  F.  Cochrane,  Executive  Director 
12838  Augusta  Ave.,  Omaha,  NE  68144 
American  Lung  Association  of  Nebraska 
7101  Newport  Ave.,  #303 
Omaha,  NE  68152 

American  Parkinson's  Disease  Association,  Inc. 

6910  Pacific  St.,  #104 
Omaha,  NE  68106-1044 
Blue  Cross/Blue  Shield  of  Nebraska 
Richard  Guffey,  President 
P.O.  Box  3248,  Main  Station,  Omaha,  NE  68180 
Cerebral  Palsy  of  Nebraska,  Inc. 

Terri  Mecham  Butler,  Executive  Director 
5000  Central  Park  Dr.,  #204,  Lincoln,  NE  68504 
Creighton  University  School  of  Medicine 
Thomas  J.  Cinque,  M.D.,  Dean 
California  at  24th  Street,  Omaha,  NE  68178 
Dairy  Council  of  Central  States,  Inc. 

8205  F Street,  Omaha,  NE  68127 
Vocational  Rehabilitation 

Nebraska  Department  of  Education 
6th  floor,  301  Centennial  Mall  South,  Lincoln,  NE  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Ph.D.,  Director 
4600  Valley  Road,  Lincoln,  NE  68510 
Easter  Seal  Society  of  Nebraska 

3015  N.  90th  St.,  #6,  Omaha,  NE  68134 
March  of  Dimes  - Birth  Defects  Foundation 
1618  L Street,  Lincoln,  NE  68508 
Midlands  Chapter,  National  Multiple  Sclerosis  Society 
7101  Newport  Ave.,  #203,  Omaha,  NE  68152 
Missouri  Valley  Dermatologic  Society 
Suzanne  W.  Braddock,  M.D.,  President 
2808  S.  80th  Ave.,  #230,  Omaha,  NE  68124 
Muscular  Dystrophy  Association 

7101  Newport  Ave.,  #208,  Omaha,  NE  68152 
National  Kidney  Foundation  of  Nebraska,  Inc. 

Karen  Engelsman,  Executive  Director 
7101  Newport  Ave.,  #301,  Omaha,  NE  68152-2116 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
7101  Newport  Ave.,  #308,  Omaha,  NE  68152 
Nebraska  Academy  of  Ophthalmology 
Peter  E.  Diedrichsen,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Academy  of  Otolaryngology 
James  V.  Huerter,  M.D. 

UNMC  - 600  S.  42nd  Street,  University  Hospital 
Omaha,  NE  68198 
Nebraska  Allergy  Society 

Thomas  C.  Nilsson,  M.D.,  President 
8552  Cass  Street,  Omaha,  NE  68114 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Samuel  H.  Mehr,  M.D.,  President 
12918  Gold  Circle,  Omaha,  NE  68144 
Nebraska  Association  of  Nurse  Anesthetists 
Steven  Wooden,  CRNA,  President 
625  S.  14th  St.,  #200,  Lincoln,  NE  68508 
Nebraska  Association  of  Pathologists 
Samuel  E.  Boon,  M.D.,  President 
601  North  30th  Street,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Cardiology 
Joseph  D.  Lynch,  M.D.,  President 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2166 
Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Dennis  DeRoin,  M.D.,  Secretary-Treasurer 
Jody  L.  Filipi,  Executive  Director 
7101  Newport  Ave.,  #201,  Omaha,  NE  68152-2158 
Nebraska  Chapter,  American  Academy  of  Pediatrics 
Steven  C.  Likes,  Administrator 
3001  Douglas,  7th  Floor  N.,  Omaha,  NE  68131 
Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Michael  Westcott,  M.D.,  Secretary-Treasurer 
9742  Ascot  Drive,  Omaha,  NE  68114 
Nebraska  Chapter,  American  College  of  Physicians 
Rowen  K.  Zetterman,  M.D.,  Governor 
UNMC  - 600  S.  42nd  St.,  Omaha,  NE  68198-2000 
Nebraska  Chapter,  American  College  of  Surgeons 
Jon  Thompson,  M.D.,  President 
233  S.  13th  Street,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Dental  Association 

Tom  Bassett,  Executive  Director 
3120  O St.,  Lincoln,  NE  68510 


Nebraska  Department  of  Health 

Mark  B.  Horton,  M.D.,  M.S.P.H  , Director 
P.O.  Box  95007,  301  Centennial  Mall  So.,  Lincoln,  NE  68509 
Nebraska  Dietetic  Association 
Karen  L.  Benson,  RD,  CN 
P.O.  Box  5232,  Grand  Island,  NE  68802 
Nebraska  Health  Care  Association 

Patricia  Snyder,  Executive  Director 
421  South  9th  Street,  Suite  137,  Lincoln,  NE  68508 
Nebraska  Hospital  Association 
Harlan  Heald,  President 
1640  L Street,  Suite  D,  Lincoln,  NE  68508-2509 
Nebraska  League  for  Nursing 
Kathy  Kaiser,  President 
P.O.  Box  24253,  Omaha,  NE  68124-0253 
Nebraska  Medical  Association 

William  L.  Schellpeper,  Executive  Director 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Medical  Foundation 

William  L.  Schellpeper,  Executive  Secretary 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Nurses  Association 

Donna  R.  Baker,  Executive  Director 
941  O Street,  Suite  711,  Lincoln,  NE  68508 
Nebraska  Orthopaedic  Society 

Richard  Bergstrom,  M.D.,  Secretary 
230  E.  22nd,  Fremont,  NE  68025 
Nebraska  Perinatal  Organization 
Donald  Gibbens,  M.D 
2221  S.  17th  St.,  #205,  Lincoln,  NE  68502 
Nebraska  Pharmacists  Association 

Tom  R.  Dolan,  R.P.,  Executive  Director 
6221  South  58th  Street,  Suite  A,  Lincoln,  NE  68516 
Nebraska  Psychiatric  Society,  District  Branch 
of  the  American  Psychiatric  Association 
Mark  Diercks,  M.D  , President 
2206  S.  10th  St.,  Omaha,  NE  68108 
Nebraska  Radiological  Society 

Joseph  M.  Stavas,  M.D.,  President 
233  S.  13th  St.,  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Regional  Council  - 

American  Academy  of  Child  and  Adolescent  Psychiatry 
L.  Jav  Mclntvre,  M.D.,  President 
2205  S.  10th  St.,  Omaha,  NE  68131 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  S.  56th  St.,  Lincoln,  NE  68506 

Nebraska  Section,  American  College  of  Obstetricians  & Gynecologists 
Raymond  Schulte,  M.D.,  Chairman 
4239  Farnam  St.,  #734,  Omaha,  NE  68131 
Nebraska  Society  of  Anesthesiologists 
James  Chapin,  M.D.,  President 
233  So.  13th  St.,  Suite  1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Internal  Medicine 
J.A.  Grubbe,  M.D.,  President 

233  So.  13th  St.,  Suite  #1512,  Lincoln,  NE  68508-2091 
Nebraska  Society  of  Medical  Assistants,  Inc.,  an 

Affiliate  of  the  American  Association  of  Medical  Assistants 
Mary  Wolfe,  CMA,  President 
5913  Locust,  Lincoln,  NE  68516 
Nebraska  Society  of  Respiratory  Care 

R.  Steven  Steinkuehler,  RRT,  Legislative  Chairman 
Bryan  Memorial  Hospital 
1600  South  48th  St.,  Lincoln,  NE  68506-1299 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  N.  87th  St.,  Omaha,  NE  68114' 

Nebraska  Stroke  Foundation 

Marilyn  Mecham,  Executive  Director 
P.O.  Box  67004,  Lincoln,  NE  68506 
Nebraska  Urological  Association 
Michael  Kroeger,  M.D.,  President 
111S.  90th  St.,  Omaha,  NE  68114 
Nebraska  Veterinary  Medical  Association 
Don  Ellerbee,  Executive  Director 
2727  W.  2nd  St.,  P.O.  Box  2118,  Hastings,  NE  68902 
Omaha  Mid-West  Clinical  Society 

Lorraine  E.  Seibel,  Executive  Secretary 
7910  Davenport  Street,  Omaha,  NE  68114 
Physician  Referral  Program,  Office  of  Rural  Health, 

Nebraska  Department  of  Health 
3rd  Floor,  State  Office  Building 
301  Centennial  Mall  South,  Lincoln,  N1  68509 
The  Poison  Center 

Childrens’  Hospital 

8301  Dodge  St.,  Omaha.  NE  68114,  (402)  390-5555  or  800-955-9119 
University  of  Nebraska  Medical  Center 

Carol  A Aschenbrener,  M.D.,  Chancellor 
UNMC  - 600  S.  42nd  St.,  Omaha.  NE  68198 
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Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you’ll 
experience  the  kinds  of  training  and  education 


env  ironments  that  only  the  Reserve  can  offer. 

* Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT  MAJ.  HOUK 
913-491-3701 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE. 


Physicians,  Residents,  and  Medical  Students: 

Do  You  Know  How  to 
Protect  Your  Finances 
Against  HIV? 


FACT> 


HIV  Infection  Puts  You  at 
Financial  as  Well  as  Physical  Risk. 

As  a medical  professional,  you  take  precautions  to  safeguard  yourself  physically  from  the  threat 
of  HIV  infection.  But  have  you  taken  precautions  financially?  The  inability  to  earn  an  income 
and  the  depletion  of  your  assets  are  two  hurdles  you  would  have  to  overcome  should  you  become 
infected  with  HIV. 

Wftk  Traditional  Insurance  Was  Not  Designed  to 

■ fill  1 ^ Provide  Financial  Protection  Against  HIV  Infection. 

You  may  have  protected  yourself  with  adequate  amounts  of  life,  health,  and  disability  insurance. 
But  while  each  of  these  coverages  offers  valuable  protection,  none  was  designed  to  protect 
against  the  financial  consequences  of  HIV  infection. 

This  HIV  Indemnity  Plan  is  a 

Solution  to  the  Unmet  Need  for  Financial  Protection. 

This  unique  HIV  Indemnity  Plan  plan  pays  a lump-sum  benefit  upon  first-time  diagnosis  of 
HIV  seropositivity,  giving  you  the  help  needed  to  replace  lost  income,  protect  assets,  and  cover 
the  cost  of  HIV  treatment. 

Request  FREE,  no-obligation  information  about  this  HIV  Indemnity  Plan. 

Complete  and  return  the  coupon  below  or  call  the  AMA  Insurance  Agency  toll-free 
at : 1 -800-458-5736  Monday  — Friday,  9:00  a.m.  — 4:45  p.m.  (Central  Time). 


FACT> 


Co-sponsored  by: 


This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska. 


OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1994 

□ YES!  I want  FREE  information  about  how  I can  protect  my  financial 
well-being.  I understand  that  requesting  this  information  places  me 
under  no  obligation. 


( 


) 


Name 


Business/School  Phone 


Address 


Specialty  Medical  Education  Number 

/ / 


City 


State 


ZIP 


Date  of  Birth 


Month  Day  Year 


Home  Phone 

MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 


Please  Check  One:  U Physician 

□ Resident 

□ Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  _|  Yes  _|  No 


EDITORIAL 


RON  ASHER,  M.D. 


"As  I felt  the  sickening  sweep  of  the  descent,  I 
had  instinctively  tightened  my  hold  upon  the  bar- 
rel, and  closed  by  eyes.  Never  shall  I forget  the 
sensation  of  awe,  horror  and  admiration  with  which 
I gazed  about  me.  Our  first  slide  into  the  abyss  itself 
from  the  belt  of  foam  above  had  carried  us  to  a 
great  distance  down  the  slope,  but  our  further 
descent  was  by  no  means  proportionate.  Round 
and  round  we  swept  not  with  any  uniform  move- 
ment but  in  dizzying  swings  and  jerks  that  sent  us 
sometimes  only  a few  hundred  yards.  My  original 
terrors  appeared  to  grow  upon  me  as  I drew  nearer 
and  nearer  to  my  dreadful  doom."  These  words 
from  Edgar  Allen  Poe  in  A Descent  into  the 
Maelstrom  describe  my  feeling  toward  the  many 
proposals  for  health  care  reform.  I feel  both  awe 
and  doom  as  the  changes  proceed  inexorably. 

The  sailor  in  the  story  is  ultimately  saved  from 
the  whirlpool  by  his  powers  of  observation.  Per- 
haps others  have  solutions  while  I am  left  with  only 
concerns.  The  first  concern  is  freedom.  The  doctor 
(provider)  and  patient  (consumer)  seem  con- 
demned to  be  bought,  sold  and  bartered  like  a 
commodity  at  the  managed  care  auction.  Can  it 
be  possible  that  individuals  will  lose  their  freedom 
to  choose?  Is  monopsony  the  only  way  to  manage 
health  care? 


My  second  concern  is  entitlement.  If  health 
insurance  is  bought  by  a third  party  so  that  the 
individual  has  no  interest  in  cost,  is  it  surprising 
that  the  individual  will  feel  entitled  to  receive  all 
that  is  available?  In  a system  that  does  not  require 
individual  responsibility,  is  it  surprising  that  indi- 
vidual consumption  is  uncontrolled? 

All  is  not  hopeless  and  changes  are  needed. 
Those  who  can  not  get  insurance  because  of 
finances  or  health,  must  be  protected.  The  system 
also  must  be  protected  from  those  who  can  afford 
but  choose  not  to  purchase  insurance.  Cost  is  a 
major  concern.  Adding  administrative  costs  is 
unlikely  to  improve  this  problem.  Research  to 
define  what  is  cost  effective  and  what  has  low 
utility  is  needed.  Creating  an  environment  which 
rewards  healthy  and  responsible  behavior  is 
needed. 

I have  no  doubt  that  creating  a rational  and 
equitable  health  plan  will  require  consensus  build- 
ing, compromise  and  sacrifice  by  physicians  and 
others.  But  a system  which  pits  one  group  against 
another  simply  to  control  costs  will  drive  out  the 
humanity  in  what  should  be  one  of  our  most 
humane  endeavors. 


November  1993  Nebraska  Medical  Journal  345 


PRESIDENT'S  PAGE 


Clinton  Health  System  Reform 


ROBERT  F.  SHAPIRO,  M.D. 


Changing  American  attitudes  toward  our  health 
system  may  lead  to  an  eventual  outcome  which 
handsomely  rewards  the  Clintons  for  taking  the 
political  risks  associated  with  making  health  sys- 
tem reform  the  centerpiece  of  the  President's 
agenda  and  if  successful,  securing  for  him,  a 
pivotal  place  in  American  history. 

My  intent  this  month  will  be  to  reflect  on  a few 
factors,  which  helped  fuel  these  changes  in  the 
American  attitude  towards  health  system  reform; 
and  consider  an  action  plan. 

Recently,  theWorld-Herald  quoted  me  saying, 
"The  major  concepts  of  Clinton's  health  system 
reform  proposal  are  supportable:  access  for  all 
Americans  to  affordable,  comprehensive  ben- 
efits, portable  benefits  that  can  be  taken  from  job 
to  job,  and  coverage  that  cannot  be  denied  or  lost 
because  of  pre-existing  conditions  or  becoming  ill 
is  desirable".  However,  these  concepts  are  not 
new;  they  were  found  in  health  reform  plans 
considered  in  1918  and  in  the  Murray-Wagner- 
Dingell  bill  in  1 943.  What  is  different  now? 

The  difference  today  reflects  a convergence  of 
influences  which  suggestthe  Clintons,  ratherthan 
leading  the  way,  are  actually  attempting  to  direct 
a process  of  social  change  already  in  progress. 

• First  is  business.  Ewe  Reinhardt,  a health 
economist  from  Princeton  University,  informed 
an  AMAassembly  in  NewOrleans  nineyearsago 
that  it  was  not  the  percentage  of  GDP  spent  for 
health  care  that  was  the  critical  determinant;  but 
whether  value  was  received  for  the  money. 

Today,  perceptions  have  developed  that  in- 
deed, health  care  is  too  costly;  value  is  not  being 
received;  there  is  too  much  waste;  and  cost 
efficiencies  could  pay  for  the  uninsured  without 
necessitating  new  taxes,  translated— "a  free  lunch". 

Successes  of  medical  technology  have  contrib- 
uted significantly  to  overall  cost  increases  in  our 
health  care  system;  but  provide  major  benefits  to 
patients.  People  from  countries,  touted  for  con- 
taining health  care  costs  so  well,  travel  to  our 
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country  to  gain  access  to  the  technology  we  take 
for  granted.  Providing  convenient  access  to  these 
services,  without  forcing  people  to  travel  great 
distances  or  waiting  long  periods  of  time,  is 
deprecated  as  the  "technological  arms  race".  Con- 
sequently, the  business  community,  which  for 
many  years  considered  medicine  "a  comrade-in- 
arms"  aligned  against  "government  intrusion", 
discounts  these  technological  benefits;  and  in- 
stead, considers  us  a major  contributor  to  their 
"competitiveness"  problem  and  responsible  for 
sinking  profits. 

Economists  know  the  truth.  Health  care  costs 
no  more  affect  competitiveness  in  the  USA  than 
high  food  costs  affect  competitiveness  in  Japan. 
Fundamentally,  dollars  businesses  pay  employ- 
ees, either  as  wages  or  benefits,  represent  total 
compensation.  The  Clinton  plan  even  proposes, 
as  a major  revenue  producer,  that  health  care  cost 
savings  to  businesses  will  change  to  higher  tax- 
able wages  and  51  billion  dollars  of  revenues 
have  been  assumed  from  this  metamorphosis. 

Nevertheless,  business  is  delirious  at  the  pros- 
pect of  containing  or  reducing  current  health  care 
costs  and  future  costs  for  retiring  workers;  and 
therefore,  no  longer  allies  itself  with  the  medical 
profession  in  promoting  freedom  over  regulation. 
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•Second  is  the  insurance  industry.  Companies 
apply  actuarial  principles  in  developing  products, 
pricing  them,  and  competing  with  each  other. 
Unfortunately,  this  process  has  become  so  re- 
fined in  terms  of  qualifying  who  is  and  isn't  eligible 
for  coverage  that  the  public  perceives  only  healthy 
people  who  won't  use  it  much  can  get  it.  If  you  do 
get  sick,  they  believe,  the  companies  are  going  to 
take  away  the  coverage  or  price  it  out  of  reach. 

In  reality,  most  insurance  companies  are  re- 
sponding to  a competitive  and  regulatory  envi- 
ronment which  has  created  many  of  their  prob- 
lems. The  Heritage  Foundation  suggests  many 
system  problems  might  be  corrected  with  insur- 
ance reform  without  fundamentally  altering  the 
system.  Others  believe  insurance  reform  without 
system  reform  would  create  a problem  of  ensur- 
ing that  people  would  obtain  coverage  since,  for 
many,  costs  would  be  greater  than  expected 
benefit.  This  is  the  premise  for  "mandated"  cover- 
age. 

•Third  are  the  pharmaceutical  manufacturers. 
Research  and  development  are  expensive,  as  is 
obtaining  drug  approvals  from  the  FDA.  As  a 
result,  companies  allocate  these  costs  to  the  US 
market  and  price  in  other  countries  where  the 
industry  is  regulated  based  on  the  lower  costs  of 
drug  production  only.  This  practice  leads  to  odi- 
ous comparisons  with  prices  of  drugs  in  those 
countries.  It  is  difficult  to  explain  or  justify  this 
process  in  terms  doctors,  let  alone  the  lay  public 
and  politicians  could  understand;  and  conse- 
quently there  is  the  perception  that  the  industry  is 
taking  advantage  of  the  public. 

•Fourth  is  the  public,  which  has  conflicting 
perceptions.  Surveys  continue  to  show  public 
satisfaction  with  the  quality  of  their  own  health 
care  and  with  their  own  physician.  Still,  the  public 
is  concerned  about  access  for  others  they  per- 
ceive as  being  unable  to  obtain  care.  They  are 
dissatisfied  with  rising  costs;  and  confound  the 
problem  with  worries  about  the  possibilities  of 
losing  their  own  coverage  either  due  to  rising 
costs  or  job  loss. 

The  Families  USA  survey  suggests  the  public 
also  perceives  physicians  and  hospitals  "doing 
well"  rather  than"  doing  good". 

•Fifth  is  the  government,  which  while  pontifi- 
cating about  rising  health  care  costs,  piles  one 
expensive  mandate  upon  another,  to  avoid  the 
public  reaction  which  comes  from  raising  taxes  to 
pay  the  costs.  It  is  always  more  fun  to  say  "yes" 
than  "no"  to  their  constituents;  and  so  they  regu- 
late provider  fees  and  perpetuate  the  fiction  that 
controlling  unit  costs  will  control  spending  when 
in  reality  limiting  unit  costs  fuels  demands  for 
even  greater  volumes. 


The  current  saving  grace  for  our  system,  since 
the  public  programs,  Medicare  and  Medicaid,  fail 
to  pay  their  share  of  costs,  is  to  "shift"  the  balance 
to  private  pay  patients.  While  unfair,  at  least  the 
resources  to  provide  services  continue  to  be 
generated.  If  government  directly  controls  or 
indirectly  regulates  all  dollars  going  into  the  sys- 
tem, both  public  and  private,  the  choices  could 
become  queuing  and  rationing.  If  ultimately  nec- 
essary and  properly  handled  with  proper  atten- 
tion to  cost-benefit  ratios,  some  rationing,  agreed 
to  by  society,  may  bean  unavoidable  component 
in  the  process  of  allocating  scarce  health  care 
resources. 

Regrettably,  these  possibilities  are  not  presented 
to  the  public  for  open  and  honest  consideration. 
The  false  perception  is  being  created  that  by 
squeezing  providers  and  eliminating  fraud  and 
abuse  that  the  uninsured  can  be  covered  as  well 
with  no  loss  in  benefits  and  with  surplus  cash 
remaining  for  deficit  reduction. 

•Lastly,  providers,  physicians  and  the  hospital 
association  have  developed  Health  Access 
America  and  Community  Health  Network  Plans. 
By  doing  so,  we  have  accepted  the  premise  that 
health  care  is  a citizen  right;  someone  else  is 
responsible  to  fulfill  that  right;  and  we  are  only 
debating  the  details  of  how  to  do  it.  We  are  led  to 
the  conclusion  that,  in  contrast  to  past  outcomes, 
health  system  reform  is  going  to  happen.  The 
"status  quo"  is  not  a viable  option.  Now  we  need 
an  action  plan. 

At  this  mile  marker  in  the  health  care  marathon 
our  medical  societies  at  county,  state,  and  AMA 
levels  have  provided  all  input  allowed  to  the 
Clinton  task  force  and  we  can  analyze  the  pro- 
posal to  see  if  it  was  effective.  As  you  likely  have 
noticed,  many  commentators  refer  to  the  Clinton 
health  care  proposal  as  a "first  step"  indicating  a 
start  and  not  the  finish  to  the  process.  The  Clintons 
have  signaled  that  every  comma,  semicolon,  and 
period  are  negotiable  except  for  universal  cover- 
age, which  most  physicians  support. 

When  we  finish  analyzing,  in  minute  detail,  the 
proposal  that  ultimately  gets  sent  to  Congress,  we 
will  have  to  determine  what  we  can  live  with  and 
what  is  unacceptable,  get  agreement  on  those 
positions,  make  hard-nosed  calculations  on  what 
we  think  we  can  change  and  how  much,  and 
evaluate  other  proposals  which  will  be  emerging. 
This  part  of  the  process  is  referred  to  as  the 
"internal  negotiation"  and  is  necessary  to  develop 
a group's  strategy  and  positions.  A priority  list  will 
need  to  be  developed  and  there  is  a strong 
probability  that  major  trade-offs  will  have  to  be 
made. 
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Once  we  conclude  this  internal  process,  and  I 
can  assure  you  it  will  be  difficult,  since  physicians 
don't  all  think  alike  and  goals  and  priorities  may  be 
different,  it  will  be  necessary,  in  order  to  be 
effective,  to  speak  with  as  close  to  a single  voice 
as  possible.  The  divide  and  conquer  strategy  is  no 
less  effective  today  than  in  the  past  and  the  people 
with  whom  we  must  deal  know  how  to  do  it  better 
than  we  know  how  to  counter  it. 

Using  our  single  voice,  the  next  major  step  will 
be  to  influence  decision  makers.  This  will  require 
letters,  phone  calls,  personal  visits  and  financial 


contributions.  Outcomes  are  important  to  our 
patients  and  the  profession.  It  is  imperative  that 
we  be  ready  and  willing  to  do  our  part  when 
asked. 

Rather  than  being  discouraged  and  believing 
that  there  is  nothing  we  can  do,  it  becomes 
important  to  realize  that  at  critical  times  of  change 
we  can  work,  to  the  best  of  our  abilities,  to  help 
create  as  much  as  we  can  of  our  own  future 
environment;  we  will  certainly  have  to  work  in  it 
for  many  years. 
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ABSTRACT 

A case  of  renal  cell  carcinoma  presenting  with  severe  hyperglycemia,  ketoacidosis,  and  hyperosmolar  coma  is 
described.  Hyperglycemia  was  difficult  to  control  but  improved  dramatically  after  nephrectomy  and  required  no  further 
insulin  therapy.  Hyperglycemia  as  a paraneoplastic  endocrinopathy  in  renal  cell  carcinoma  is  suggested. 


Introduction 

Hyperglycemia  as  a paraneo- 
plastic endocrinopathy  in  as- 
sociation with  renal  cell  carci- 
noma had  not  been  reported  until  1986  when 
Palgon  et  al.  described  a patient  with  complete 
resolution  of  hyperglycemia  after  surgical  re- 
moval of  a clear  cell  type  renal  cell  carcinoma.1 
A second  case  is  described  here  that  may  further 
support  the  hypothesis  that  hyperglycemia,  al- 
though uncommon,  may  be  a systemic  manifes- 
tation of  the  multifaceted  renal  cell  carcinoma. 

CASE  REPORT 

A 66-year  old  male  was  brought  by  paramed- 
ics to  the  emergency  department  on  the  evening 
of  February  7, 1 992  after  being  found  unrespon- 
sive in  his  apartment.  The  patient  had  a wit- 
nessed seizure  while  in  transport.  A right  renal 
cell  carcinoma  had  been  documented  two  years 
prior,  but  the  patient  refused  further  evaluation. 
During  that  hospitalization,  his  blood  glucose 
was  220  mg/dl  and  physical  examination  was 
negative  except  for  anisocoria.  Additional  past 
medical  history  included  alcoholic  gastritis  with 
multiple  episodes  of  upper  gastrointestinal  bleed- 
ing, colonic  polyps,  and  biopsy  confirmed  alco- 
holic hepatitis.  There  was  no  known  family 
history  of  diabetes  mellitus. 

On  admission,  physical  examination  revealed 
a well  developed,  thin  male  who  was  comatose 
and  responsive  only  to  deep  pain.  Vital  signs: 
Temperature  98.6°  F,  blood  pressure  134/80 
mmHg,  respirations  20  per  minute,  pulse  100 
per  minute.  Anisocoria  was  present  and  pupils 
were  unreactive.  Babinski  reflexes  were  present 
bilaterally  and  the  remainder  of  the  physical 
examination  was  unremarkable. 

Admission  data:  Glucose  847  mg/dl,  BUN  1 3 
mg/dl,  creatinine  1 .5  mg/dl,  sodium  127  mEq/L, 


potassium  4.7  mEq/L  chloride  92  mEq/L,  bicar- 
bonate of  1 1 mEq/L,  pH  7.1  5,  pCo2  31  mmHp, 
pO,  111  mmFHg  (on  2L/min  oxygen  via  nasal 
prongs),  anion  gap  of  25,  osmolality  of  325  mos/ 
kg,  ketone  screen  positive  at  1 :4  dilution  and 
lactate  2.7  mmol/L.  A liver  profile  was  within 
normal  limits,  and  serum  ethanol  was  undetect- 
able. The  lipase  and  amylase  were  690  U/L  and 
68 IU/L,  respectively.  Calcium,  phosphorus,  and 
magnesium  were  within  normal  limits.  WBC  was 
12.7x1 03/dl,  Hgb  6 g/dl,  and  hematocrit  1 9.8%. 
Urinalysis:  specific  gravity  less  than  1 .005,  pH  5, 
trace  protein,  3+  glucose,  trace  ketones,  2+ 
blood,  trace  WBC  esterase,  25-50  WBC/HPF,  5- 
10  RBC/HPF,  bacteria  positive  +1,  occasional 
epithelial  cells,  and  nitrite  negative.  The  chest  x- 
ray  was  normal,  and  a CT  scan  of  the  head  was 
negative  for  any  acute  event.  Stool  occult  blood 
was  positive. 

The  patient  was  treated  with  IV  insulin,  dilantin, 
antibiotics,  blood  transfusions  and  IV  fluids.  His 
mental  status  improved  dramatically,  and  he 
became  oriented  to  person  and  place.  He  gave 
a history  of  hematuria,  fatigue  and  weight  loss. 
Daily  fever  ranging  from  1 00-1 04°  F was  present 
and  source  of  infection  could  not  be  identified 
with  routine  cultures  of  body  fluids.  Abdominal 
CT  scan  showed  a 9 x 1 0 x 1 1 .5  cm  right  renal 
mass  consistent  with  renal  cell  carcinoma. 
Hyperglycemia  persisted  until  the  day  of 
nephrectomy,  despite  intravenous  insulin,  daily 
subcutaneous  NPH  insulin  and  frequent  doses 
of  subcutaneous  regular  insulin  (Figure  1).  A 
right  nephrectomy  was  performed  on  day  8 and 
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no  gross  metastasis  was  evident  at  surgery. 
Histologic  examination  of  the  tumor  revealed 
clear  cell  adenocarcinoma  with  invasion  of  the 
capsule  and  renal  pelvis.  The  margins  of  the 
resection  were  clear  with  no  evidence  of  tumor 
in  the  renal  veins.  Post-operatively,  an  immedi- 
ate decrease  in  blood  glucose  occurred,  and  by 
the  seventh  post-operative  day,  the  patient  re- 
quired no  further  insulin  therapy  (Figure  1). 
Excluding  a post-operative  temperature  increase, 
the  fever  abated  directly  after  the  nephrectomy. 
The  patient  was  discharged  on  2.5  mg  of 
glyburide  and  has  remained  normoglycemic  for 
five  months. 

Discussion 

Renal  cell  carcinoma  may  present  with  a 
variety  of  systemic  symptoms  which  may  be 
misleading  if  the  tumor  is  not  evident.2  The  triad 
of  flank  pain,  hematuria,  and  abdominal  mass  is 
not  always  present  and  therefore  not  reliable  in 
screening  for  this  disease.  In  fact,  it  is  present  in 
only  1 0 to  1 5%  of  patients  of  whom  47% 
already  have  metastases.3  The  systemic  manifes- 
tations of  renal  cell  carcinoma  are  divided  into 
two  categories. 4The  first  group  consists  of  symp- 
toms related  to  neoplastic  disease.4  The  second 
contains  those  findings  that  suggest  an 
endocrinopahty,4  such  as  galactorrhea,  hypo- 
glycemia, gynecomastia,  areolar  pigmentation, 
diminished  libido,  hirsutism,  acne,  erythrocytosis, 
and  hyper-calcemia.3 


The  case  reported  here  describes  hyper- 
glycemia associated  with  renal  cell  carcinoma 
that  promptly  improved  after  nephrectomy.  Al- 
though one  cannot  exclude  the  possibility  of 
coexisting  diabetes  mellitus  in  this  case,  the 
temporal  course  of  events  suggest  a direct  rela- 
tionship to  the  removal  of  the  renal  cell  carci- 
noma. The  fact  that  the  patient  was 
hyperglycemic  during  a prior  hospitalization 
two  years  earlier  when  the  renal  cell  carcinoma 
was  found  and  that  he  had  no  previous  history 
of  diabetes  suggested  a relationship  between 
the  renal  cell  carcinoma  and  hyperglycemia.  In 
addition,  the  patient  appeared  to  be  somewhat 
insulin  resistant  during  the  seven  days  prior  to 
nephrectomy  and  then  became  very  sensitive  to 
insulin  in  the  immediate  post-operative  period. 

The  etiology  of  the  hyperglycemia  in  associa- 
tion with  renal  cell  carcinoma  is  unknown.1  It  has 
been  proposed  that  renal  cell  carcinoma  may 
present  as  Cushing's  syndrome  secondary  to 
ectopic  ACTH  production.5-4  Although  Newmark 
et  al.  have  established  strong  evidence  for  pro- 
duction of  ACTH  by  prostatic  carcinoma, 6 those 
cases  associated  with  renal  tumors,  as  described 
by  Riggs  and  Sprague,  appear  to  be  coinciden- 
tal/ If  ectopic  ACTH  production  was  respon- 
sible for  the  insulin  insensitivity  and 
hyperglycemia,  coexistent  hypokalemic  meta- 
bolic alkalosis4  should  have  been  present,  and 
this  was  not  observed  in  our  case. 


Day 


FIGURE  1 

Blood  glucose,  daily  insulin  dosage,  and  maximum  temperature  pre-  and  post-nephrectomy  (NX), 
• Mean  blood  glucose  + SI  M.  ★ Maximum  Temperature  (°F),  Insulin  dosage  (units/day). 


350  Nebraska  Medical  Journal  November  1993 


Up  to  20%  of  patients  with  renal  cell  carci- 
noma will  have  fever  at  some  time  during  their 
illness.4  The  fever,  postulated  to  be  caused  by  a 
tumor-produced  endogenous  pyrogen,5-4  could 
produce  an  exaggerated  cortisol  response  and 
result  in  hyperglycemia.  Because  fever  is  known 
to  resolve  after  removal  of  the  primary  tumor,8 
this  might  be  an  explanation  for  the  prompt 
improvement  in  the  hyperglycemia  observed  in 
our  case. 

The  possibility  that  the  neoplasm  in  our  pa- 
tient was  producing  glucagon  or  a structurally 
similar  substance  cannot  be  excluded.  One  case 
has  been  described  in  which  a patient  had  an 
enteroglucagon  producing  renal  tumor,9-10  how- 
ever this  was  not  a renal  cell  carcinoma.  In  the 
description  by  Palgon  et  al.  of  hyperglycemia 
associated  with  renal  cell  carcinoma,  the 
immunoperoxidase  stains  of  tumor  tissue  for 
glucagon  and  somatostatin  were  negative.1  Jack- 
son  et  al.  also  described  a patient  with  diabetic 
ketoacidosis  secondary  to  a non-renal 
somatostatinoma;11  fasting  insulin  and  C-pep- 
tide  were  found  to  be  decreased  whereas  plasma 
glucagon  was  normal. 

Renal  cell  carcinoma  may  produce  prolactin 
and,  in  turn  cause  galactorrhea.7  This  state  will 
resolve  upon  nephrectomy.7  Although  our  pa- 
tient did  not  have  galactorrhea,  it  has  been 
shown  that  severe  hyperprolactinemia  can  be 
associated  with  insulin  resistance  and  impaired 
carbohydrate  metabolism,  possibly  due  to  down 
regulation  of  insulin  receptors.12  Finally,  one 


cannot  exclude  the  possibility  that  the  tumor 
may  have  been  producing  an  insulin  receptor 
antagonist  or  a substance  which  caused  sup- 
pression of  insulin  secretion. 
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Human  Health  Effects  of  Agrichemical  Use 
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The  use  of  pesticides  and  nitrogen  fertilizers  in  agriculture  has 
grown  dramatically  over  the  past  30  years.  Currently,  approximately 
600  active  pesticide  ingredients  are  used,  but  adequate  toxicologic 
data  are  available  for  only  approximately  100  of  these.  Environ- 
mental exposure  of  humans  to  agrichemicals  is  common  and  results 
in  both  acute  and  chronic  health  effects,  including  acute  and  chrome 
neurotoxicity  (insecticides,  fungicides,  fumigants),  lung  damage 
(paraquat),  chemical  bums  (anhydrous  ammonia),  and  infant  met- 
hemoglobinemia (nitrate  in  groundwater).  A variety  of  cancers  also 
have  been  linked  to  exposure  to  various  pesticides,  particularly 
hematopoietic  cancers.  Immunologic  abnormalities  and  adverse 
reproductive  and  developmental  effects  due  to  pesticides  also  have 
been  reported.  The  health  effects  associated  with  pesticides  do  not 
appear  to  be  restricted  to  only  a few  chemical  classes.  Therefore, 
enhanced  efforts  are  needed  to  control  or  eliminate  human  expo- 
sures wherever  possible.  Research  also  is  needed  to  better  char- 
acterize and  quantitate  the  adverse  effects  of  agrichemicals  on  human 
health.  Hum  PATHOL  24:571-576.  Copyright  © 1993  by  W.B.  Saun- 
ders Company 

Prior  to  the  1940s,  farmers  relied  on  a combination 
of  mechanical,  chemical,  and  biologic  methods  to  limit 
pest  damage  to  crops.  The  discovery  of  DDT,  however, 
ushered  in  an  era  of  increasing  dependence  on  chemicals 
for  pest  control.  In  the  United  States  pesticide  use  in 
agriculture  nearly  tripled  between  1965  and  1985.  In 
1987  four  to  five  billion  pounds  of  active  pesticide  in- 
gredients were  used  around  the  world,  including  ap- 
proximately one  billion  pounds  in  the  United  States.1 
Currently,  approximately  600  active  pesticide  ingredi- 
ents are  marketed  in  some  45,000  to  50,000  formula- 
tions, amounting  to  worldwide  sales  of  over  $20  billion. 
Of  the  pesticides  used  in  the  United  States,  approxi- 
mately 60%  to  70%  are  herbicides,  25%  to  30%  are  in- 
secticides, and  10%  to  15%  are  fungicides.  In  the  United 
States  approximately  75%  of  all  cropland  and  70%  of 
livestock  are  treated  with  pesticides,  with  almost  100% 
of  some  crops  (com,  soybeans,  cotton)  treated  with  her- 
bicides. However,  adequate  toxicologic  data  obtained 
according  to  current  standards  are  available  for  only 
approximately  100  of  the  600  active  pesticide  ingredi- 
ents on  the  market.1 

The  use  of  pesticides  has  resulted  in  increased 
availability,  improved  quality,  and  lower  prices  of  a large 
number  of  agricultural  products.  Without  pesticide  use 
agricultural  production  of  fresh  produce  and  field  crops 
would  drop  by  30%  to  50%. L2  However,  the  benefits  of 
pesticide  use  must  be  considered  in  light  of  increasing 
concerns  regarding  environmental  degradation,  worker 
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safety,  and  public  health.  In  this  article  I have  attempted 
to  summarize  the  current  level  of  knowledge  regarding 
the  human  health  effects  of  agrichemical  use,  with  much 
of  the  information  taken  from  current  reviews  and  a 
recent  book  on  this  subject.1 

HUMAN  EXPOSURE  TO  AGRICHEMICALS 

In  the  United  States  approximately  two  million 
farmers,  three  million  hired  farm  workers,  and  six  mil- 
lion farm  family  members  have  potential  contact  with 
agrichemicals.  In  addition,  persons  employed  in  the 
manufacturing  and  formulation  of  agrichemicals,  ashvell 
as  other  plant  growers  and  harvesters,  aerial  applicators, 
fumigators,  professional  ground  and  structural  appli- 
cators, and  their  support  personnel,  are  likely  to  have 
a significant  exposure  to  agrichemicals.  During  pesticide 
application  most  exposure  is  via  dermal  absorption.  In 
workers  who  are  occupationally  exposed  to  organo- 
phosphate  insecticides,  one  can  estimate  the  biologic 
exposure  by  measuring  red  blood  cell  or  plasma  cholin- 
esterase levels  before  and  after  the  application.  In  such 
studies  approximately  20%  to  40%  of  farm  applicators 
have  a significant  reduction  in  their  plasma  cholines- 
terase level,  some  with  symptoms  of  toxicity,  whereas 
even  higher  percentages  are  reported  in  migrant  farm 
workers,  factory  workers  and  formulators,  and  third- 
world  farm  laborers.3'6 

Nonoccupauonal  pesticide  exposures  among  the 
general  population  appear  to  be  low  relative  to  occu- 
pational exposures.  A major  source  of  pesticide  expo- 
sure for  the  general  population  results  from  the  use  of 
pesticides  in  and  around  the  home,  since  approximately 
90%  of  all  United  States  households  use  pesticides.  In 
California  alone,  an  estimated  30  million  kilograms  of 
pesticides  were  sold  for  home  and  garden  use  in  1 980. 1 
From  1976  to  1977  the  Environmental  Protection 
Agency  estimated  that  exposure  to  pesticides  in  and 
around  the  home  resulted  in  2.5  million  reported  symp- 
tomatic incidents.7  Of  particular  concern  are  pesticides 
that  persist  in  the  home  environment  for  long  periods 
of  time,  particularly  termiticides  such  as  chlordane. 
House  dust  and  lawn  residues  are  thought  to  represent 
important  means  of  exposure  for  small  children.  How- 
ever, little  is  known  regarding  the  chronic  health  effects 
of  low-level  home  exposures. 

Contrary  to  widespread  public  belief,  pesticide  res- 
idues in  fresh  and  processed  foods  are  tvpicallv  absent 
or  well  below  the  legal  tolerance  levels.1  However,  in 
rural  areas  contamination  of  drinking  water  bv  pesticides 
and  nitrates  from  fertilizers  is  a concern,  since  water  is 
a major  part  of  the  diet  and  significant  exposures  mav 
occur  over  a lifetime.3  However,  few  scientific  studies 
of  the  health  effects  of  such  exposures  have  been  done 
and  little  is  known. 
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ACUTE  HEALTH  EFFECTS  OF  AGRICHEMICALS 

Due  to  lack  of  a national  database,  no  accurate  or 
current  statistics  are  available  regarding  the  incidence 
of  acute  pesticide  poisoning  in  the  United  States.  Ap- 
proximately 20,000  persons  are  taken  to  emergency 
rooms  each  vear  for  actual  or  suspected  pesticide  poi- 
soning, and  approximately  10%  are  admitted  to  the  hos- 
pital. Each  vear  30  to  40  persons  die  of  acute  pesticide 
poisoning  in  the  United  States.1  In  California,  where 
pesticide  poisoning  is  a reportable  illness,  there  were 
approximately  17,000  human  pesticide  exposure  inci- 
dents in  1987,  approximately  30%  to  60%  of  which  were 
symptomatic.  Of  these,  onlv  1,507  cases  were  occupa- 
tional. with  744  cases  demonstrating  svstemic  toxic 
svmptoms.9  However,  manv  affected  workers  probably 
never  see  a doctor  and  therefore  go  undiagnosed  and 
unreported.  Occupational  deaths  in  California  over  the 
past  10  years  have  averaged  about  one  per  vear.9  In 
contrast,  acute  pesticide  poisoning  is  thought  to  be  a 
major  global  health  problem,  with  approximately  25 
million  occupational  poisonings  per  vear. 10  Most  of  these 
occur  in  third-world  countries,  where  pesticide  educa- 
tion and  monitoring  and  the  use  of  safetv  equipment 
are  largely  nonexistent. 

In  the  United  States  most  cases  of  occupational 
acute  pesticide  poisoning  result  in  neurotoxicity  and 
are  due  to  exposure  to  organophosphate  or  carbamate 
insecticides.  Organochlonne  insecticides  also  are  neu- 
rotoxic. but  are  no  longer  commonlv  used  in  the  United 
States.  Some  of  the  acute  and  subacute  neurotoxic  ef- 
fects of  the  organophosphate  insecticides  are  listed  in 
Table  1.  Their  principle  toxic  effect  is  the  inhibition  of 
cholinesterases  in  the  blood  and  nervous  system,  which 
prevents  degradation  of  acetvlcholine  at  the  neuronal 
synapses  and  results  in  overacuvitv  of  the  cholinergic 
neurons.  The  carbamates  and  organochlorine  insecti- 
cides can  cause  a similar  picture  of  acute  intoxica- 
tion,11,12 and  these  effects  are  usuallv  reversible.  How- 
ever, a delayed,  progressive,  and  irreversible  distal 
polvneuropathv  mav  occur  as  a result  of  organophos- 
phate exposure  and  is  due  to  Wailerian  degeneration 
in  large  myelinated  nerve  fibers  that  leads  to  axonal 
death.12  In  contrast,  the  pvrethroid  insecticides  induce 
onlv  cutaneous  paresthesias,  which  last  12  to  18  hours.11 
The  herbicides  are  generally  not  thought  to  be  neuro- 
toxic in  humans,  although  a vanetv  of  fungicides  and 
fumigants  may  cause  acute  and  chronic  neurotoxic  ef- 
fects.11 

Paraquat  is  a contact  herbicide  that  causes  severe 
and  progressive  lung  damage  resulting  in  anoxia  and 
death. 12  The  initial  phase  of  lung  damage  is  an  extensive 
alveolitis  with  neutrophil  infiltration  and  progressive 
pulmonary  edema.  The  second  phase  follows  shortly 
thereafter  and  consists  of  rapidlv  progressive  and  ex- 

TABLE  1.  Acute  and  Subacute  effects  of 
Organopnosonate  Insecticide  Poisoning 

Acute  intoxication:  svstemic  svmpioms.  inducting  muscle  tremors, 
twitching  and  weakness,  anorexia,  nausea,  vomiting, 
bronchoconstnction.  hvpersecretion,  miosis,  blurred  vision, 
headache,  impaired  cognition,  seizures,  coma 
Intermediate  svndrome  (1  to  4 davs  later):  respiratorv  paralvsis  and 
failure,  proximal  muscle  weakness. 

Delaved  distal  polvneuropathv  (2  to  5 weeks  later):  irreversible 
weakness,  ataxia,  paralvsis. 


tensive  intraalveolar  and  interalveolar  fibrosis,  which 
destroys  the  alveolar  architecture.  Acute  renal  failure 
due  to  tubular  necrosis  and  liver  dysfunction  also  may 
be  seen  in  paraquat  poisoning.12 

Anhvdrous  ammonia  is  a colorless  gas  that  is  used 
as  a fertilizer.  It  is  usuallv  handled  as  a pressurized  liquid 
for  ease  of  transportation  and  storage.  Because  of  high 
pressure  and  a temperature  of  — 28°F.  a stream  of  va- 
porizing anhydrous  ammonia  will  penetrate  and  freeze 
any  tissue  that  it  strikes,  resulting  in  chemical  bums  of 
the  skin  and  eves.13  Inhalation  of  the  gas  will  result  in 
laryngospasm.  tracheitis,  bronchitis,  and  chemical 
pneumonitis  with  pulmonarv  edema.  Eve  injury  may  re- 
sult in  permanent  damage,  whereas  lung  injury  is  usually 
reversible.13 

.An  acute  health  effect  of  groundwater  contami- 
nation bv  nitrate  is  the  occurrence  of  methemoglobin- 
emia. either  clinical  or  subclinical,  in  infants  under  6 
months  of  age.14  The  current  drinking  water  standard 
for  nitrate-nitrogen  of  10  ppm  was  set  primarily  to  pre- 
vent this  occurrence.  However,  cases  of  infant  methe- 
moglobinemia, some  resulting  in  death,  conunue  to  oc- 
cur in  rural  areas.13 

CHRONIC  HEALTH  EFFECTS  OF 
AGRICHEMICALS 

Neurologic  Effects 

It  has  become  increasingly  apparent  from  recent 
studies  that  acute  and  chronic  occupational  exposure 
to  a variety  of  pesticides  can  result  in  mild  to  severe 
deterioration  in  neurologic  function  that  may  be  irre- 
versible.11 Chronic  neurologic  effects  have  been  asso- 
ciated with  exposures  terthe  organophosphate,  organo- 
chlonne, and  carbamate  insecticides,  as  well  as  a variety 
of  fungicides  (mercurials,  diphenyl,  hexachlorobenzene, 
hexachlorophene)  and  fumigants  (methyl  bromide,  car- 
bon disulfide,  suifurvl  fluonde).11,16"20  A list  of  commonly 
reported  chronic  neurologic  effects  is  given  in  Table  2. 
In  a recent  case-control  epidemiologic  studv  Rosenstock 
et  ai21  found  convincing  evidence  of  chronic  central 
nervous  system  effects  in  workers  with  a history  of  an 
episode  of  acute  organophosphate  insecticide  intoxi- 
cauon.  These  investigators  found  that  the  poisoned 
group  did  significantly  less  well  than  the  control  group 

TABLE  2.  Chronic  Neurologic  Effects 
of  Pesticide  Poisoning 


Lethargv,  fatigue,  headache,  hvpenmtabilttv.  dizziness 
Muscle  tremor,  twitching,  jerks,  weakness,  paralvsis 
Paresthesias,  polvneuropathv,  incoordination,  ataxia 
Visual  disturoances.  abnormal  electroencephalograph 
Central  nervous  svstem  impairment,  cognitive  deficits,  loss  of 
memory,  forgetfulness,  confusion,  altered  sleep,  slurred  speech, 
impaired  motor  skills,  altered  behavior,  nervousness,  agnation 
Psvchiatnc  svmptoms.  depression,  anxietv 
Parkinsonian-like  svndrome  (carbon  disulfide) 


in  tests  assessing  a wide  array  of  neuropsvchologic  func- 
tions, including  auditory  attention,  visual  memory,  vis- 
uomotor  speed,  sequencing  and  problem  solving,  and 
motor  steadiness,  reaction,  and  dexterity,  Rosenstock 
et  al21  concluded  that  even  single  episodes  of  clinically, 
significant  acute  organophosphate  intoxication  mav  be 
associated  with  a persistent  decline  in  neuropsvchologic 
function. 


November  1993  Nebraska  Medical  Journal  353 


A characteristic  feature  of  carbon  disulfide  poison- 
ing is  the  presence  of  a parkinsonian-like  syndrome.16 
Interestingly,  recent  epidemiologic  studies  of  Parkin- 
son’s disease  have  found  that  rural  living,  exposures  to 
pesticides,  and  drinking  well  water  are  associated  with 
the  disease.22,23  However,  further  studies  are  needed  to 
clarify  these  relationships.  Also  of  note  is  the  report  by 
Sterman  and  Varma24  that  as  many  as  1 9%  of  individuals 
exposed  to  well  water  containing  a carbamate  insecticide 
(aldicarb)  had  neurologic  complaints,  including  pares- 
thesias, locomotor  difficulties,  visual  problems,  and  diz- 
ziness. 

Carcinogenic  Effects 

In  recent  years  there  has  been  increasing  public 
concern  that  exposure  to  pesticides  mav  pose  a poten- 
tially serious  cancer  nsk  to  the  general  population.  Cur- 
rendy,  the  available  data  are  insufficient  to  estimate  a 
pesudde-reiated  cancer  rate  for  the  general  population, 
but  it  must  be  small  when  compared  with  other  factors, 
such  as  smoking.  However,  excesses  of  certain  tvpes  of 
cancer,  particularly  those  of  the  hematopoietic  system, 
have  been  observed  in  occupational  groups  with  signif- 
icant pesticide  exposures.25'29  These  findings  should  not 
be  surprising  since  a variety  of  pesticides  are  known  to 
cause  cancer  in  laboratory  animals,,  even  though,  many 
older  pesticides  have  not  been  adequately  tested.27,29  In 
a recent  survey  of  47  pesticides  evaluated  for  carcino- 
genicity by  the  National  Toxicology  Program,  Hoover 
and  Blair29  found  that  six  pesticides  (13%)  were  positive 
in  both  sexes  in  mice  and  rats,  10  pesticides  (21%)  were 
posiuve  in  both  sexes  of  one  species,  and  six  pesticides 
(13%)  were  positive  in  one  sex  of  at  least  one  species. 
For  six  other  pesticides  (13%)  there  was  inadequate  or 
equivocal  evidence  for  carcinogenicity,  whereas  19  pes- 
ucides  (40%)  tested  negauve.  The  16  chemicals  that  were 
positive  in  both  sexes  of  at  least  one  species  included 
organochlorine  and  organophosphate  insecticides,  her- 
bicides, fungicides,  and  fumigants,  suggesting  that  no 
chemical  class  of  pesticides  can  be  considered  problem 
free.  Similarly,  the  International  Agency  for  Research 
on  Cancer  recendv  concluded  that  43%  of  a wide  variety 
of  pesticides  thev  reviewed  were  or  probablv  were  car- 
cinogenic in  humans.27  With  pesticides  of  all  the  various 
tvpes  showing  some  evidence  of  carcinogenicitv  in  these 
studies,  the  concern  about  human  exposure  seems  to 
be  well  founded.  With  regard  to  mechanisms  of  carci- 
nogenesis, a survev  of  the  genotoxic  activities  of  65  pes- 
ticides bv  Garrett  et  alJ0  found  that  35  of  the  pesticides 
(54%)  tested  positive,  including  organophosphate  and 
thiocarbamate  insecticides,  pvrethroid  insecticides,  and 
a variety  of  herbicides  and  fungicides.  However,  some 
nongenotoxic  pesticides  also  mav  be  involved  in  carci- 
nogenesis via  their  epigenetic  properties,  such  as  tumor 
promotion,  inhibition  of  intercellular  communication, 
or  induction  of  peroxisome  proliferation.27 

Much  of  the  epidemiologic  data  available  on  the 
carcinogenicity  of  pesticides  come  from  studies  of  per- 
sons employed  in  agricultural  or  related  occupatiqns. 
Although  farmers  have  a lower  overall  mortality  for 
cancer  in  general,  consistent  excesses  for  certain  types 
of  cancer  (Table  3)  suggest  a role  for  work-related  fac- 
tors.28 The  excesses  of  lip  and  skin  cancer  are  thought 
to  be  due  to  ultraviolet  light.  Note  that  the  risks  for 
most  of  the  other  cancers  are  relatively  low,  in  the  range 


of  1.5-fold  to  threefold,  although  such  studies  are  likely 
to  underestimate  the  true  risk.  .Although  farmers  typi- 
cally perform  many  tasks  resulting  in  a variety  of  ex- 
posures,28 pesticides  have  received  the  most  attention. 
However,  few  studies  have  attempted  to  assess  the  can- 
cer risks  of  exposure  to  specific  pesticides.  Table  4 shows 
the  cancers  that  have  been  associated  with  occupational 
exposures  to  specific  pesticides  or  classes  of  pesti- 
cides.28 29  The  epidemiologic  data  linking  specific  pes- 
ticide exposures  to  hematopoietic  cancer  (ie,  non- 
Hodgkin’s  lymphoma,  leukemia,  and  multiple  myeloma) 
are  the  strongest,  whereas  the  data  on  soft  tissue  sarcoma 
are  mixed  and  for  Hodgkin’s  disease  it  is  weak.23"29 
However,  two  recent  studies  have  strengthened  the  as- 
sociation between  soft  tissue  sarcoma  and  exposure  to 
the  phenoxyacetic  acid  and  chlorophenol  pesticides.21 32 
Little  is  known  about  specific  pesticides  and  cancer  of 
the  brain,  although  ovarian  carcinoma  has  been  asso- 
ciated with  exposure  to  triazine  herbicides  in  one 


TABLE  3.  High-Risk  Cancers  in  Mortality  Surveys 
of  Farmers 


Types  of  Cancer 

No.  of 
Studies 

No.  of 
Studies 
With 
RR  > 1.0 

No.  of 
Significant 
Studies 

Range 
of  RRs 

Lip 

9 

9 

5 

1.3-3. 1 

Melanoma 

12 

S 

3 

0.5-6. 3 

Leukemia 

21 

12 

3 

0. 3-2.0 

Non-Hodgkin's  lymphoma  21 

11 

3 

0. 6-2.6 

Multiple  mveloma 

16 

12 

4 

0.4-3. 1 

Hodgkin's  disease 

13 

10 

4 

0.6-1. 5 

Soft  tissue  sarcoma 

9 

6 

0 

0.9-1  5 

Brain 

20 

15 

o 

0.7-6. 5 

Stomach 

23 

12 

8 

0.5-1. 7 

Prostate 

24 

17 

10 

0. 9-2.0 

Abbreviation:  RR.  nsk  ratio. 


TABLE  4.  Types  of  Cancer  Associcred  With  Specific 
Pesticide  Exposures 


Cancer 

Pesticides 

Soft  tissue  sarcoma  and 

Phenoxvacetic  acid  herbicides  (2.4-D. 

Ivmphoma 

2,4.5-10.  DDT 

Non-Hodgkin's 

Organophosphate  and 

lymphoma 

organochlonde  insecticides, 
fumigants 

Soft  tissue  sarcoma 

Chlorophenols.  animal  insecticides 

Leukemia 

Dichlorvos.  crotoxvphos.  famphur. 
methoxvchlor.  pyrethrins.  DDT. 
chlordane.  heptachlor.  lindane, 
ethvlene  oxide 

Lung  carcinoma 

Organochlorine  insecticides  iDDTl. 
arsenicals 

Ovarian  carcinoma 

Tnazines 

study.33  Recent  case-control  studies  in  Kansas3''  and 
Nebraska33  have  demonstrated  a significantly  increased 
nsk  of  non-Hodgkin's  lymphoma  (risk  ratios.  1 .3  to  2.2) 
among  farmers  using  the  phenoxvacetic  acid  herbicide 
2,4-D,  with  the  nsks  increasing  threefold  to  sevenfold 
among  those  reporting  use  for  21  or  more  davs  per 
vear.  The  use  of  organophosphate  insecticides  bv  Ne- 
braska farmers  also  resulted  in  a significant  2.4-fold  in- 
creased risk  for  non-Hodgkin  s Ivmphoma,  independent 
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of  the  effects  of  2,4-D,  with  the  risk  being  over  threefold 
for  those  using  these  insecticides  21  or  more  days  per 
year.35  Recently,  a case-control  study  of  canine  non- 
Hodgkin's  lvmphoma  revealed  a positive  association  (risk 
ratio,  1.3)  with  the  dog  owner's  use  of  2,4-D,  with  the 
risk  rising  to  a twofold  excess  with  four  or  more  yearlv 
lawn  applications.36  .Although  mutagenesis  tests  and  an- 
imal experiments  provide  only  weak  support  for  the  role 
of  2,4-D  as  a carcinogen,  2,4-D  has  been  shown  to  have 
multiple  epigenetic  properties,  acting  both  as  an  inhib- 
itor of  intercellular  communication  and  a stimulator  of 
peroxisome  proliferation. J' 

Leukemia  and  brain  cancer  in  children  have  been 
associated  with  parental  employment  in  agriculture  and 
exposure  to  pesticides,3'"*1  as  has  non-Hodgkin's  lym- 
phoma in  recent,  yet  unpublished,  studies.  Brain  cancer 
in  children*2  and  stomach  cancer  in  adults*3  also  have 
been  linked  to  N-nitroso  compounds,  which  could  result 
from  drinking  groundwater  contaminated  by  nitrate.6 
Increased  rates  of  non- Hodgkin's  lymphoma  also  have 
been  found  in  communities  and  counties  where  nitrate 
contamination  of  groundwater  is  a problem.6  .Although 
nitrate  per  se  does  not  appear  to  present  a cancer  risk, 
it  acts  as  a precursor  to  nitrite  which  forms  via  bacterial 
reduction  in  saliva.  Nitrite  then  reacts  with  other  nitro- 
satable  dietary  substrates  in  an  acid-catalyzed  reaction 
in  the  stomach  to  produce  N-nitroso  compounds,  which 
are  potent  carcinogens  in  experimental  animals.  It  is 
intriguing  that  several  of  the  cancers  associated  with 
farming  (non-Hodgkin's  lvmphoma,  multiple  myeloma, 
brain  cancer,  and  stomach  carcinoma)  are  reportedlv 
increasing  in  several  countries  around  the  world.4'*'40 

Immunologic  Effects 

.Ample  and  convincing  evidence  that  pesticides  or 
pesticide  contaminants  can  modulate  or  alter  the  im- 
mune response  in  experimental  animals  has  been  re- 
ported. but  there  is  little  evidence  to  suggest  that  pes- 
ticide exposures  compromise  human  health  through 
interference  with  the  immune  svstem.4  However,  con- 
tact dermatitis  due  to  pesticides  appears  to  be  more 
common  than  previously  thought.46  and  asthma-tvpe 
reactions  can  be  tnggered  bv  pesticide  exposures.4  .Al- 
though altered  immunoglobulin  and  complement  levels 
and  changes  in  T-cell  populations  have  been  reported 
in  humans  exposed  to  pesticides.4,  no  adverse  health 
effects  have  been  noted.  However,  impaired  neutrophil 
chemotaxis  accompanied  bv  an  increase  in  respirator/ 
tract  infections  was  correlated  with  the  length  of  oc- 
cupational exposure  to  organophosphate  pesticides  in 
one  study.49  Further  studies  of  the  immune  effects  of 
pesticides  in  humans  are  needed  since  depressed  im- 
munity is  known  to  predispose  humans  to  a variety  of 
cancers,  including  non-Hodgkm's  lymphoma. 

Pulmonary  Effects 

Chronic  respiratory  impairment  has  been  found  in 
workers  with  manv  vears  of  exposure  to  organochlorine 
and  organophosphate  insecticides.00  Persistent  pulmo- 
nary fibrosis  has  been  reported  in  survivors  of  paraquat 
poisoning,31  and  chronic  cough,  bronchiolitis  obliterans, 
and  bronchiectasis  have  been  described  as  sequelae  of 
anhydrous  ammonia  exposure.32 


Reproductive  Effects 

For  manv  pesticides  the  animal  data  necessary  to 
evaluate  potential  reproductive  toxicity  are  not  available 
and.  when  animal  data  are  available,  even  minimal  hu- 
man data  are  lacking.33  Agricultural  chemicals,  including 
the  organochlorine  and  organophosphate  insecticides, 
have  been  shown  to  be  reproductive  toxicants  in  female 
laboratory  animals,  but  there  have  been  no  reports  of 
female  reproductive  toxicity  in  humans.33 

In  contrast,  the  organochlorine  pesticides  dibrom- 
ochloropropane  (DBCP)  and  chlordecone  (Kepone)  are 
reproducuve  toxicants  in  the  human  male.  Azoospermia, 
oligospermia,  and  decreased  sperm  motility  have  been 
reported  with  DBCP,  whereas  chlordecone  causes  oli- 
gospermia and  decreased  sperm  motility.  A higher  than 
expected  prevalence  of  female  births  and  an  increase 
in  spontaneous  abortions  in  females  whose  husbands 
were  exposed  to  DBCP  have  been  reported.33  Ethylene 
dibromide  exposure  also  affects  the  human  male  repro- 
ductive svstem,  resulting  in  decreased  sperm  counts, 
decreased  sperm  motility  and  viability,  and  abnormal 
morphology,  as  well  as  decreased  fertility.33  Exposure 
of  males  to  carbarvl,  a carbamate  insecticide,  has  been 
reported  to  result  in  an  increased  number  of  abnormal 
sperm.33  A recent  studv  of  male  workers  exposed  to  2,4- 
D also  revealed  decreased  sperm  counts,  decreased 
sperm  motilitv  and  viability,  and  abnormal  morphol- 
ogy.34 Thus,  human  reproductive  effects  due  to  a variety 
of  pesticides  have  been  clearlv  demonstrated  in  males. 
However,  large  data  gaps  in  our  current  knowledge  of 
the  reproductive  effects  of  pesticides  are  evident  and 
much  additional  research  in  this  area  is  needed.33 

Developmental  Effects 

The  extent  to  which  pesticides  contribute  to  the 
incidence  of  developmentallv  related  problems  in  hu- 
mans is  unknown,  although  approximately  50%  of  the 
active  pesticide  ingredients  that  have  been  tested  are 
teratogenic  in  animals.33  The  final  outcome  of  a devel- 
opmental disturbance  can  be  death,  malformations, 
growth  retardation,  functional  disorders,  or  anv  of  these 
manifestations  in  combination.  However,  functional 
deficit  studies  are  currently  not  required  for  the  regis- 
tration of  a pesticide. 

Most  studies  of  humans  exposed  to  pesticides  have 
failed  to  find  an  increase  in  fetal  malformations.30'3' 
However,  a studv  of  Vietnam  veterans  revealed  an  in- 
crease of  spina  bifida,  facial  clefts,  coloboma  of  the  eye, 
and  neoplasms  in  the  first  year  of  life  in  offspring.38 
Studies  by  the  Vietnamese  also  revealed  increases  in  an- 
encephalv,  orofacial  defects  and  clefts,  and  molar  preg- 
nancy in  persons  exposed  to  pesticides  during  the  war. 
although  these  latter  studies  are  difficult  to  evaluate.39 
Epidemiologic  studies  also  have  linked  a variety  of  con- 
genital malformations  to  the  rural  setting  and  pesticide 
use,  including  limb  reduction  defects,  musculoskeletal 
defects,  facial  clefts,  and  cardiac  and  urogenital  de- 
fects.00'02 Perinatal  pesticide  exposure  in  humans  has 
been  reported  to  cause  chronic  neurotoxicity,  including 
cerebral  palsv.11  Recently,  an  increase  in  abortions,  in- 
fant prematurity,  and  congenital  malformations  was  de- 
tected in  female  floriculture  workers  exposed  to  pesti- 
cides.03 These  findings  suggest  that  extensive  evaluation 
and  quantitation  of  human  exposure  levels  and  the  de- 
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velopmental  consequences  of  such  exposures  are 
needed.  Future  epidemiologic  studies  should  concen- 
trate on  pregnant  women  at  high  risk  for  exposure  to 
pesticides,  particularly  those  involved  in  agricultural 
work. 

CONCLUSION 

Experimental  and  epidemiologic  investigations  in- 
dicate that  pesticides  can  cause  a variety  of  adverse  acute 
and  chronic  health  effects  in  humans  and  that  these 
effects  are  not  restricted  to  only  a few  chemical  classes. 
Therefore,  enhanced  efforts  are  needed  to  control  and 
eliminate  human  pesticide  exposures  whenever  possible. 
Additional  research  is  needed  in  all  of  the  above-men- 
tioned areas  to  better  characterize  and  quantitate  the 
adverse  health  effects  of  agrichemicals  in  humans.  In 
particular,  future  studies  should  concentrate  on  those 
individuals  at  high  risk  for  specific  pesticide  exposures, 
such  as  farm  workers  and  commercial  applicators. 
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Vaginal  Birth  After  Cesarean  Section  In  A Rural  Private  Setting 


ERNEST  K.  BUSSINGER,  M.D. 

The  Women's  Center  of  Western  Nebraska,  P.C. 
Two  West  42nd  Street,  Scottsbluff,  Nebraska 


VAGINAL  birth  after  Cesarean 
(VBAC)  has  become  a well 
accepted  alternative  to  repeat 
Cesarean  section  in  most  patients  if  there  are  no 
contraindications.  In  many  places  across  the 
nation,  a trial  of  labor  is  preferred  and  elective 
repeat  Cesarean  section  is  discouraged  unless 
there  has  been  a prior  classical  Cesarean  section 
or  other  unusual  circumstances. 

Our  practice  has  been  to  aggressively  recom- 
mend VBAC  over  the  past  five  years  with  good 
success  and  this  has  had  a significant  impact  on 
our  hospital  Cesarean  section  rate. 

As  our  practice  has  evolved  over  the  past 
thirteen  years,  we  have  paid  very  close  attention 
to  our  Cesarean  section  rate.  In  1 988,  the  Cesar- 
ean section  rate  was  1 8%  as  compared  to  1 0% 
in  1 992.  We  believe  that  a significant  contribu- 
tion to  the  reduction  of  our  Cesarean  section 
rate  can  be  attributed  to  our  success  with  VBAC. 

We  deliver  approximately  85%  of  all  the 
babies  born  at  Regional  West  Medical  Center  in 
Scottsbluff.  The  number  of  deliveries  has  ranged 
from  71 8 to  786  babies  per  year  during  the  last 
five  years.  We  have  seen  a decline  in  the  number 
of  physicians  practicing  obstetrics  from  a high  of 
eighteen  in  1 980  to  six  at  the  current  time. 

To  try  to  reduce  the  Cesarean  section  rate, 
our  group  has  aggressively  recommended  in- 
duction of  labor  in  patients  who  go  beyond  ten 
days  from  their  estimated  date  of  confinement. 
We  feel  this  has  contributed  to  the  reduction  in 
our  primary  Cesarean  section  rate  for  CPD,  fetal 
distress,  and  failure  to  progress.  We  have  also 
paid  careful  attention  to  our  primiparous  pa- 
tients in  the  latter  stages  of  pregnancy  who  are 
showing  evidence  for  the  potential  of  fetal 
macrosomia.  In  these  instances,  after  evidence 
of  fetal  lung  maturity  is  obtained,  we  are  encour- 
aging elective  induction. 

For  women  who  are  attempting  VBAC  and 
who  have  had  a Cesarean  section  for  failure  to 
progress,  or  cephalopelvic  disproportion  in  the 
past,  amniocentesis  for  pulmonary  maturity  and 


subsequent  induction  of  labor  is  again  strongly 
recommended.  In  other  instances,  in  patients 
who  have  had  previous  Cesarean  delivery  for 
fetal  distress,  breech  delivery,  other  abnormal 
presentations,  induction  is  not  recommended 
unless  they  have  a large  baby  or  they  have  gone 
beyond  their  due  date. 

One  might  ask  why  amniocentesis  is  used, 
especially  if  ultrasound  is  consistent  with  dates. 
We  feel  that  the  risk  of  amniocentesis  is  war- 
ranted as  a significant  number  of  our  patients' 
dates  are  not  accurate  and  also  we  do  not  want 
to  electively  deliver  babies  who  would  be  at  risk 
for  respiratory  distress  syndrome.  Although  we 
have  confidence  in  our  ultrasound  practices, 
there  have  been  occasions  when  fetal  lung 
maturity  was  not  present  even  at  38-39  weeks. 
We  would  emphasize  that  we  do  not  always  do 
amniocentesis  if  the  patients  is  at  her  due  date  or 
beyond  and  we  feel  confident  about  her  dates. 

Over  the  past  five  years,  the  number  of  VBAC's 
attempted  has  increased  from  1 8 in  1 988  to  58 
in  1992.  The  number  of  repeat  Cesareans  has 
decreased  each  year  in  response  to  the  number 
of  successful  VBAC's.  In  addition,  the  number  of 
primary  Cesarean  sections  has  also  decreased 
due  to  a more  aggressive  management  of  labor, 
induction  of  primiparous  patients  who  appear 
to  be  large  for  dates,  and  our  own  management 
of  post  date  pregnancies.  Figure  1 shows  our 
statistics. 

The  successful  VBAC  attempts  have  increased 
each  year  over  the  past  five  years.  We  feel  that 
part  of  this  increase  and  success  is  attributed  to 
a more  aggressive  approach  as  discussed  above. 
In  1988,  our  success  rate  was  consistent  with 
that  of  national  average  at  61%.  Since  1990, 
however,  our  success  with  VBAC  deliveries  has 
been  consistently  greater  than  80%  with  1992 
being  an  exceptional  year  with  a 93%  success 
rate.  Figure  2 shows  these  statistics. 

We  would  also  be  quick  to  point  out  that 
successful  VBAC  delivery  is  a team  effort.  Physi- 
cians have  to  work  closely  with  their  perinatal 
nurse  counterparts  in  the  hospital.  It  is  extremely 
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FIGURE  1 

Regional  West  Medical  Center  Obstetrics 
Vaginal  Birth  After  C-Section 


DATA  ELEMENT 

1988 

1989 

1990 

1991 

1992 

Total  Births 

748 

718 

766 

731 

786 

Primary  C-Section 

81  (11%) 

90 

(13%) 

86  (11%) 

55 

(8%) 

58 

(7%) 

Repeat  C-Section 

55  ( 7%) 

50 

( 7%) 

47  ( 4%) 

34 

(5%) 

24 

(3%) 

Total  Attempted  VBAC 

18  ( 2%) 

32 

( 3%) 

43  ( 5%) 

48 

(7%) 

58 

(7%) 

FIGURE  2 

Regional  West  Medical  Center  Obstetrics 
Vaginal  Birth  After  C-Section 

DATA  ELEMENT  1988 

1989  1990 

1991 

1992 

T otal  Attempted  VBAC  1 8 

Successful  11  (61%) 

Failed  7 (39%) 

32  43 

25  (78%)  35  (81%) 

7 (21%)  8 (19%) 

48 

39  (81%) 
9 (19%) 

58 

54  (93%) 
4 ( 7%) 

nurse  counterparts  in  the  hospital.  It  is  extremely 
important  that  the  nurses  also  have  confidence 
in  this  approach.  As  we  all  know,  anxiety  can 
contribute  to  dysfunctional  labor.  Therefore,  it  is 
imperative  that  the  patient  is  well  informed  of 
our  labor  and  delivery  management  plans  and 
that  they,  too,  feel  comfortable  with  recommen- 
dations that  we  make.  We  have  not  coerced  our 
patients  into  attempting  VBAC,  but  we  do  coun- 
sel them,  give  them  educational  materials  to 
read,  and  encourage  them  to  consider  vaginal 
birth. 

Most  patients,  given  the  choice,  would  prefer 
to  deliver  vaginally,  although  there  are  always  a 
few  who  have  no  desire  to  proceed  with  labor 
and  delivery.  The  patients  who  decline  a trial  of 
labor  represent  a majority  of  the  patients  that 
have  repeat  Cesarean  sections. 

We  do  follow  guidelines  that  are  recom- 
mended by  the  American  College  of  OB-GYN. 
We  do  perform  appropriate  laboratory  screen- 
ing tests  and  anesthesia  and  pediatrics  are  noti- 
fied. We  feel  strongly  that  the  on-call  obstetri- 
cian should  be  immediately  available  in  case  of 
emergencies.  Our  office  is  attached  to  the  hos- 


pital, providing  the  luxury  of  immediate  avail- 
ability; but  after  hours,  we  remain  in  the  hospital 
until  the  patient  has  delivered. 

Elective  inductions  also  allow  most  patients 
to  delivery  during  the  waking  hours  of  the  day. 
Judicious  use  of  Prostaglandin  gel  for  cervical 
ripening  and  subsequent  IV  Pitocin  induction 
are  managed  according  to  protocol. 

In  patients  whose  cervices  are  less  than  favor- 
able for  Pitocin  induction,  we  have  had  excel- 
lent success  in  using  Prostaglandin  gel  for  cervi- 
cal ripening.  All  of  our  Cesarean  sections  are 
done  in  the  labor  and  delivery  suite.  Our  perinatal 
nurses  are  cross-trained  to  be  circulating  nurses 
and  our  LPN's  are  cross-trained  as  scrub  nurses. 

Obstetrical  complications  and  newborn  out- 
come associated  with  attempted  VBAC's  are 
continuously  reviewed  in  Quality  Assurance 
meetings.  We  have  those  complications  listed  in 
Figures  3 and  4.  Of  the  199  attempted  VBAC 
births,  1 64  patients  delivered  vaginally  and  only 
one  uterine  dehiscence  occurred.  This  is  slightly 
greater  than  the  national  average  of  1 in  250. 
We  have  had  no  maternal  or  neonatal  deaths 


FIGURE  3 

Regional  West  Medical  Center  Obstetrics 
Attempted  Vaginal  Birth  After  C-Section  Complications 

DATA  ELEMENT  1988  1989  1990  1991  1992 


Total  Attempted  VBAC 

18 

32 

43 

48 

58 

Postpartum  Hemorrhage 

1 

( 6%) 

3 

( 9%) 

2 

( 5%) 

3 

(6%) 

1 

(2%) 

Postpartum  Infection 

0 

( 0%) 

1 

( 3%) 

0 

( 0%) 

1 

(2%) 

3 

(5%) 

Periurethral  Laceration 

0 

( 0%) 

0 

( 0%) 

1 

( 2%) 

3 

(6%) 

1 

(2%) 

Uterine  Dehiscence 

0 

( 0%) 

0 

( 0%) 

0 

( 0%) 

0 

(0%) 

1 

(2%) 

Bladder  Atony 

0 

( 0%) 

0 

( 0%) 

0 

( 0%) 

0 

(0%) 

4 

(7%) 

Cervical  Laceration 

1 

( 6%) 

5 

(16%) 

2 

( 5%) 

3 

(6%) 

2 

(3%) 

Vaginal  Laceration 

1 

( 6%) 

3 

( 9%) 

1 

( 2%) 

3 

(6%) 

3 

(5%) 

Infant  To  NICU 

2 

(11%) 

1 

( 3%) 

5 

(12%) 

4 

(8%) 

2 

(3%) 
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FIGURE  4 

Regional  West  Medical  Center  Obstetrics 
Attempted  Vaginal  Birth  After  C-Section 
Newborn  Outcome  Information 


DATA  ELEMENT 

1988 

1989 

1990 

1991 

1992 

Transfer  to  NICU 

0 ( 0%) 

1 

(4%) 

4 ( 9%) 

2 

( 4%) 

1 

(2%) 

A.  After  Delivery 

0 ( 0%) 

1 

( 4%) 

3 ( 7%) 

2 

( 4%) 

0 

(0%) 

B.  From  Newborn 

0 ( 0%) 

0 

( o%) 

1 ( 2%) 

0 

( 0%) 

1 

(2%) 

Nursery 

Prematurity 

0 ( 0%) 

0 

( 0%) 

3 ( 7%) 

2 

( 4%) 

0 

(0%) 

Respiratory  Distress 

0 ( 0%) 

1 

( 4%) 

4 ( 9%) 

2 

( 4%) 

0 

(0%) 

A.  Hyaline  Membrane 

0 ( 0%) 

0 

( 0%) 

1 ( 2%) 

2 

( 4%) 

0 

(0%) 

Disease 

B.  Other 

0 ( 0%) 

1 

( 4%) 

3 ( 7%) 

0 

( 0%) 

0 

(0%) 

Sepsis  Workup 

0 ( 0%) 

1 

( 4%) 

1 ( 2%) 

2 

( 4%) 

1 

(2%) 

A.  Negative 

0 ( 0%) 

1 

( 4%) 

1 ( 2%) 

2 

( 4%) 

0 

(0%) 

B.  Positive 

0 ( 0%) 

0 

( o%) 

0 ( 0%) 

0 

( 0%) 

1 

(2%) 

Hypoglycemia 

0 ( 0%) 

0 

( 0%) 

1 ( 2%) 

2 

( 4%) 

0 

(0%) 

Physiologic  Jaundice 

2 (18%) 

0 

( 0%) 

3 ( 7%) 

2 

( 4%) 

0 

(0%) 

Birth  Trauma 

0 ( 0%) 

0 

( o%) 

0 ( 0%) 

0 

( 0%) 

0 

(0%) 

Infant  Death 

0 ( 0%) 

0 

( o%) 

0 ( 0%) 

0 

( 0%) 

0 

(0%) 

associated  with  vaginal  birth  after  Cesarean.  The 
incidence  of  other  complications  has  been  no 
greater  than  vaginal  births  as  a whole. 

Our  overall  success  rate  is  82%  which  is 
better  than  the  national  average  of  expected 
vaginal  delivery  rate  for  all  patients.  We  believe 
that  vaginal  birth  is  very  safe  and  strongly  recom- 
mend it  to  our  patients  if  they  are  candidates.  It 
does  require  that  we  spend  more  time  with  our 
patients.  The  cost  of  vaginal  birth  is  much  less 
and  the  recovery  is  much  easier  and  vaginal 
birth  is  safer  than  Cesarean  section.  We  also  feel 
that  it  has  played  a major  role  in  our  hospital  in 
diminishing  our  Cesarean  section  rate  from 
1 9%  to  1 0%. 


My  associates  in  practice  are  Loren  L.  Faaborg, 
M.D.  and  David  G.  Holdt,  M.D. 
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ASK  A LAWYER 


1 .  What  is  the  "corporate  negligence"  theory 
as  applied  to  hospitals  and  how  does  that 
square  with  the  immunity  given  hospital 
peer  review  committees? 

"Corporate  negligence"  is  a court  made  doc- 
trine in  many  states  that  provides  that  a hospital 
has  the  following  duties  to  its  patients: 

(1)  a duty  to  use  reasonable  care  in  the 
maintenance  of  safe  and  adequate  facili- 
ties and  equipment; 

(2)  a duty  to  select  and  retain  only  compe- 
tent physicians; 

(3)  a duty  to  oversee  all  persons  who  prac- 
tice medicine  within  its  walls  as  to  pa- 
tient care; 

(4)  a duty  to  formulate,  adopt  and  enforce 
adequate  rules  and  policies  to  ensure 
quality  care  for  the  patients. 

Hospitals  must  see  that  Peer  Review  Commit- 
tees operate  in  the  institution,  but  the  decisions 
of  the  Peer  Review  Committee  are  not  subject  to 
"corporate  negligence"  lawsuits  since  the  Peer 
Review  Committee's  deliberations  are  confiden- 
tial by  statute. 


2.  What  is  the  "duty  to  warn"  as  applied  to 
physicians? 

Usually,  but  not  exclusively,  applied  to  psy- 
chotherapists, it  is  court  made  law  resulting  in 
liability  to  the  psychotherapist  if  a patient  makes 
a specific  serious  threat  of  violence  against  a 
specific  clearly  identifiable  person  and  the  psy- 
chotherapist fails  to  warn  the  potential  victim.  In 
other  words,  in  this  type  of  situation,  the  neces- 
sity of  a warning  outweighs  what  would  nor- 
mally be  considered  as  confidential  physician- 
patient  communication. 

3.  Have  either  the  "corporate  negligence"  or 
"duty  to  warn"  concepts  been  adopted  in 
Nebraska? 

No,  not  specifically  by  our  courts  or  legisla- 
ture, however,  they  are  both  well-tested  con- 
cepts in  other  states  and  Nebraska  health  care 
providers  should  find  the  concepts  worth  fol- 
lowing. 

★ ★ ★ 

"Ask  a Lawyer’  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  coun- 
sel: Cline,  Williams,  Wright,  Johnson  & Oldfather,  1 900  FirsTier 
Bank  Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were 
provided  by  David  A.  Barron  and  Charles  M.  Pallesen  Jr.  of  the 
Cline  Williams  Law  Office.  Questions  relating  to  specific 
detailed  factual  situations  should  continue  to  be  referred  to 
your  own  counsel. 
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IN  MEMORIAM 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

- Shakespeare 


ERWIN  D.  ZEMAN,  M.D.  — (Born  November  7, 
1 908  — died  July  1,  1 993)  Medical  Specialty 

- Pathology.  Doctor  Zeman  was  a graduate  of 
the  Iowa  University  Medical  School  and  prac- 
ticed in  Lincoln.  He  was  a member  of  the 
Nebraska  Medical  Association  and  the  Ameri- 
can Medical  Association.  He  is  survived  by 
his  wife,  Inez  of  Lincoln;  and  children,  William 
of  Eugene,  OR;  Albert  of  Orcas  Island,  WA; 
Michael  of  Maui,  HA;  and  Zoya  of  Weston, 
CN. 

HUBERT O.  PAULSON,  M.D.-(Born  January  2, 
1 91 6 — died  May  26, 1 993)  — Doctor  Paulson 
was  a graduate  of  the  University  of  Nebraska 
Medical  Center  in  1942  and  practiced  in 
Lincoln.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association. 

JOHN  R.  ALLELY,  M.D. -(Born  August  1 9, 1 934 

— died  July  26,  1993)  Medical  Specialty  — 
Anesthesiology.  Doctor  Allely  was  a graduate 
of  the  University  of  Nebraska  College  of 
Medicine  in  1961  and  practiced  in  Fremont. 
He  was  a member  of  the  Nebraska  Medical 
Association  and  the  American  Medical  Asso- 
ciation. Doctor  Allely  is  survived  by  his  wife, 
Shirley,  daughters  Jan  Harris  of  Dallas,  Brenda 
of  Elkhorn  and  Susan  of  Omaha;  son  Steven 
of  Elkhorn;  sister  Carole  Bagby  of  Blair;  and 
mother  Elyda  of  Tekamah. 

HOWARD  B.  HUNT,  M.D.  — (Born  September 
23, 1 902  — died  September  5, 1 993)  Medical 
Specialty  — Radiology.  Doctor  Hunt  was  a 
graduate  of  Harvard  Medical  School  in  1927 
and  practiced  in  Omaha.  He  was  a member 
of  the  Nebraska  Medical  Association  and  the 
American  Medical  Association.  Survivors  in- 
clude his  daughter,  Chloe  Bratton  of 
Englewood,  CO;  son  Dr.  R.  Thomas  Hunt  of 
Orinda,  CA;  six  grandchildren  and  two  great- 
grandchildren. 


LEON  S.  McGOOGAN,  M.D.  — (Born  August 

1 3. 1 900  — died  September  1,  1 993)  Medical 
Specialty  — Obstetrics/Gynecology.  Doctor 
McGoogan  was  trained  at  the  University  of 
Nebraska  College  of  Medicine  and  the  Uni- 
versity of  Pennsylvania  and  practiced  in 
Omaha.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Survivors  include  a brother, 
Dr.  Ralph  H.  McGoogan  of  Wichita,  KS  and 
a sister-in-law,  Louise  McGoogan  of 
Tunkhannock,  PA. 

PAUL  M.  BANCROFT,  M.D.  — (Born  November 

21.1 901  — died  September  25,  1 993)  Medi- 
cal Specialty  — Pediatrics.  Doctor  Bancroft 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1935  and  practiced  in 
Lincoln.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Doctor  Bancroft  is  survived 
by  his  wife,  Elizabeth;  sons,  John  M.  Bancroft 
of  Reno,  Nevada,  and  Col.  W.H.  "Bill"  Bancroft 
of  Rockville,  Maryland. 

HARDIN  S.  TENNANT,  M.D.  - (Born  April  23, 
1895  — died  September  2,  1993)  Medical 
Specialty  — General  Practice.  DoctorTennant 
was  a graduate  of  the  University  of  Nebraska 
College  of  Medicine  in  1 926  and  practiced  in 
Stanton.  He  was  a member  of  the  Nebraska 
Medical  Association  and  the  American  Medi- 
cal Association.  Survivors  include  one  daugh- 
ter-in-law, Dorothy  Steckelberg  of  Stanton; 
three  grandchildren;  seven  great-grandchil- 
dren; and  one  sister,  Mary  Lovel  of  Denver, 
CO. 
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WELCOME  NEW  MEMBERS 


Robert  C.  Bowman,  M.D. 
UNMC  - 600  S.  42nd  St. 
Omaha,  NE  68131 

Robert  L.  Coleman,  M.D. 

St.  Joseph  Hospital 
601  N.  30th  St.,  #4700 
Hastings,  NE  68901 

Dawn  M.  Cary,  M.D. 

8300  Dodge  St.,  #101 
Omaha,  NE  68114 

Donald  D.  Graham,  Jr.,  M.D. 
8601  W.  Dodge  Rd.,  #122 
Omaha,  NE  68114 

Bryan  R.  Imamura,  M.D. 

8303  Dodge  St. 

Omaha,  NE  68114 

Elizabeth  R.  Kujawa,  M.D. 

2566  St.  Mary's  Ave. 

Omaha,  NE  68105 

Richard  F.  Romfh,  M.D. 

808  Hackberry  Ct.,  #2610 
Bellevue,  NE  68005 

Salvatore  A.  Zieno,  M.D. 
Ehrling  Berquist  Hospital 
2501  Capehart  Rd. 

OFB,  NE  68113-5300 

Edward  A.  Dominguez,  M.D. 
UNMC -600  S.  42nd  St. 
Omaha,  NE  68198-3332 

Alfred  R.  Harrington,  M.D. 
Charles  Drew  Health  Center 
291 5 Grant,  St. 

Omaha,  NE  68111 


Kurtis  M.  Hoppe,  M.D. 

Immanuel  Rehabilitation  Center 
6901  N.  72nd  St. 

Omaha,  NE  68122 

Ann  M.  Sjulin,  M.D. 

1324  S.  72nd  St.,  #100 
Omaha,  NE  68124 

Patricia  E.  Thorpe,  M.D. 

Creighton  Vascular  Center 
601  N.  30th  St.,  #3608 
Omaha,  NE  68131 

Thomas  A.  Franco,  M.D. 

Immanuel  Rehabilitation  Center 
6901  N.  72nd  St. 

Omaha,  NE  681  22 

Laura  A.  Novoa,  M.D. 

9239  W.  Center  Rd.,  #200 
Omaha,  NE  68144 

Darol  D.  Rave,  M.D. 

14610  W.  Center  Rd. 

Omaha,  NE  68144 

Nancy  N.  Futrell,  M.D. 

Dept,  of  Neurology 
601  N.  30th  St.,  #2342 
Omaha,  NE  68131 

Harold  R.  Huff,  M.D. 

539  East  Decatur 
West  Point,  NE  68788 

Mark  E.  Bolton,  M.D. 

21 1 6 W.  Faidley 
Grand  Island,  NE  68803 

Robert  C.  Messbarger,  M.D. 

3907  6th  Ave. 

Kearney,  NE  68847 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

THURSDAY-SATURDAY,  DECEMBER  2-4,  1993 
— Obstetrics  and  Gynecology  Conference, 
(Nebraska  Ob-Gyn  Society  Annual  Scientific 
Session)  Bally's,  Las  Vegas,  Nevada.  Target 
Audience:  Primary  Care  Physicians,  Fee:  $275 

SATURDAY,  FEBRUARY  12,  1994  - 3rd  Annual 
Advances  in  Diagnosis  and  Management  of 
Cardiovascular  Diseases,  Omaha  Marriott 
Hotel,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians  and  Cardiologists.  Fee 
$25. 

SUNDAY-FRIDAY,  FEBRUARY  20-25, 1994-1  2th 
Annual  Park  City  Multidisciplinary  Eye  and 
Facial  Plastic  Surgery  Conference,  Olympia 
Park  Hotel,  Park  City,  Utah.  Target  Audience: 
Ophthalmologists,  Plastic  Surgeons,  Fee:  $450. 

SUNDAY-FRIDAY,  MARCH  6-11,  1994  - 14th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians,  Fee:  $400. 

1 1 DAYS,  MARCH  1 4-25,  1 994  - Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1  250  - split 
sessions. 

THURSDAY-SATURDAY,  APRIL  14-16,  1994  - 
2nd  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Marriott  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

11  DAYS,  APRIL  18-29,  1994  - Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1  250  - split 
sessions. 


THURSDAY  - SATURDAY,  JULY  14-16,  1994  - 
1 994  National  Conferenceon  Family  Violence: 
Research  and  Practice,  Holiday  Inn  Central, 
Omaha,  Nebraska 

TUESDAY  - FRIDAY,  JULY  19-22,  1994  - Pan 
Pacific  Lymphoma  Conference,  The  Ritz  Carlton 
- Mauna  Lani,  Kohala  Coast,  Hawaii. 


ONCOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider, Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  6 00  South 
42nd  Street,  Omaha,  NE  68198-565 1.  Call  (402)  5S9-41S2  or 
use  our  toll-free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800) 6 42- 1 095  Nationwide,  FaxNumber(402) 559-591 5. 


CREIGHTON  UNIVERSITY 

NOVEMBER  28  - DECEMBER  3,  1 993  - FLASOG 
- Latinamerican  Federation  of  Societies  of  Ob- 
stetrics and  Gynecology  - Panama  City,  Panama 

DECEMBER,  4,  1993  - Cardiac  Imaging  1993  - 
Marriott  Hotel,  Omaha,  NE. 

DECEMBER  1 7-18  1 993  - Therapeutic 
Laparoscopy  for  General  Surgeons  - 1993  Ad- 
vanced Course-  Creighton  University  School  of 
Medicine,  Omaha,  NE. 

If  you  have  any  questions,  please  contact : Sally  C.  O'Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 
2500  California  Street,  Omaha,  NE  6 8178. 


364  Nebraska  Medical  Journal  November  1993 


MAYO  FOUNDATION 

JANUARY  12-16,  1994  — Bone  & Soft  Tissue 
Tumors,  Mauni  Lani  Bay  Hotel,  Kohala  Coast, 
HI. 

FEBRUARY  10-12,  1994  - Mayo  Clinic  State-of- 
the  Art  Symposium:  Arrhythmia  Management, 
Napa  Valiev,  CA. 

FEBRUARY  21-25,  1994  — Neurology  in  Clinical 
Practice,  Keystone  Resort,  Keystone,  Colorado. 

Contact : Postgraduate  Courses,  Section  of  Continuing  Medi- 
cal Education,  Mayo  Foundation,  Rochester,  MN  55905,  Phone: 
Toll  Free  800-323-2688 


THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER, 

Washington  D.C. 

DECEMBER  27-31,  1 993  — Drug  Therapy  for  the 
90's:  An  Update  in  Mechanisms  of  Action  in 
Clinical  Utilization.  Location:  Snowbird,  Utah, 
1 8 credit  hours.  AMA  Category  1 . 

The  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 

NEBRASKA  MEDICAL  ASSOCIATION 

ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 
WASHINGTON  UNIV.  SCHOOL  OF  MEDICINE 
St.  Louis  Missouri 

WEDNESDAY-FRIDAY,  NOVEMBER  1 7-1  9,  1 993 
— Contemporary  Cardiothoracic  Surgery,  Lo- 
cation: The  Ritz-Carlton  Hotel,  St.  Louis,  Mis- 
souri, Program  Chairmen:  Joel  D.  Cooper,  M.D. 
and  Alec  Patterson,  M.D. 

SATURDAY,  NOVEMBER  20,  1993  - Hyper- 
cholestererolemia.  Location:  Marriott's  Pavil- 
ion Hotel. 

FRIDAY,  DECEMBER  3,  1 993  - Womens 
Healthcare  Issues,  Location:  The  Ritz-Carlton 
Hotel,  St.  Louis,  Missouri,  Program  Chairman: 
Louis  Avioli,  M.D. 

SATURDAY,  DECEMBER  4,  1993  - Gl  Update, 
Location:  The  Ritz-Carlton  Hotel,  St.  Louis, 
Missouri,  Program  Chairman:  Guissepe  Aliperti, 
M.D. 

THURSDAY-FRIDAY,  APRIL  21-22,  1994  - Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

?RI DAY-SUN  DAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology, -Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  dayman,  M.D. 

For  further  information  on  any  of  the  above  seminars  contact: 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  66 0 South  Euclid  Avenue, 
St  Louis,  Missouri,  6 31 10-1093,  (800)  325-9862  Interstate, 
(314)  362-6893  In  Missouri,  FAX  (314)  362-1087. 
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American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


For  Your  Benefit 


Clinton's  plan  has  AMA  elements,  yet  medicine  cannot  endorse  it 


The  AMA  neither  endorsed  nor  opposed 
President  Clinton's  entire  health  system 
reform  plan,  saying  it  will  continue  to 
maintain  dialogue  with  the  administration, 
congressional  leaders,  and  Republican  and 
Democrat  sponsors  for  other  proposals  to 
ensure  nonpartisan  discussions  result  in 
final  legislation  "that  puts  our  patients 
first." 

"We  disagree  with  certain  of  the  president's 
strategies  to  achieve  commonly  shared 
goals,  and  we  will  neither  endorse  nor 
oppose  the  president's  preliminary  plan  in 
its  entirety,"  the  AMA  said. 

Although  it  welcomed  Clinton's  affirmation 
of  many  AMA  reform  principles,  the 
Association  warned  that  the  plan's  reliance 
on  price  controls  and  overregulation,  and  its 
new  layers  of  governmental  bureaucracy 
will  limit  patient  and  physician  choices, 
lessen  the  quality  of  medical  services  and 
undermine  the  mutual  trust  between  patient 
and  physician. 

"While  the  president  proposes  rigid  spend- 
ing limits  that  would  also  limit  resources 
for  patient  care,  the  plan  does  not  consider 
adequately  other  major  cost-saving  areas 
like  liability  and  antitrust  reform,"  the 
AMA  said. 

Financing  and  implementation  issues  con- 


tinue to  cause  concern  as  Clinton  did  not 
clearly  address  how  he  plans  to  finance 
reform  and  that  his  timetable  to  enact  the 
plan  may  be  "too  aggressive." 

The  Association  cautioned  that  "heavy 
reliance  on  cuts  in  Medicare  and  Medicaid 
for  financing  is  an  unrealistic,  short-term 
solution  that  could  threaten  medical  ser- 
vices for  the  poor  and  elderly  in  the  future." 

AMA  stated  Clinton  may  be  creating 
expectations  that  cannot  be  met. 

"If  anticipated  savings  fail  to  materialize 
from  his  reform  plan,  deep  reductions  in 
medical  services  may  follow,  as  many  lead- 
ing economists  warn,  thus  defeating 
reform's  primary  purpose,"  the  AMA  said. 

Actual  legislative  specifications  of  Clinton's 
plan  are  expected  in  October.  Clinton's 
speech  "is  just  the  beginning  of  the  most 
important  domestic  debate  of  our  lifetime," 
the  AMA  said. 

Dialogue  between  the  administration  and 
AMA  will  continue  during  the  next  stages 
of  the  reform  process. 

The  Association  also  is  meeting  with  con- 
gressional leaders  and  sponsors  of 
Republican  and  Democratic  system  reform 
plans. 


Prepared  by  the  AMA  Department  of  Communications  Services.  For  information,  call  800  AMA-321 1,  ext.  4416. 


MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 


Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 
2221  South  17th  Street,  #310 
Lincoln,  Nebraska  68502 


You  ’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

CompHealth  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  From  more  than  40  fields  ol 
specialization  available  to  provide  locum 
tenens,  or  temporary,  staffing  assistance 
when  anil  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  ol  our 
medical  staff  in  your  practice  or  facility. 
It’s  the  closest  thing  you  II  find  to  a risk- 
free way  to  cover  lor  absent  stall 
members,  "try  out”  a potential  new 
recruit,  or  take  care  ol  your  patients  while 
vou  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  for  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHealth 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids.  Mich. 
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Drug/ Alcohol/ Emotional/Other  Health 
Problems 


Blue  Cross/Blue  Shield  of  Nebraska 
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Broadlawns  Medical  Center 


HELP  IS  AVAILABLE 
FOR  YOU 

FOR  A MEMBER  OF  YOUR  FAMILY 
FOR  A PROFESSIONAL,  FRIEND  OR 
COLLEAGUE 


Call 

The  Physician’s  Advocacy  Committee 

(Nebraska  Medical  Association) 


Strictly  Confidential  - Professional  - Effective 


For  information  call: 

402-393-3216 

(You  do  not  have  to  give  your  name.) 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Robert  F.  Shapiro,  M.D.,  Lincoln President 

Frederick  F.  Paustian,  M.D.,  Omaha President-Elect 

Chris  C.  Caudill,  M.D.,  Lincoln Secretary-Treasurer 

William  L.  Schellpeper,  Lincoln Executive  Director 


uuiilL'H  rv.  nuigu,  l.iiicuiii UAetutive  uirucior 

NMA  BOARD  OF  DIRECTORS 

Robert  F.  Shapiro,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Chris  C.  Caudill,  M.D Lincoln 

Darroll  J.  Loschen,  M.D York 

Perry  T.  Williams,  M.D Omaha 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Ronald  W.  Klutman,  M.D Columbus 

Robert  G.  Osborne,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

David  R.  Little,  M.D Hastings 

Charles  F.  Damico,  M.D Hastings 

AD-HOC  COMMITTEE  ON  YOUNG  PHYSICIANS 

Kevin  D.  No'hner,  M.D.,  Chairholder  Omaha 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Garnet  J.  Blatchford,  M.D Omaha 

Susanne  E.  Eilts,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

Patrick  A.  Hotovy,  M.D York 

Verlin  K.  Janzen,  M.D Nebraska  City 

Tamara  R.  Johnson,  M.D Cambridge 

Robert  J.  McQuillan,  M.D Omaha 

Kirk  B.  Muffly,  M.D Omaha 

Roselyn  M.  Remington,  M.D Schuyler 

Jeffry  L.  Strohmyer,  M.D Papillion 

Jeffrey  L.  Susman,  M.D Omaha 

Miles  Tommeraasen,  M.D Lincoln 

Keith  W.  Vrbicky,  M.D Norfolk 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chairholder Kearney 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  W.  Bouda,  M.D Omaha 

Robert  M.  Cochran,  II,  M.D Omaha 

Stuart  P.  Embury,  M.D Holdrege 

James  A.  Fosnaugh,  M.D Lincoln 

Michelle  S.  Knolla,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Steven  M.  Lau,  M.D Lincoln 

Walter  J.  O'Donohue,  Jr.,  M.D Omaha 

Richard  A.  Raymond,  M.D Omaha 

H.  Russell  Semm,  M.D Lincoln 

Jeffry  L.  Strohmyer,  M.D Papillion 

John  C.  Wilcox,  M.D Aurora 

AD-HOC  COMMITTEE  ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Warren  G.  Bosley,  M.D Grand  Island 

C.T.  Frerichs,  M.D Beatrice 

John  L.  Reed,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

David  L.  Bacon,  M.D.,  Chairholder Kearney 

Richard  H.  Meissner,  M.D.,  Board  Liaison Omaha 

Lawrence  C.  Bausch,  M.D Lincoln 

Sheila  S.  Ecklund,  R.N Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Lawrence  D.  Helmick,  M.D Kearney 

David  A.  Katz,  M.D Omaha 

Royce  A.  Mueller,  M.D Lincoln 

James  R.  Newland,  M.D Omaha 

Sally  O'Neill,  Ph.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Lisa  L.  Strohmyer,  R.N Papillion 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  MEDICAL  SERVICES 

Lawrence  C.  Bausch,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Richard  A.  Morin,  M.D Lincoln 

Merton  A.  Quaife,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

John  F.  Riedler,  M.D « >maha 

AD-HOC  COMMITTEE  ON  TUMOR  REGISTRY 

F.  William  Karrer,  M.D.,  Chairholder  Omaha 

Robert  F.  Shapiro,  M.D.,  Board  Liaison  Lincoln 

Gordon  D.  Adams,  M.D Norfolk 

Joe  L.  Auch  Moedy,  M.D Kearney 

Elvin  G.  Brown,  M.D Hastings 

John  H.  Casey,  M.D Lincoln 

Deborah  K.  Davidson,  D.O Lincoln 

Sushil  S.  Lacy,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Joseph  D.  Verdirame,  M l) Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Chairholder  Lincoln 

Kenton  L.  Shaffer,  M.D.,  Vice-Chairholder Kearney 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Mark  B.  Horton,  M.D.,  Dept  of  Health  Liaison Lincoln 

Bruce  Rowe,  MCH  Liaison Lincoln 


Section  on  Maternal  Mortality  Review 

G.  William  Orr,  M.D.,  Director Omaha 

James  H.  Elston,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Charles  W.  Marlowe,  M.D Omaha 

Terence  K.  Foote,  M.D Hastings 

Myma  C.  Newland,  M.D Omaha 

Section  on  Fetal  Mortality  Review 

Carl  V.  Smith,  M.D.,  Director  Omaha 

Gary  D.  Milius,  M.D Lincoln 

Daniel  G.  Bohi,  M.D Omaha 

Ernest  K.  Bussinger,  M.D Scottsbluff 

Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director  Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Liner. 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearne 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.  Board  Liaison  Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Suzanne  H.  Granger,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

John  F.  Riedler,  M.D Oinnhn 

Jerald  R.  Schenken,  M.D Omaha 

Patricia  A.  Siffring,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott.,  M.D Lincoll 

Richard  0.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  8.  Head,  M.D  Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Le<-  Re  tel  sdor  1 M I Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Duane  Sherwin,  M.D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Alan  L.  Worth,  M.D I 
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AD-HOC  COMMITTER  ON  MEDICAID  SERVICES 


Chris  C.  Caudill,  M.D.,  Chairholder Lincoln 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Roger  A.  Jacobs,  M.D Seward 

Luke  P.  Lemke,  M.D Columbus 

Dale  E.  Michels,  M.D Lincoln 

Royce  A.  Mueller,  M.D Lincoln 

Michael  R.  Nabity,  M.D Omaha 

Samuel  H.  Perry,  II,  M.D North  Platte 

Harlan  C.  Shriner,  Jr.,  M.D Lincoln 

John  N.  Walbum,  M.D Omaha 

Eugene  A.  Waltke,  M.D Omaha 

Wayne  K.  Weston,  M.D Lexington 

AD-HOC  COMMITTEE  HE:  MEDICARE 
Paul  E.  Collicott,  M.D*,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Duggan,  M.D Lincoln 

David  H.  Filipi,  M.D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J.A.  Grubbe,  M.D Lincoln 

Loren  H.  Jacobsen,  M.D Broken  Bow 

Alan  W.  Langvardt,  M.D Beatrice 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Sr.,  M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R.  Thomas,  M.D York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Dale  E.  Michels,  M.D Lincoln 

William  R.  Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.,  Board  Liaison  Omaha 

David  L.  Bacon,  M.D. Kearney 

Daniel  R.  Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M.D Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D.,  Chairholder Omaha 

David  L.  Bacon,  M.D Kearney 

Gary  W.  Barth,  M.D.  Hastings 

A.H.  Bergman,  M.D Fremont 

Dennis  M.  Connolly,  M.D Lincoln 

Doak  P.  Doolittle,  M.D Holdrege 

Glen  A.  Forney,  M.D Scottsbluff 

C.  T.  Frerichs,  M.D Beatrice 

Thomas  F.  Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R.  Johnson,  M.D Cambridge 

Jack  K.  Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

John  C.  Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

James  G.  Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

Edward  Langdon,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

NMA  RADIATION  SAFETY  W ORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Linda  S.  Head,  M.D Bellevue 

Ronald  W.  Klutman,  M.D Columbus 

James  J.  Phalen,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder Omaha 

Charles  F.  Damico,  M.D.,  Board  Liaison Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G.  Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W.  Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Michelle  B.  Petersen,  M.D Lincoln 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  Chairholder York 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J.  Haller,  M.D Omaha 

Verlin  K.  Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R.  Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A.  Raymond,  M.D Omaha 

Raymond  L.  Schulte,  M.D Omaha 

Michael  A.  Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro  M.D.,  NMA  Chairholder Lincoln 

Charles  F.  Damico,  M.D.,  Board  Liaison  Hastings 

Francis  D.  Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederick  F.  Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Jerald  R.  Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F.  Shapiro,  M.D.,  NMA  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Gordon  D.  Adams,  M.D Norfolk 

David  R.  Colan,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Joel  T.  Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

Linda  S.  Mazour,  M.D Red  Cloud 

Richard  H.  Meissner,  M.D „ Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G.  Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W.  Basler,  M.D.,  Chairholder  Lincoln 

Herbert  A.  Hartman,  Jr.,  M.D.,  Board  Liaison Omaha 

David  E.  Borg,  M.D Falls  City 

H.  Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 


COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 


Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

David  R.  Little,  M.D.,  Board  Liaison  Hastings 

Elvin  G.  Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A.  Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R.  Walker,  M.D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D.  Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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PHYSICIAN'S  DIRECTORY 

The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 


LINCOLN, 

cont. 

GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBSTETRICS  ■ GYNECOLOGY  Karen  M.  Higgins,  M..D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-93 


COLON  & 
RECTAL  CLINIC 

ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 

• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  ° Gl  Surgical  Oncology 

PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466  2221  S.  17th  St.,  SUITE  405  1-600-MED-LINC 

LINCOLN,  NE  68502 

1-94 

The 

□ 

& HEART  it — i — J, — 

Center  of  Nebraska 

D«  ■■■CONSULTATIVE 
□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Youngberg  MD 

PHILLIP  E.  BURKET,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

•Kidney  Dialysis  & Organ  Transplantion 
• Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P.0  Box  5345  Grand  Island,  NE  68802 

Office:  (308)  382-3994  1-800-233-3994  FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462  4 

LINCOLN 


BURN 

CARE 

NEBRASKA 


BURN 
CARE 

^ NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 

For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 

8-94 


eye. 


= | surgical 
— associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-8838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutton,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Falrbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 
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PHYSICIAN'S  DIRECTORY,  cont. 

| LINCOLN,  cont.  1 1 LINCOLN,  cont.  1 


LINCOLN  OB-GYN,  P.C. 

William  P Heidnck,  M D . F.A.C.O.G. 

Joseph  G Rogers,  M 0..  F.A.C.O.G 

Dennis  L.  Hodge,  M.D.,  F.A.C.O.G 

Gregory  W Heidnck,  M.D..  F.A.C.O.G 

YvonneK.  Davenport.  M.D. , FAC  O G 

"Board  Certified  in 

Obstetrics  & Gynecologiy" 

• 

HIGH  RISK  OBSTETRICS 

[—  24  HOURS  • 7 DAYS  A WEEK  -| 

• 

PELVIC  ULTRASOUND 

483-7641 

• 

GYNECOLOGIC  FEMALE 

' NEW  PATIENTS  WELCOME 1 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln.  NE  68510 

10-94 

RICHARD  A.  MORIN,  M.D. 

Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-94 


w 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

(402)  489-6554  or 

1-800-MED-LINC 

11-93 

LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery,  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  ot  Trauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street  • Suite  100  • Uncoln,  NE  68510  1 1-93 


NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

(402)489-6553  or  1-800-MED-LINC 

11-93 


Matisons  and  Bozarth,  M.D.,  P.C. 

600  North  Cotner  Blvd.,  Suite  205 
Lincoln,  Nebraska  68505 

Day  or  Night  Call 

464-3107 


ORTHOPAEDIC  SURGERY 


(Bones 


• GENERAL  ORTHOPAEDICS 

• ARTHROSCOPY 

• TOTAL  JOINT 
REPLACEMENTS 

• CHILDRENS  ORTHOPAEDICS 


Joints) 


• HAND  SURGERY 
JOINT  DISEASES 
& TRAUMA 

• SPORTS  MEDICINE 

• SHOULDER  SURGERY 

10-93 


I NEBRASKA 
I ORTHOPAEDIC 
L— .ASSOCIATES 


•GENERAL  ORTHOPAEDICS 
•ATHLETIC  INJURIES 

• ARTHROSCOPY  - HAND  SURGERY 
•JOINT  DISEASES  TRAUMA 

• DISORDERS  OF  THE  SPINE 

• TOTAL  JOINT  REPLACEMENT 
•CHILDREN'S  ORTHOPAEDICS 
•SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  A ccess  Pa  rk  i ng 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 
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PHYSICIAN'S  DIRECTORY,  cont. 

LINCOLN,  cont.  [ LINCOLN,  cont.  1 


Neurological  Surgery 
2221  So.  17th  Suite  310 
Lincoln,  NE  68502 


Benjamin  R.  Gelber,  M.D. 
LouisJ.  Gogela,  M.D. 

Eric  W.  Pierson,  M.D. 


Phone:  402-475-4948 

10-94 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 

PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 
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pathology 

medical 

services 

pc 


A Nichols  Institute  Affiliate 


SAMUELE.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O. 
MICHAEL  J.  DUGGAN,  M.D. 

DONALD  A.  DYNEK,  M.D. 
GEORGE  E.  GAMMEL,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFAN  R.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D. 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D. 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D. 
LARRY  D.  TOALSON,  M.D. 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 919  South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-7414 
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LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 
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Q PLASTIC  SURGICAL  ARTS 

PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 

801  South  48th  Street 

Lincoln,  NE  68510  (402)  483-2572 
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Y 


UROLOGY,  P.C. 


R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888  8.94 


Prairii;  surgical 

ASSOCIATES  P.C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 


Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  08506 
(402)486-3400  • FAX:  486-3344 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  489-4242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 

9-94 
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Adult  & Pediatric 
Urology 


HaJ  K.  Mardis,  M.D.,  F.AC.S.  R.  Michael Kroeger,M.D.,FAC.S. 

Harvey  A Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  F.AC.S. 
H.  Jeoffrey  Deeths,  M.D.,  F.AC.S. 


Certified  American  Board  of  Urology 


• 111S.  90th  Street  • Satellite  Clinic 

Omaha,  NF  68114  Papillion,  NE 

(402)  397-9800 
800-882-4770 
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GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN,  M.D. 

C.  MICHAEL  KELLY.  M.D. 

BERNARD  L.  KRATOCHVIL.  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Fool  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

7710  Mercy  Rd.  Suite  500 

399-8550 

Appointments 399-8484 

Billing  399-9301 
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Stanley  M.  Truhlsen.  M.D..  F.A.C.S 
C.  Rex  latta.M.D  .F  A.C.S. 

John  T.  Ramsell.  M.D..  F.A.C.S. 

Raymond  M.  Crowman,  III.  M D . F A C S 
Camilla  R.  Parson,  M.D. 

John  D.  Peters.  M.D. 


AFFILIATED 
EYE  PHYSICIANS 
& SURGEONS,  P.C. 


Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 
Laser  Surgery-Retinal  & Vitreous  Surgery 
Cornea  & Anterior  Segment  Surgery 


TWO  LOCATIONS 


210  Regency  Parkway,  Suite  10 
Omaha,  NE  68114 
(402)  391-3131 
FAX  (402)  391-3147 
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4242  Farnam  Street.  Suite  247 
Omaha,  NE  68131 
(402)  552-2300 
FAX  (402)  552-2301 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - ®SS2  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  23rd  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


Stanley  L.  Davis,  M.D.  Botrd  c*rtm»d 

M.  Ross  Thomas,  M.D.  h Adult 

Thomas  C.  Nilsson,  M.D.  And Ptditinc 

Kevin  R.  Murphy,  M.D.  Anhmti 

Will.  Brendie  Glomb,  M.D.  • Cllnicol  Immunology 


402-563-3379 


NORFOLK  - 1300  NEBRASKA  AV. 

402-379-3250 

GRANO  ISLANO  - 1806  N.  CLEBURN 

308-381-1700 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney.  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 
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NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleaon,  M.D. 
Michael  C.  Longley,  M.D. 

Eric  D.  Phillips.  M.D. 

H.  Randal  Woodward,  M.D. 


402-397-6661 


9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 
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Eye  Physicians 
Omaha 

4353  Dodge 
Omaha,  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 
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ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  66124-0639 
(402)  390-5860 
Fax  (402)  390-3790 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 


After  Hours  (402)  390-6786 

Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 

Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 

John  L.  Bluhm 

Administrator  11.93 
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PHYSICIANS 
LABORATORY 
SERVICES,  INC. 


c.a.  McWhorter,  m.d. 
(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  ’P  STREET 
P.O.  BOX  27999 

OMAHA.  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2-94 


7441  -O'  STREET 
CORPORATE  CENTRE. 

SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-188-7710 


PAP1LLION 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste.  102  • Papillion,  NE  68128-4782 
© (402)  339-8974 


NIOSH  CERTIFIED  B-READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 

12-93 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


OREGON  TRAIL  EYE  CLINIC 


329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)  635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)  284-401 1 (308)635-3911 

9.  SIDNEY 

(308)635-3911  8-94 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  JOURNAL,  233  So.  1 3th  St„  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  CAre  Locum 
Tenens  positions.  Full  -time  and  regular  part-time. 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  IA  50021,  phone  1-800- 
729-7813  or  515-964-2772. 

MISSOURI:  GASTROENTEROLOGIST:  Seeking 
second  BC/BE  gastroenterologist  to  join  busy,  well- 
established  gastroenterology  practice  in  growing,  pic- 
turesque midwestern  town  of  10,000  serving  an  area 
of  75,000.  Located  40  minutes  west  of  St.  Louis, 
Missouri.  Office  endoscopy  facilities  available.  Affilia- 
tion with  excellent  community  hospital  with  excellent 
Gl  laboratory  facilities.  Interested  applicants  should 
sendCV  to  EugeneTucker,  MD,  FACG,  FACP,  800  East 
Fifth  Street,  Suite  212,  Washington,  MO  63090. 

GOTHENBURG,  NEBRASKA:  Two  Board  Certified 
Family  Physicians  seek  associate  for  this  "All  America" 
Community  in  west  Central  Nebraska.  Obstetrics  re- 
quired. Send  CV  to:  Gothenburg  Family  Practice  Asso- 
ciates, Doctors  David  Hult  and  Larry  Wilson,  902  - 20th 
Street,  Gothenburg,  NE  69138. 

PART-TIME  PHYSICIAN  OPENINGS  WITH  FLY- 
ING OPPORTUNITY:  The  Nebraska  Air  Guard  is  seek- 
ing physicians  to  become  commissioned  medical  offic- 
ers. Duty  is  one  weekend  per  month  between  the 
hours  of  8 a.m.  and  4 p.m.  Responsibilities  include 
basic  medical  physical  and  flight  physical.  Physicians 
are  needed  in  the  area  of  aerospace  medicine,  emer- 
gency medicine  and  flight  medicine.  Training  will  be 
provided  if  needed.  Opportunity  for  promotion  to  the 
rank  of  Lt.  Colonel  (0-5)  or  Colonel  (0-6)  exists.  Prior 
commissioned  officers  from  any  branch  of  the  service 
are  urged  to  apply.  Contact  Smsgt.  Larry  Brooks,  1 300 
Military  Road,  Lincoln,  NE  68508-1090,  (402)  473- 
1145. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies,  electric  exam  table  - 5 complete 
sets  of  exam  tables  and  associate  equipment.  Call 
(308)  384-71 00,  72 1 W.  7th,  Grand  Island,  NE  68801 . 

PACIFIC  NORTHWEST  AND  ROCKY  MOUNTAIN) 
LOCATIONS:  Opportunities  in  primary  care,  and  other 
specialties.  Urgent  need  for  spring  and  summer.  Ben- 
efits include  malpractice,  lodging  and  transportation. 
Assignments  vary  in  duration.  Temporary  and/or  per- 
manent placement  available.  Call  or  write  Ed  Novelli  at 
Interim  Physicians,  41 1 5 E.  Jewell,  #1018,  Denver,  CO 
80222;  1-800-669-0718. 


OPPORTUNITY:  Three  board-certified  internists 
looking  for  a fourth  to  fill  vacancy  left  by  loss  of  senior 
internist.  Growing  medical  community  with  $43  mil. 
hospital  expansion.  Four-season  climate.  Good  schools, 
forward-looking  community.  Come  to  Missouri's  "most 
livable  city."  Salary  to  start  $ 1 1 0k+,  benefits.  Reply  to 
Box  045,  c/o  Nebraska  Medical  lournal  233  S.  13th 
St.,  #1  51  2,  Lincoln,  NE  68508-2091 . 

EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
With  the  North  Memorial  Medical  Center  primary  care 
network.  Opportunities  in  family  practice,  internal 
medicine  and  OB/GYN  that  allow  security  and  stability 
without  sacrificing  autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and  semi-rural  set- 
tings. Teaching  opportunities  with  North  University  of 
Minnesota  residency  program.  Competitive  compen- 
sation structures  and  flexible  schedules  with  indepen- 
dent or  hospital-owned  group  practices.  Immediate 
access  to  Minneapolis/St.  Paul  attractions.  Central  to 
Minnesota's  abundant  lake  country.  If  you're  BC/BE, 
send  your  CV  or  call  in  confidence,  North  Physician 
Placement  Office,  North  Memorial  Medical  Center, 
3300  Oakdale  Ave.,  North,  Robbinsdale,  MN  55422, 
(800)  255-6353,  ext.  1336. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE: Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  Pennsylvania, 
Ohio,  Nebraska,  Illinois,  Minnesota,  and  Wisconsin; 
INTERNAL  MEDICINE  positions  in  Wisconsin  and 
New  York;  OB/GYN  positions  in  southeastern  Wis- 
consin. We  would  be  happy  to  provide  you  with 
further  information.  Please  call  toll-free,  1-800-243- 
4353  or  send  your  CV  to  STRELCHECK  & ASSOCI- 
ATES, INC;  10624N.  Port  Washington  Road,Mequon, 
Wl  53092. 

GASTROENTEROLOGY,  NEUROSURGERY,  OC- 
CUPATIONAL MEDICINE,  ONCOLOGY,  ORTHOPE- 
DICS, ORTHOPEDICS-HAND,  UROLOGY:  Strelcheck 
& Associates,  Inc.,  an  extension  of  our  clients  recruiting 
department,  has  positions  available  in  Wisconsin,  Michi- 
gan, and  Ohio.  We  would  be  happy  to  provide  you 
with  further  information.  Please  call  1-800-243-4353 
or  send  your  CV  to  STRELCHECK  & ASSOCIATES, 
INC;  10624  N.  Port  Washington  Road,  Mequon,  Wl 
53092. 

BIG  CITY  STYLE  AND  SMALL  TOWN  HOSPITAL- 
ITY: Sums  up  our  community  very  well.  If  you  are  a 
family  practice  physician  interested  in  rural  family 
medicine,  working  in  a modern  clinic  attached  to  a 
small  acute  care  hospital,  hunting,  ranching,  rodeos, 
the  outdoors,  paleontology,  and  a better  place  in 
which  to  work  and  raise  a family,  we  would  like  to  get 
together  to  discuss  what  we  can  offer  each  other. 
Please  write  or  call  for  more  information:  Administra- 
tor, St.  Luke's  Tri-State  Hospital  and  Southwest  Medical 
Clinic,  Drawer  C,  Bowman,  ND  58623,  telephone 
(701)  523-5265.  Thank  you. 
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PHYSICIAN  FACULTY,  FAMILY  PRACTICE  RESI- 
DENCY PROGRAM:  Clarkson  Family  Medicine  started 
its  new  Family  Practice  Residency  on  July  1 , 1 991 . We 
Fiave  filled  the  MatcFi  the  last  two  years  witFi  extremely 
high  quality  family  practice  residents,  and  Fiave  seen 
our  patient  base  grow  at  a rate  that  exceeded  our 
expectations.  In  anticipation  of  another  successful 
recruitment  year  and  increasing  patient  numbers,  we 
are  actively  recruiting  additional  faculty.  Salary  and 
benefits  are  highly  competitive,  negotiable  and  di- 
rectly related  to  experience.  Practice  or  teaching 
experience  and  obstetrical  skills  are  highly  desirable. 
Responsibilities  include  supervising  residents  and  medi- 
cal students,  direct  patient  care,  and  scholarly  activi- 
ties. Join  our  small  but  growing  family,  and  be  a part 
of  the  development  and  expansion  of  this  new  pro- 
gram. Clarkson  takes  pride  in  being  a smoke-free 
environment  and  does  not  hire  applicants  that  use 
tobacco  products.  EOE.  Send  CV  and/or  letter  of 
inquiry  to:  Richard  A.  Raymond,  M.D.,  Director, 
Clarkson  Family  Medicine,  4200  Douglas  Street, 
Omaha,  NE  68131,  (402)  552-2050. 

OPPORTUNITY:  New  surgical  positions  in  Ortho- 
pedics, Urology  and  General  Surgery  have  been 
authorized  for  the  VA  Medical  Center  in  Lincoln, 
Nebraska.  The  Center  is  affiliated  with  the  University 
of  Nebraska  Medical  Center  and  Creighton  Medical 
School.  Lincoln  offers  a University  setting  in  pleasant 
environment.  English  proficiency  is  required.  Con- 
tact: Denitsu  Hirai,  M.D.,  Chief,  Surgical  Service,  VA 
Medical  Center,  600  South  70th  Street,  Lincoln,  NE 
(402)  489-3802,  Ext.  6750.  EOE. 

MIDWESTERN:  General  Internist  — special  inter- 
est in  geriatrics.  Full  range  of  up-to-date  internal 
medicine  practiced.  Special  procedures  encouraged. 
Competitive  financial  package  including  signing  bo- 
nus and  loan  forgiveness.  Great  recreation  area. 
Financially  stable  hospital.  Send  CV  to  Medical  Man- 
agement, Ltd.,  807  Riverside  Drive,  Waterloo,  Iowa 
50703,  FAX  to  (319)  236-0376.  All  replies  confiden- 
tial. 


COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8K  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc.,  P.O. 
Box  51  5,  Ankeny,  IA,  50021,  phone  1-800-729-7813. 

ASSOCIATE  DIRECTOR,  CLARKSON  FAMILY 
MEDICINE:  Clarkson  Family  Medicine  started  its  Fam- 
ily Practice  Residency  program  on  July  1,  1991,  with 
its  first  residency  class.  We  have  successfully  filled  in 
the  Match  in  our  second  and  third  year  and  anticipate 
duplicating  that  success  this  year.  Our  patient  popu- 
lation has  grown  at  a rate  that  far  exceeded  our  initial 
expectations.  Clarkson  Family  Medicine  is  seeking  an 
Associate  Director  to  share  in  the  growth  and  direc- 
tion of  Clarkson  Family  Medicine.  Responsibilities  will 
include  some  direct  patient  care,  supervision  of  resi- 
dents and  medical  students,  scholarly  activities,  cur- 
riculum development  and  faculty  development.  Re- 
quirements include  ABFP  certification,  private  prac- 
tice and/or  teaching  experience  and  obstetrical  skills. 
Salary  and  benefits  are  competitive,  negotiable  and 
directly  related  to  experience.  Serious  applicants 
should  be  interested  in  providing  direction  to  the 
continued  growth  and  development  of  a new  Family 
Practice  Residency,  and  should  seek  the  opportunity 
to  share  in  the  pride  of  its  finished  product.  Clarkson 
Hospital  takes  pride  in  being  a smoke-free  environ- 
ment and  does  not  hire  applicants  that  use  tobacco 
products.  E.O.E.  Send  CV  and/or  letter  of  inquiry  to: 
Richard  A.  Raymond,  M.D.,  Director,  Clarkson  Family 
Medicine,  4200  Douglas  Street,  Omaha,  NE  68131, 
(402)  552-2050. 

NEBRASKA:  Two-physician  internal  medical  group 
seeks  third  internist.  Midwest  university  town.  Beau- 
tiful, spacious  new  office  building  next  to  hospital. 
Send  CV  to  South  Lincoln  Medical  Group,  1919 
South  40th  Street,  Suite  202,  Lincoln,  NE  68506. 
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PRAVACHOL ' (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  function  tests  (see  WARNINGS) 

Pregnancy  and  lactation  Atherosclerosis  »s  a chronic  process  and  discontinuation  of  lipid  lowering  drugs  during 
pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia  Cho 
lesterd  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development  (including 
synthesis  of  steroids  and  cell  membranes)  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol  synthesis 
and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may  cause  fetal 
harm  when  administered  to  pregnant  women  Therefore,  HMG-CoA  reductase  inhibitors  are  contraindicated 
during  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  administered  to  women  of  childbearing 
age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the  potential 
hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discontinued  and  the 
patient  apprised  of  the  potential  hazard  to  the  fetus 
WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  hp«j  lowering  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  function  Increases  of  serum  transaminase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessanly  sequential)  occasions  have  been  reported 
vi  1.3%  of  patients  treated  with  pravastatin  m the  U S over  an  average  period  of  18  months  These  abnormalities 
were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration  In  those  patients  in 
whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued  from  therapy,  the 
traisammase  levels  usually  fell  slowly  to  pretreatment  levels  These  biochemical  findings  are  usually  asymptomatic 
although  worldwide  experience  indicates  that  anorexia,  weakness,  and/or  abdominal  pain  may  also  be  present  in 
rare  patients 

As  with  other  lipid- lowering  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  dunng  the  remainder  of  the  first  year,  and  penodically  thereafter  (eg, 
at  about  six-month  intervals)  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  intervals  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued  Persistence  of  significant  aminotransferase  elevations  following  discontinue 
ton  of  therapy  may  warrant  consideration  of  liver  biopsy 

Active  liver  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
CONTRAINDICATIONS)  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history  of 
fcver  disease  or  heavy  alcohol  mgeston  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/ Metabolism)  Such 
patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and  titrated  to 

the  desired  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyotysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  In  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin -treated  patients  (see  ADVERSE  REACTIONS)  Myopathy,  defined  as  muscle  aching  or  muscle  weak 
ness  conjunction  with  increases  in  creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pam  tenderness  or  weak 
ness  particularly  it  accompanied  by  malaise  or  tever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  senous  condition  predisposing  to 
the  development  of  renal  failure  secondary  to  rhabdomyotysis,  e.g..  sepsis;  hypotension;  major  sur- 
gery; trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy 

The  risk  of  myopathy  dunng  treatment  with  lovastatm  is  increased  if  therapy  with  either  cyclosporine,  gem 
fibrozil.  erythromycin,  or  niacin  is  administered  concurrently  There  « no  expenence  with  the  use  of  pravastatin 
together  with  cyclosponne  Myopathy  has  not  been  observed  m clinical  Inals  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  macm  One  trial  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy  Myopathy  was  not  reported  in  mis  trial  (see  PRECAUTIONS 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy  The  combined  use 
of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS) 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pam  in  a patient  on  therapy  with  pravastatin 

Homozygous  Familial  Hypercholesterolemia  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia  in  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
mhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 

Rena!  Insufficiency  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying  degrees 
of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacokinetics  of 
pravastatin  or  its  3a -hydroxy  isomenc  metabolite  (SQ  31.906)  A small  increase  was  seen  in  mean  AUC  values  and 
half-life  (tV2)  for  the  inactive  enzymatic  ring  hydroxytation  metabolite  (SQ  31 .945).  Given  this  small  sample  size,  the 
dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who  are  receiving 
pravastatin  should  be  closely  monitored 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pam.  tenderness  or 
weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil.  Niacin  (Nicotine  Acid).  Erythromycin  See  WARN- 
INGS Skeletal  Muscle 

Antipynne  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin Since  pravastatin  does  not  appear  to  induce  hepatic  drug -metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e  g . phenytoin,  qumidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur 

Chdestyramme/Colestipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  m the 
mean  AUC  of  pravastatin  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after  choles- 
tyramine or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in  bio 
availability  or  therapeutic  effect  (See  DOSAGE  AND  ADMINISTRATION:  Concomitant  Therapy.) 

Warfann  In  a study  involving  10  heatlhy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days 
bioavaiiability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfarin  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i  e . no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Patients  receiving  warfann-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed 

Ometidme  The  AUC^.^  for  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  tor  pravastatin  when  given  alone  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid 

Digoxr  In  a crossover  tnal  involving  18  healthy  male  subjects  given  pravastatin  and  digoxm  concurrently  for 
9 days,  the  bioavaiiability  parameters  of  digoxm  were  not  affected  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavaiiability  of  pravastatin  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 

Gemfibrozil  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  unnary  excretion  and  protein  binding  of  pravastatin  In  addition, 
there  was  a significant  increase  in  AUC,  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31 ,906  Combination 
therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended 

In  interaction  studies  with  aspmn,  antacids  [1  hour  prior  to  PRAVACHOL  (pravastatin  sodium)),  cimetidine. 
rucotnc  acid,  or  probucol.  no  statistically  significant  differences  in  bioavaiiability  were  seen  when  PRAVACHOL 
was  administered 

Other  Drugs:  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was  added 
to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- blockers, 
or  mtroglycenn 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production  Results  of 
clinical  tnals  with  pravastatin  in  males  and  post -menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basai  steroid  hormone  levels  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chonomc  gonadotropin  was  significantly  reduced  (p<0  004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin  However,  the  percentage  of  patients  showing  a >50%  rise  in  plasma  testosterone  after  human 
chononic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients  The  effects,  if  any.  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown 
Patients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
aporopnately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e  g , ketoconazole.  spironolactone,  am 
etidine)  that  may  dimmish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  charactenzed  by  perivascular  hemorrhage  and  edema  and  mononuclear  cell 


infiltration  of  perivascular  spaces,  were  seen  m dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a dose 
that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40  mg/day 
Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 

A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (Wallerian  degeneration  of  reti 
nogemculate  fibers)  in  clinically  normal  dogs  in  a dose -dependent  fashion  starting  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced  ves- 
tibulocochlear Wallerian  like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  weeks  at 
180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses  of 
10.  30,  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0  01)  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC. 

The  oral  administration  of  10,  30.  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0 5 to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared  to 
controls  (pcO  05)  The  incidence  was  not  dose-related  and  male  mice  were  not  affected 

A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25. 100,  and  400  mg/kg  body 
weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15,  and  33  times  higher  than  the  mean  human 
serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Liver  carcinomas  were  significantly 
increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  of  90  percent  in  males 
The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose  females.  Drug  treatment 
also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dose  males  and  females.  Adenomas 
of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  high-dose  mice  than  in  controls 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat -liver  metabolic  activation,  in  the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  coli.  a forward 
mutation  assay  in  L51 78Y  TK  + / mouse  lymphoma  cells,  a chromosomal  aberration  test  in  hamster  cells,  and  a 
gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  fertility 
or  general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor,  there  was 
decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  observed 
Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy,  de- 
creased spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs  The  clinical  significance 
of  these  findings  is  unclear 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS 

Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter2)  However,  in  studies  with  another  HMG-CoA  reductase 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and  have 
been  informed  of  the  potential  hazards  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL,  it  should  be 
discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS) 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General.) 

ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4 -month  long 
placebo -controlled  trials,  1.7%  of  pravastatin-treated  patients  and  1.2%  of  placebo- treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference  was  nof 
statistically  significant  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints  During  clinical  trials  the  overall 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2%  of 
pravastatin-treated  patients  m the  placebo -controlled  trials  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these* medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/ Event 

Pravastatin 
IN  = 900) 

Placebo 
(N  = 41 1) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardiovascular 

Cardiac  Chest  Pam 

40 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4 0- 

1.1 

1 3 

0.9 

Gastrointestinal 

Nausea/Vomit  mg 

7.3 

7.1 

29 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1 9 

Abdominal  Ram 

5.4 

6.9 

2.0 

3.9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Ratulence 

3.3 

3.6 

2.7 

34 

Heartburn 

2.9 

1.9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Pam 

3.7 

1 9 

0.3 

0.2 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  Pam 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizziness 

3.3 

3.2 

1.0 

0.5 

Renal/Gemtounnary 

Urinary  Abnormality 

2.4 

2.9 

07 

1.2 

Respiratory 

Common  Cold 

7.0 

6.3 

00 

0.0 

Rhinitis 

4.0 

4.1 

0 1 

0.0 

Cough 

2.6 

1.7 

0 1 

0.0 

’Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal  myopathy,  rhabdomyolysis 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  included 
one  or  more  of  the  following  features  anaphylaxis,  angioedema,  lupus  erythematous-like  syndrome,  polymyalgia 
rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA,  ESR  increase, 
arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea,  toxic  epidermal 
necrolysis,  erythema  multiforme,  including  Stevens -Johnson  syndrome 
Gastrointestinal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and.  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomit.ng 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction 
Eye.  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosinophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  normal  despite  contin- 
ued therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reductase  inhibitors 
Concomitant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic acid,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatm  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatm  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combination  or  in  addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis  (with  or  without 
acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  in  combination  with 
immunosuppressive  drugs,  gemfibrozil,  erythromycin,  or  lipid-lowering  doses  of  nicotinic  acid  Concomitant  ther- 
apy with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended  (See  WARNINGS 
Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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Bristol-Myers  Squibb  Company 


• Improves  key  lipids  — significant  reduction  in  LDL-C1 

• Excellent  safety  profile 

• Easy  for  patients  — once-daily  dosing,  well  tolerated 

• Usual  dose:  20  mg  once  daily  at  bedtime,  with  or  with 


PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  I la  and  lib)  when  the  response  to  diet  alone  has  not  been  adequate 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy  and  lactation  are  contraindications  to  the 
use  of  pravastatin  sodium 

Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS  in  the  brief 
summary  of  prescribing  information  on  the  adjacent  page. 

^ Bristol-Myers  Squibb  Company 
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of  Excellence  in  Cancer  Care 


Breast  Care  At  Its  Best 


“At  the  Methodist  Breast  Center, 
women  have  access  to  screening 
programs,  education,  mammo- 
graphy, breast  ultrasound  and 
advanced  diagnostic  testing  in  a 
central  location.  This  coordination 
of  efforts  is  helpful  in  the  battle 
against  breast  cancer.  ” 


The  Methodist  Breast  Center  sets  new  standards  for  breast 
health.  In  this  special  setting,  devoted  entirely  to  breast  disease 
detection  and  treatment,  women  have  access  to  comprehensive 
education,  diagnostic,  treatment,  recovery  and  support  services. 

Increasing  Early  Detection 

Here,  nurses  teach  women  to  perform  breast  self-exams.  Person- 
alized risk  assessment  profiles  are  used  to  determine  when  an  in- 
depth  family  pedigree  is  warranted.  Fully-accredited  mammogra- 
phy suites,  breast  ultrasound  and  the  region's  first  stereotactic 
breast  biopsy  unit  support  physician  efforts  to  increase  the  early 
detection  of  breast  cancer. 

Drawing  Upon  Many  Physicians’  Expertise 

At  the  Methodist  Breast  Center,  up  to  two  dozen  physicians 
confer  on  all  newly  diagnosed  cases  of  breast  cancer  during 
weekly  Breast  Cancer  Treatment  Planning  Conferences. 
Throughout  treatment  and  recovery,  an  interdisciplinary  care 
team  works  with  the  patient’s  primary  physician  to  provide 
the  best  possible  care. 

Providing  Special  Resources 

Participation  in  national  and  regional  clinical  research  studies, 
such  as  the  National  Cancer  Institute’s  Breast  Cancer  Prevention 
Trial  involving  tamoxifen,  hastens  patient  access  to  treatment 
advances.  Support  groups  are  available  for  women  and  their 
families,  as  are  a Wig  and  Turban  Shop  and  a library  of  resource 
materials. 

For  More  Information  or  to  Refer  Patients 

To  learn  more  about  the  services  available  call  the  Physicians' 
Priority  Line,  1-800-627-6363. 


Scott  Rose , Ml), 
an  Omaha  surgeon 


METHODIST 

CANCER  CENTER 

8303  DODGE  ST.,  OMAHA,  NE  402-390-5800 

Located  adjacent  to  Methodist  Hospital 


Reaching  new  heights  in 
medical  rehabilitation 


Medical  rehabilitation  is  a process  that  provides 
medical  care  and  teaches  people  how  to  make  the 
most  of  life — physically,  mentally  and  socially. 

♦ During  the  past  decade,  the  survival  rate 
of  head  injury  patients  has  increased  from 
50  percent  to  90  percent. 

♦ With  appropriate  rehabilitation.  25  percent  of 
head  injury  survivors  are  capable  of  resuming 
a relatively  active  lifestyle.  An  additional  50 
percent  can  have  functional  capabilities 
restored. 

♦ The  length  of  stay  in  a rehabilitation  facility' 
depends  on  the  severity  of  impairment.  In 
1992,  brain  injury  patients  stayed  at  Madonna 
Rehabilitation  Hospital  an  average  of  34  days. 


Madonna  Rehabilitation  Hospital 

5^01  South  Street  • Lincoln,  NE  68506  • 402-489-7102 
On-site  family  living  accommodations  available 


Nebraska s comprehensive  medical  rehabilitation  facility  for  children  and  adults 


Clarkson 
Cancer  Institute 


Living  with  the  diagnosis  of  cancer  and  its  treatment  has  a profound  impact  on  patients’  physical, 
emotional,  social  and  spiritual  needs.  Clarkson  Cancer  Institute  provides  a multidisciplinary 
approach  to  assist  physicians,  patients  and  families  in  identifying  and  dealing  with  these  special  concerns. 


Cancer  Support  Team 

Clarkson  Cancer  Institute’s  Support  Team  works  closely  with  each  physician  in 
planning  and  providing  care.  The  team  brings  together  individuals  specialized  in  all 
aspects  of  cancer  care.  Team  members  or  services  include  a nurse  coordinator,  oncology 
nurse,  radiation  oncology  nurse,  radiation  therapist,  medical  social  worker,  chaplain, 
nutrition  care  specialist,  home  care  providers,  dismissal  planning,  rehabilitation/physi- 
cal  therapy,  occupational  therapy,  speech  therapy  and  support  sessions. 

For  more  information,  call  the  Clarkson  Cancer  Institute  at  552-6932 
or  call  M D Source  toll-free  at  I - 800-552-5552 . 


= CLARKSON 
HOSPITAL 


44th  <St  Dewey  Avenue  • Omaha,  Nebraska 
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Select  the  comprehensive 
insurance  program  that  includes 
the  flexible  coverages  and  unique 
services  doctors  in  Nebraska  value: 

• Local  claim  and  risk 
management  services 

• The  expertise  of  specialized 
defense  counsel 

Put  the  unique  services  of 
The  St.  Paul  behind  your 
professional  reputation.  And  get 
the  financial  strength  of  the 
insurance  company  with  more 
than  $13  billion  in  assets. 


Ask  your  independent  insurance 
agent  about  The  St.  Paul.  The 
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than  50  years. 


Yours  DeservesThe  Backing 
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Or  call  Robert  Slaughter  in  The  St.  Paul's  Omaha  Office  at  (402)  330-5400  or 
1-800-642-8430. 

After  all,  your  reputation  depends  on  it. 


™>StRiul 


St.  Paul  Fire  and  Marine  Insurance  Company 


ONCOLOGY/HEMATOLOGY  UPDATE 
IN  CLINICAL  PRACTICE 

JANUARY  13-14,  1994 

Rushmore  Plaza  Holiday  Inn 
Rapid  City,  SD 

Sponsored  by: 

Rapid  City  Regional  Hospital  and 
Department  of  Internal  Medicine 
USD  School  of  Medicine 

PROGRAM  INCLUDES 

7.  Pain  management  in  the  cancer  patient 

2.  Management  of  the  breast  cancer  patient 

3.  Monoclonal  gammopathies  of  uncertain  etiology 

4.  Anti-thrombin  III 

5.  Multiple  myeloma  and  amyloidosis 

6.  Bone  marrow  transplantation  in  lymphoma 

7.  Work-up  and  evaluation  of  anemia 

8.  Work-up  and  evaluation  of  white  cell  disorders 

Contact: 

Pat  Sivesind,  Registrar,  Department  of  Internal  Medicine 
USD  School  of  Medicine,  P.0.  Box  5046,  Sioux  Falls,  SD  57117-5046 
Phone  (605)  339-6790 


AMA  NEWS  NOTES 

CLINTON  HAS  THREE-PART 
COST  CONTROL  APPROACH 

The  president's  system  reform  plan  has  a three- 
part  approach  to  cost  containment,  said  Kenneth 
Thorpe,  HHS1  deputy  assistant  secretary  for  plan- 
ning and  evaluation. 

During  a hearing  of  the  House  Energy  and 
Commerce  subcommittee  on  health  and  the  envi- 
ronment, Thorpe  said  Clinton's  plan  restructures 
the  health  care  marketplace,  permitting  consumers 
to  make  informed  choices  regarding  their  health 
care. 

He  added  that  a back-up  strategy,  the  plan 
includes  caps  on  the  permissible  rate  of  growth  of 
health  plan  premiums.  The  plan,  he  said,  also 
achieves  substantial  savings  through  reduction  in 
the  rate  of  growth  in  Medicare  and  through  Medi- 
caid savings. 

As  was  reported  in  the  Nov.  15  issue  of  This 
Week,  AMA  Trustee  Jerald  Schenken,  MD,  also 
testified  expressing  AMA  opposition  to  price  con- 
trols. 


Professional  Full  Service 

MEDICAL  ACCOUNT  COLLECTIONS 

by 

Bartling  & Hinkle,  P.C.,  Lawyers 


If  you  are  having  difficulties  in  collecting  your  delinquent  accounts,  Bartling  & Hinkle, 
P.C.  is  interested  in  providing  you  with  professional  assistance.  The  program  which  we 
offer  is  designed  to  accomplish  your  goal  of  receiving  the  maximum  possible  return  on 
your  delinquent  accounts  in  a professional  manner,  with  a minimum  of  effort  on  your 
part.  Our  competitive  fees  are  based  upon  our  performance  in  recovering  your 
delinquent  accounts. 


Bartling  & Hinkle,  P.C.  has  received  the 
exclusive  endorsement  of  the  Nebraska  Med- 
ical Association  in  providing  medical  account 
collections. 


For  more  information  on  our  services,  contact  the 
Nebraska  Medical  Association  office  or  Bartling  and 
Hinkle,  P.C.,  5801  South  58th  St..  Lincoln,  NE 
68516,  (402)  421-1600. 


8-A  Nebraska  Medical  Journal  December  1993 


V. 


THESE 


Take  a break  from  your  routine.  Learn  to 
jump  out  of  an  airplane  in  airborne  school. 
Survive  Field  Survival  Training  with  a Special 
Forces  unit.  Or  put  your  skills  and  endurance 
to  the  test  in  a Combat  Casualty  Care  Course. 

The  Army  Reserve  can  take  you  abroad. 
And  to  the  forefront  of  medicine,  where  you'll 
experience  the  kinds  of  training  and  education 


environments  that  only  the  Reserve  can  offer. 

' Your  commitment?  Sixteen  hours  a month. 
Fourteen  days  a year.  Less,  in  some  cases, 
should  your  civilian  practice  demand  it. 

Find  out  more  about  how  we  operate.  And 
in  exchange  for  your  skills,  live  the  adventure 
of  your  life. 


CALL  COLLECT  MAJ.  HOUR 
913-491-3701 


ARMY  RESERVE  MEDICINE*  BE  ALL  YOU  CAN  BE 


A Special  Invitation  to  Nebraska 
Medical  Association  Members 


The  Nebraska  Medical  Association,  in  cooperation  with  Firmer  Bank,  is  proud  to  offer  a VISA  Gold  Card 
with  an  added  benefits  package  designed  specifically  to  meet  our  members’  needs. 


• No  Annual  Fee 


• Cash  Advances.  At  Worldwide  Locations 


• $5,000.00 
Minimum  Credit  Line 

• Low  Variable  Annual  Percentage  Rate 

• 25  Day  Grace  Period  on  Purchases 

• VISA  Phone.  The  calling  card 
feature  on  Your  VISA  Card. 


• Up  to  $250,000.00  Travel  Accident  Insurance 

Entire  Family  covered  when  tickets  purchased  with 
VISA®  Gold.  At  no  extra  cost  to  you. 

• VISA  Gold  Travel  Assistance  Services 

-Legal  Referral  Assistance 
-Auto  Rental  Assistance 
-Pre-Trip  Assistance 

-Purchase  Security  and  Extended  Protection 


If  you  wish  to  apply,  please  fill  out  the  application  below  and  mail  to:  Firmer  Bank,  Credit  Card  Center,  P.O.  Box  7,  Omaha,  NE  68101-0007 


□ Yes,  / accept!  Complete  this  form  and  return.  □ INDIVIDUAL  □ JOINT  507 

APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

Zip 

Rent/House  Payment  $ 

Previous  Address 

City 

State  Zip 

Emplover/Group 

Address 

Social  Sec.  If 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
It  you  do  not  choose  to  have  it  considered  as  a basts  tor  repaying  this  obligation  $ 

Name  of  nearest  relative  not  living  with  you  Address  City  State  Zip  Relationship 

Financial  Institution  Address  City  State  Zip  Savings  Acct  # Checking  Acct  # 

CO-APPLICANT 

Name 

Address 

Birth  Date  / / 

City 

State 

M 

Rent/House  Payment  $ 

Employer/Group 

Address 

Social  Sec.  If 

Bus.  Phone  ( ) 

Incomes 

No.  of  years 

Home  Phone  ( ) 

Other  Income 

Income  from  alimony,  child  support,  or  separate  maintenance  payments  need  not  be  revealed 
II  you  do  not  choose  to  have  it  considered  as  a basts  lor  repaying  this  obligation  $ 

TRANSFER  CURRENT  ACCOUN 

T 

1 authorize  FirsTier  to  transfer  my  current  bank  credit  card  balance 

Account  Number 

Balances 

Payment 

Address 

Account  Number 

Balances 

Payment 

Address 

SIGNATURES 

I warrant  I am  19  years  of  age  or  older  and  subject  to  no  legal  disability,  and  that  everything  stated  in  this  application  is  true  and  complete  FirsTier  Bank  is  authorized  to  investigate  the  inlormation,  obtain  my  credit  reports,  answer  inquiries  about  its  credit  erqwience  with 
me  and  request  additional  information  as  necessary  to  process  this  application  My  signature  indicates  agreement  to  terms  and  conditions  accompanying  the  card  and  any  renewal  or  replacement  card 


Applicant  Signature  Date  Co-Applicant  Signature  Date 


Method  of  Computing  the  Balance  tor 
Purchases 

Two  Cycle  Average  Daily  Balance  (excluding  new  purchases) 

Annual  Fee 

$0 

Late  Fee,  Overllmit  Fee,  and  Returned 
Check  Charge 

1 Late  Payment  fee  — 5%  of  the  late  payment  with  a $5  00 
maximum.  2.  Overlimit  fee  - $10.00  and  3.  Returned  check 
fee  — $15.00 

Annual  Percentage  Ftate  for  Purchases 

Today’s  rate  would  be  15.9%  APR, 

Variable  Rate  Information 

The  variable  rate  will  be  determined  by  the  "Prime  Rate" 
published  in  the  Wall  Street  Journal  on  the  second  Tuesday  of 
March,  June,  September  and  December  The  credit  card  rate  will 
be  the  "Prime"  plus  84%  with  a minimum  rate  of  15.9%  APR. 

Grace  Period  for  Payment  of  Purchases 

You  have  25  days  from  the  billing  cycle  closing  date  to  repay 
your  balance  in  full  before  being  charged  a finance  charge  for 
current  billing  cycle  purchases. 

The  Information  about  the  costs  of  the  card  described  In  this  application  is  accurate  as  of  February  1 993,  when  It 
was  printed.  This  information  may  change  after  the  printing  date.  To  find  out  what  may  have  changed,  call  us  at 

1 -B00-432-3209  Or.  write  to  us  at  FirsTier  Bank  Credit  Card  Center.  P.O.  Box  7.  Omaha.  NE  68101  -0007  FirsTier*  Bank,  NA.  Member  FDIC 

If  you  or  your  group  is  interested  in  our  Nebraska  Medical  VISA  Business  Plan,  call  (402)  474-4472. 


PHYSICIAN  OPPORTUNITY 

PHP  Healthcare  Corporation,  a leader  in  healthcare  management  services  has  a need  for 
physicians  to  staff  a primary  care  center  in  OMAHA,  NEBRASKA.  Other  locations  include 
California,  North  and  South  Carolina,  Georgia,  Virginia,  Pennsylvania,  Arkansas,  Florida,  and 
Tennessee. 

Qualifications  are:  BC/BE  and  appropriate  state  licensure. 

Our  Company  offers: 

• An  outstanding  incentive  pay  plan  • No  on-call  coverage 

• Paid  malpractice  insurance  • Part-time  and  Full-time  positions 

• Flexible  scheduling  arrangements  • Stimulating,  professional  practice  free 

from  administrative  burdens. 

WE  ALSO  HAVE  POSITIONS  FOR  MEDICAL  DIRECTORS 

If  Interested  Please  Contact: 

LEIGH  ROBBINS 
PHP  Healthcare  Corporation 
7044  Northridge  Drive,  Nashville,  TN  37221 

1-800-659-0947 

EOE/MF 


AMA  NEWS  NOTES 


PHP  HEALTHCARE 
CORPORATION 


AMA,  N.Y.  SOCIETIES  SUPPORT 
PHYSICIAN  S APPEAL  OF  CONVICTION 

A friend-of-the  court  brief  asking  a New  York 
appellate  court  to  overturn  the  criminal  conviction 
of  a physician  was  filed  this  month  by  the  AMA,  the 
Medical  Society  of  the  State  of  New  York,  the 
Medical  Society  of  the  County  of  Kings  and  the 
New  York  State  Society  of  Internal  Medicine. 

Dr.  Einaugler  had  been  found  guilty  of  criminal 
neglect  under  New  York's  Public  Health  Law  after 
a nursing  home  patient  under  his  care  died.  He  was 
convicted  for  choosing  to  hospitalize  an  elderly 
nursing  home  patient  late  in  the  day,  rather  than 
earlier. 

The  medical  societies'  amici  curiae  brief  sup- 
ports the  physician's  appeal,  stating  "the  medical 
community  is  profoundly  troubled  by  the  state's 
use  of  the  public  health  law  to  criminalize  a 
physician's  exercise  of  clinical  judgment." 

★ ★ ★ 


ACT  AGAINST  VIOLENCE 
TO  WOMEN  GETS  AMA  NOD 

Calling  for  tougher  measures  to  end  violence 


against  women,  the  AMA  supported  the  "Violence 
Against  Women  Act  of  1 993"  during  congressional 
testimony. 

"We  view  this  act  as  a strong  step  forward  in 
recognizing  and  treating  domestic  violence  as  the 
public  health  epidemic  it  truly  is,"  said  AMA  Presi- 
dent-elect Robert  E.  McAfee,  MD,  to  the  Senate 
Judiciary  Committee  Nov.  12. 

The  act,  introduced  by  Sen.  Joseph  Biden  (D, 
Del.),  is  consistent  with  the  AMA's  initiative  to 
declare  violence  as  a major  health  issue  and  to 
support  research,  educational  programs  and  ap- 
propriate interventions  to  increase  public  aware- 
ness of  domestic  and  other  types  of  violence. 

"Not  only  does  domestic  violence  add  enor- 
mous unnecessary  expenses  to  health  care  costs  in 
the  U.S.,  the  human  costs  are  especially  tragic  and 
immeasurable,"  Dr.  McAfee  said. 

He  commended  Sen.  Bidden  for  introducing  the 
violence  act,  which  would  establish  federal  penal- 
ties for  sex  crimes  and  provide  extensive  grant 
dollars  to  combat  crimes  against  women,  including 
capitol  improvements  to  prevent  crimes  in  national 
and  public  parks  and  on  public  transportation. 

The  bill  also  would  establish  a national  commis- 

(continued  on  page  14A) 
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It  pays  to  trust  your  financial  growth  to  a specialist. 


Not  all  investment  management  services  stack  up  to 

c*J  .'<u 

« « e 

Ours  are  steeped  in  the  fine  tradition  of  private  bankers,  with  the 
highest  standards  of  confidentiality,  competence  and  integrity.  We 
specialize  in  serving  physicians.  And  like  physicians,  we  approach  each 
client  on  an  individual  basis,  creating  custom  portfolios  reflective  of  the 
client's  financial  goals  and  attitude  toward  risk. 

Cambridge  Advisors  is  not  commission  based,  nor  are  we  affiliated 
with  any  financial  or  insurance  sales  organization.  We  welcome  you  to 
contact  us  for  references  and  further  information. 

Cambridge  Advisors  Inc. 

THE  MARK  • Suite  102  • 9290  West  Dodge  Road 
Omaha.  Nebraska  68114  • 402-397-5600 


those  offered  by  Cambridge  Advisors  Inc. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


FIRST  DISTRICT:  Councilor:  Roger  S.  Jemstrom, 
M.D.,  Omaha,  Counties:  Douglas,  Sarpy. 

SECOND  DISTRICT:  Councilor:  John  H.  Casey, 
M.D.  Lincoln,  Counties:  Cass,  Lancater,  Otoe. 

THIRD  DISTRICT:  Councilor  Paul  M.  Scott,  M.D., 
Auburn.  Counties:  Gage,  Johnson,  Nemaha, 
Pawnee,  Richardson. 

FOURTH  DISTRICT:  Councilor.  GordonD.  Adams, 
M.D.,  Norfolk,  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madison,  Pierce, 
Stanton,  Thurston,  Wayne. 

FIFTH  DISTRICT:  Councilor:  Kenneth  C.  Bagby, 
M.D.,  Blair.  Counties:  Boone,  Burt,  Colfax, 
Dodge,  Merrick,  Nance,  Platte,  Washington. 

SIXTH  DISTRICT:  Councilor:  Richard  M.  Pitsch, 
M.D.,  Seward.  CounUes:  Butler,  Hamilton,  Polk, 
Saunders,  Seward,  York. 

SEVENTH  DISTRICT:  Councilor:  R.A.  Blatny, 
M.D.,  Fairbury.  Counties:  Clay,  Fillmore, 
Jefferson,  Nuckolls,  Saline,  Thayer. 

EIGHTH  DISTRICT:  Councilor:  Richard  D.  Fitch, 
M.D.,  O'NeiU.  Counties:  Boyd,  Brown,  Cherry, 
Holt,  Keya  Paha,  Rock,  Sheridan. 

NINTH  DISRICT:  Councilor:  Gordon  Bainbridge, 
M.D.,  Grand  Island.  Counties:  Blaine,  Buffalo, 
Custer,  Dawson,  Garfield,  Grant,  Greeley,  Hall, 
Hooker,  Howard,  Loup,  Sherman,  Thomas, 
Valley,  Wheeler. 

TENTH  DISTRICT:  Councilor:  Charles  F.  Damico, 
M.D.,  Hastings.  Counties:  Adams, Chase,  Dundy, 
Franklin,  Frontier,  Pumas,  Gos|>er,  Harlan,  Hayes, 
Hitchcock,  Kearney,  Phelps,  Red  Willow, 

ELEVENTI i DISTRICT:  Councilor  Ronald  L.  Asher, 
M.D.,  North  Platte.  Counties:  Arther,  Deuel, 
Garden,  Keith,  Lincoln,  Logan,  McPherson, 
Perkins. 

TWELFTH  DISTRICT:  Councilor:  Milton  R.  John- 
son, M.D.,  Scottsbluff.  Counties:  Banner, 
Box  Butte,  Cheyenne,  Dawes,  Kimball,  Morrill, 
ScottsBluff,  Sioux. 


COUNTY  PRESIDENT 

Adams  Elvin  G.  Brown,  Hastings  

Antelope-Pierce Roger  P.  Massie,  Plainview 

Box  Butte Eddie  Pierce,  Alliance 

Buffalo Kay  A.  Keifer,  Kearney  

Butler Gerald  W.  Luckey,  David  City 

Cass R.  R.  Andersen,  Nehawka 

Cheyenne-Kimball -Deuel ...  Calvin  Outright,  Sidney  

Cuming E.  L.  Sucha,  West  Point 

Custer Loren  Jacobsen,  Broken  Bow 

Dawson 

Dodge Mark  C.  Johannsen,  Fremont 

Five Willis  L.  Wiseman,  Wayne 

Four Murray  Markley,  Loup  City 

Gage  Blake  Butler,  Beatrice 

Hall Richard  E.  Goble,  Grand  Island  .... 

Hamilton J.  C.  Wilcox,  Aurora 

Holt  & Northwest Melvin  Campbell,  Ainsworth 

Jefferson Kaye  B.  Carstens,  Fairbury  

Keith-Perkins-Case Berl  W.  Spencer,  Ogallala 

Knox D.  M.  Laflan,  Creighton  

Lancaster W.  T.  Griffin,  Lincoln 

Lincoln Gary  L.  Conell,  North  Platte 

Madison Steffan  R.  Lacey,  Norfolk 

Metropolitan  Omaha Patrick  E.  Brookhouser,  Omaha  ... 

Northeast Richard  Votta,  Norfolk 

Northwest Margaret  K.  Stockwell,  Gordon  .... 

Otoe Dean  R.  Thomson,  Nebraska  City 

Platte-Loup-Valley  Richard  Cimpl,  Columbus 

Saline  Robert  E.  Tuma,  Crete  

Sarpy Jan  Golnick,  Papillion  

Saunders John  Hansen,  Wahoo 

Scotts  Bluff Vincent  G.  Bjorling,  Scottsbluff  .... 

Seward  Paul  E.  Plessman,  Seward  

South  Central  Jeff  Hollis,  Geneva 

Southeast  Nebr Richard  E.  Jackson,  Pawnee  City  . 

Southwest  Nebr Richard  F.  Klug,  McCook 

Washington-Burt Ronald  P.  Morse,  Tekamnh 

York Darroll  Ijoschen,  York  


SECRETARY-TREASURER 
Raymond  W.  Conant,  Hastings 
David  Johnson,  Osmond 
Scott  Elston,  Alliance 
Jeffrey  P.  Lee,  V.  Pres.,  Kearney 
Mark  V.  Carlson,  David  City 


Clinton  Dorwart,  Sidney 
Scott  D.  Green,  West  Point 
N.  Leon  Books,  Broken  Bow 


W.  B.  Eaton,  Fremont 
Robert  Benthack,  Wayne 
Otis  W.  Miller,  Ord 
Donald  Weldon,  Beatrice 
James  Omel,  Grand  Island 
Mark  D.  Jobman,  Aurora 


Richard  A.  Blatny,  Fairbury 
Bart  Kolste,  Ogallala 
D.  J.  Nagengast,  Bloomfield 
Krynn  K.  Buckley,  Lincoln 
Leland  F.  Lamberty,  North  Platte 
Pradip  Mistry,  Norfolk 
Eugene  M.  Zweiback,  Omaha 
Pradip  Mistry,  Norfolk 
R H.  Rasmussen,  Chadron 
Paul  R.  Madison,  Nebraska  City 
Milton  Zadina,  Columbus 
Robert  E.  Tuma,  Crete 
Jeff  Strohmyer,  Papillion 


Richard  J.  Simmons,  Scottsbluff 
Val  E.  Vahle,  Seward 
Chas.  F.  Ashby,  Geneva 
Stacey  Goodrich,  Tecumseh 
Mark  W.  Serbousek,  McCook 
Hans  Rath,  Omaha 
Harold  Nordlund,  York 
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Imagine  A MedicalCenter 
At  Your  Fingertips. 


Synapse  is  a new  on-line  health 
service  for  physicians  offered  by 
the  University  of  Nebraska  Medical 
Center.  Using  only  your  office 
computer  and  a phone  modem, 
Synapse  links  you  through  elec- 
tronic mail  with  UNMC  staff  and 
other  physicians  across  the  state, 
the  UNMC  McGoogan  Library  of 
Medicine,  research  databases, 
and  multi-specialty  bulletin  boards 
and  other  medical  networks. 

With  additional  software  provided 
by  UNMC,  you  can  also  obtain 


and  transmit  information  about 
patient  referrals. 

For  additional  information  on 
Synapse,  call  1 800  642-1095  and 
ask  for  the  Synapse  coordinators. 
Let  us  show  you  how  Synapse  can 
provide  valuable  g 
support  for  your  4-J  Enter 
patient  practice.  j| 

Enter  into  a partnership  - a partnership 
in  patient  management. 


11 


A service  of  your  University  of  Nebraska  Medical  Center. 


ASSOCIATE/ASSISTANT  DIRECTOR 

$BmatMaMmMedicaJCenter 


A thriving  Family  Practice  Residency  Program  in 
Des  Moines,  Iowa,  seeks  an  experienced  family  phy- 
sician to  assume  responsibilities  as  our  Associate  or 
Assistant  Director. 

Our  program,  located  in  newly  renovated  facilities 
in  a county  hospital,  offers  the  opportunity  to  further 
develop  clinical  skills  in  your  particular  area  of  inter- 
est while  also  assisting  new  residents  to  develop  their 
own  clinical  and  practice  abilities. 

Our  positions  offer  a controllable  lifestyle  with  a 
restricted  schedule  of  back-up  faculty  call  responsi- 
bilities and  an  emphasis  on  medical  practice  without 
the  usual  worries  of  running  your  own  practice  or 
financial  concerns  of  the  small  group.  In  addition  to 
working  with  a productive  and  congenial  faculty  group, 
we  offer  competitive  compensation  and  benefits  and 
the  possibility  of  a University  faculty  appointment. 

If  interested,  contact  Larry  Beaty,  M.D.,  Director, 
Family  Practice  Residency  Program,  Broadlawns 
Medical  Center,  1801  Hickman  Road,  Des  Moines, 
Iowa  50314.  Telephone:  (515)  282-2565. 


AMA  NEWS  NOTES 

(continued  from  page  1 1 A) 

sion  on  violence  against  women,  provide  assis- 
tance to  victims,  improve  access  to  shelters,  autho- 
rize funding  for  safer  campuses  and  provide  addi- 
tional training  and  education  for  judges  and  court 
personnel. 

★ * * 

HUNDREDS  OF  PHYSICIANS 
JOIN  AMA  AFTER  MAILING 

Nearly  300  physicians  have  joined  the  AMA 
after  receiving  the  all-physician  mailing,  Associa- 
tion officials  report,  and  membership  requests  con- 
tinue. 

The  AMA  also  said  that  as  of  Nov.  1 1,  nearly 
28,000  physicians  contacted  the  Association,  ask- 
ing to  become  directly  involved  in  its  reform  activi- 
ties through  monetary  contributions  and  grass  roots 
lobbying  efforts. 

The  mailing  was  sent  to  the  more  than  700,000 
physicians  and  medical  students  across  the  nation 
after  President  Clinton's  Sept.  22  address  to  the 
nation  on  his  health  system  reform  proposal. 


Every  day,  you  and  hundreds  of  other  medical  professionals  across  the  state 

N provide  services  to  your  patients.  You  also  must  prepare  for  the  times  when  you  or 
a member  of  your  family  becomes  ill.  For  those  times,  the  Nebraska  Medical 
Association  provides  you  with  an  opportunity  to  obtain  affordable  health  care 
coverage.  You  may  also  extend  this  coverage  option  to  your  employees. 

Blue  Cross  and  Blue  Shield  of  Nebraska  offers  Nebraska  Medical  Association 
members  the  NMA  Traditional  Health  Care  Plan  and  the  CustomFlex  Health 
Care  Plan,  which  allows  you  to  choose  the  deductible  option  that  best  suits  your 

M needs. 

The  plans  feature  a choice  of  single  or  family  coverage,  with  a wide  variety  of 
benefits.  Optional  benefits  include  maternity  coverage,  and  dental  benefits  (for 
offices  with  10  or  more  participating  in  the  health  insurance  plan).  Our  Utilization 
Management  Program  helps  you  use  your  health  care  dollars  wisely,  while  at  the 
same  time  providing  you  with  coverage  you  need. 

For  more  information  about  the  Nebraska  Medical  Association  Traditional  or 
CustomFlex  Health  Care  Plans,  please  contact  Debbi  Lee  at  (402)  390-1849 
or  call  toll-free  at  1-800-782-8895.  Mention  this  ad  and  we’ll  send  you  a 
complimentary  coffee  mug. 


BlueCross  BlueShield 
of  Nebraska 


7261  Mercy  Road 
P.O.  Box  3248 
Omaha,  NE  68180-0001 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


Gerry  Smeader 

Suite  114,  Corporate  Plaza,  11212  Davenport,  Omaha,  NE  68154,  (402)  334-9689 


BE  AN  AIR  FORCE 
PHYSICIAN. 

Become  the  dedicated  physician  you 
want  to  be  while  serving  your  country  in 
today’s  Air  Force.  Discover  the  tremen- 
dous benefits  of  Air  Force  medicine.  Talk 
to  an  Air  Force  medical  program  manag- 
er about  the  quality  lifestyle  and  benefits 
you  enjoy  as  an  Air  Force  professional, 
along  with: 

• 30  days  vacation  with  pay  per  year 

• Dedicated,  professional  staff 

• Non-contributing  retirement  plan  if 
qualified 

Today’s  Air  Force  offers  the  medical  envi- 
ronment you  seek.  Find  out  how  to  quali- 
fy. Call  USAF  HEALTH  PROFESSIONS 
TOLL  FREE  — 1-800-423-USAF 


NATIONAL  ORGANIZATIONS 


American  Academy  of  Family  Physicians 

8880  Ward  Parkway,  Kansas  City  MO  64114-2797 
American  Academy  of  Pediatrics 

Joe  M.  Sanders,  Jr.,  M.D.,  Executive  Director 
141  Northwest  Point  Road,  P.O.  Box  927 
Elk  Grove  Village,  IL  60009-0927 
American  Academy  of  Physician  Assistants 
Harry  A.  Bradley,  Executive  Vice  President 
950  N.  Washington  Street,  Alexandria,  VA  22314 
American  Academy  of  Ophthalmology 

Bruce  Spivey,  M.D.,  Executive  Vice  President 
655  Beach  Street,  P.O.  Box  7424,  San  Francisco,  CA  94120-7424 
American  College  of  Emergency  Physicians 
Colin  C.  Rorrie,  Jr.,  Ph.D.,  Executive  Director 
Box  619911,  Dallas,  TX  75261-9911 
American  College  of  Legal  Medicine 

611  East  Wells  Street,  Milwaukee,  WI  53202 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
409  - 12th  Street,  S.W.,  Washington,  D.C.,  20024-2188 
American  College  of  Physicians 

John  R.  Ball,  M.D.,  J.D.,  Executive  Vice  President 
Independence  Mall  West,  6th  Street  at  Race 
Philadelphia,  PA  19106-1572 
American  College  of  Radiology 
John  J.  Curry,  Executive  Director 
1891  Preston  White  Drive,  Reston,  VA  22091 
American  College  of  Rheumatology 

Mark  Andrejeski,  Executive  Vice  President 
60  Executive  Park  Ave.,  #150,  Atlanta,  GA  30329 
American  College  of  Surgeons 
I aul  A.  Ebert,  M.D.,  Director 
55  East  Erie  Street,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

John  H.  Graham,  IV,  Chief  Executive  Officer 
1660  Duke  Street,  Alexandria,  VA  22314 


American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Executive  Vice  President 
7272  Greenville  Ave.,  Dallas,  TX  75231-4596 
American  Hospital  Association 
Richard  J.  Davidson,  President 
50  F St.,  N.W.,  Ste.  1100,  Washington,  DC  20001 
American  Medical  Association 

James  S.  Todd,  M.D.,  Executive  Vice  President 
510  North  State  Street,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Glenn  W.  Johnson,  Executive  Director 
520  N.  Northwest  Highway,  Park  Ridge,  IL  60068-2573 
American  Society  of  Clinical  Pathologists 
Senior  Executive  Vice-President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 

Alan  R.  Nelson,  M.D.,  Executive  Vice  President 
2011  Pennsylvania  Ave.,  N.W.,  #800 
Washington,  D.C.  20006-1808 
American  Urological  Association,  Inc. 

G.  James  Gallagher,  Executive  Director 
1120  N.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Don  L.  Riggin,  President  & CEO 
1314  Spring  St.,  N.W.,  Atlanta,  GA  30309 
International  College  of  Surgeons,  United  States  Section 
Melissa  Feinleib,  Meeting  and  Convention  Manager 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  61610-1694 
Mid-Central  States  Orthopaedic  Society 
Thelma  J.  Borresen,  Executive  Director 
P.O.  Box  21373,  Wichita,  KS  67208 
National  Rehabilitation  Association 

Ann  Tourigny,  Ph.D.,  CAE,  Executive  Director 
633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
E.  Robert  Heitzman,  M.D.,  President 
2021  Spring  Road,  Suite  600,  Oak  Brook,  IL  60521 
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Who  do  you 
talk  to  when 
your  patients 
show  signs  of 
drug  or  alcohol 
abuse? 


Chemical  dependency  destroys  more 
than  bodies.  It  destroys  lives.  And  not 
just  the  lives  of  your  patients.  Families, 
loved  ones  and  friends  are  deeply 
affected  too.  Individualized  treatment  is 
the  answer. 


Chemical 

Dependency 


If  you  have  a patient  you  think  may  be 
chemically  dependent,  call  the  Methodist 
Richard  Young  Consultation  Line.  A free 
service  for  professionals,  the  consultation 
line  can  provide  you  with  information 
and  assist  with  assessments  and 
admitting. 


• Trembling 

• Anxiety 

• Family  History  of 
Alcoholism 

• Blackouts 

• Susceptibility  to 
Infectious  Diseases 

• Memory  Loss 

• Confusion 


Call  toll-free  1-800-782-3160. 
In  Omaha  call  536-6300. 


MEIHODET  & 

RICHARD  YOUNG 


Mental  Health  Care 


Years  From  Now,  This  Patient  Could  Have 
A Claim.  Make  Sure  You’re  Still  Protected. 


You  never  know  when  a claim  will  show  up. 

That’s  why  it’s  important  to  be  insured  by 
a conjpany  that’ll  be  around  to  protect  you 
and  your  practice  years  down  the  road. 

CNA  has  been  protecting  doctors  against  mal- 
practice claims  for  over  30  continuous  years.  A 
record  which  demonstrates  our  dedication  to  pro- 
viding continual  coverage  even  in  uncertain  times. 


For  more  information  about  medical  mal- 
practice insurance  from  the  CNA  Insurance 
Companies,  contact  your  local  agent  or: 

CNA  Insurance  Companies 
Professional  Liability  Division,  19S 
CNA  Plaza 
Chicago,  I L 60685 
(312)822-5800 


We’re  there  when  you  need  us  most. 


CNA 

For  All  the  Commitments  You  Make® 

Program  underwritten  try  Continental  Casualty  Company  and  CNA  Casualty  Company  of  California,  two  of  the  CNA  Insurance  Companies  CNA  Plaza  Chicago.  IL  60685. 
CNA  is  a registered  service  mark  of  the  CNA  Financial  Corporation,  the  parent  company  of  the  CNA  Insurance  Companies 


When  you  need  more 
than  just  the  fax... 


The  Ricoh  FAX2500L  laser  facsimile  machine  can  transform  a medium- 
sized office  into  a flexible,  functional,  shared-work  environment.  This  one 
affordable  machine  allows  you  to: 


• Receive  "original  quality"  laser  faxes  on  plain  paper— at  only  6 seconds  per  page 

• Scan  pages  in  seconds,  so  you  don't  have  to  stand  by  the  fax  machine 

• Make  copies 

• With  printer  interface  option,  you  can  even  laserprint  files  from  two  IBM®  PC  or  com- 
patible workstations 


C now  on  t*ie  Purchase  of  the  Ricoh  FAX2500L  with  your  Nebraska 

wClVw  i\J  Medical  Association  membership.  The  Association  will  also 
receive  non-dues  income  from  your  purchase. 


LINTELFAX 


Lincoln  2201  Winthrop  Rd.  402/486-7200 

Omaha  9864  M St.  402/331-0607 


ntv  Medical  Society 

and  THE  ,r,AVl 


Physicians,  Residents,  and  Medical  Students: 

Do  You  Know  How  to 
Protect  Your  Finances 
Against  HIV? 


FACT> 


HIV  Infection  Puts  You  at 
Financial  as  Well  as  Physical  Risk. 

As  a medical  professional,  you  take  precautions  to  safeguard  yourself  physically  from  the  threat 
of  HIV  infection.  But  have  you  taken  precautions  financially?  The  inability  to  earn  an  income 
and  the  depletion  of  your  assets  are  two  hurdles  you  would  have  to  overcome  should  you  become 
infected  with  HIV. 

Traditional  Insurance  Was  Not  Designed  to 
■ I ' Provide  Financial  Protection  Against  HIV  Infection. 

You  may  have  protected  yourself  with  adequate  amounts  of  life,  health,  and  disability  insurance. 
But  while  each  of  these  coverages  offers  valuable  protection,  none  was  designed  to  protect 
against  the  financial  consequences  of  HIV  infection. 

This  HIV  Indemnity  Plan  is  a 

Solution  to  the  Unmet  Need  for  Financial  Protection. 

This  unique  HIV  Indemnity  Plan  plan  pays  a lump-sum  benefit  upon  first-time  diagnosis  of 
HIV  seropositivity,  giving  you  the  help  needed  to  replace  lost  income,  protect  assets,  and  cover 
the  cost  of  HIV  treatment. 

Request  FREE,  no-obligation  information  about  this  HIV  Indemnity  Plan. 

Complete  and  return  the  coupon  below  or  call  the  AMA  Insurance  Agency  toll-free 
at : 1 -800-458-5736  Monday  — Friday,  9:00  a.m.  — 4:45  p.m.  (Central  Time). 


FACT> 


Co-sponsored  by: 


OPEN  ENROLLMENT  PERIOD  ENDS  MARCH  1ST,  1994. 


/ToiC^TN. 

V ^ 7 

| YES!  1 want  FREE  information  about  how  1 can  protect  my  financial 

I well-being.  1 understand  that  requesting  this  information  places  me 

! under  no  obligation. 

! ( ) 

i Name 

i 

i 

i 

Business/School  Phone 

i Address 

i 

i 

Specialty  Medical  Education  Number 

/ / 

1 Jyf 

j City  State  ZIP 

| ( ) 

Date  of  Birth  Month  Day  Year 

Please  Check  One:  J Physician 

This  HIV  Indemnity  Plan 
is  underwritten  by 
Physicians  Mutual  Insurance 
Company  of  Omaha,  Nebraska 

i Home  Phone 

i 

j MAIL  TO:  AMA  INSURANCE  AGENCY,  INC. 
SUITE  400 

200  NORTH  LASALLE  STREET 
CHICAGO,  ILLINOIS  60601-9798 

_]  Resident 
_)  Medical  Student 

Are  you  a member  of  the 

American  Medical  Association?  _|  Yes  _|  No 

PRESIDENT’S  PAGE 


The  Mid-Level  Practitioner  Dilemma 


ROBERT  F.  SHAPIRO,  M.D. 


While  writing  this  December  President's  Page 
I realized  how  quickly  my  year  as  President  was 
moving  along;  it  is  already  time  to  wish  you  and 
your  families  or  significant  others  a Happy 
Chanukah  or  Merry  Christmas,  and  a happy  New 
Year.  We  need  the  relaxation,  refreshment,  and 
good  spirit  intrinsic  to  the  holiday  season  to 
reinvigorate  and  fortify  ourselves  to  face  chal- 
lenges the  new  year  will  bring. 

One  challenge  for  physicians  is  to  formulate  a 
vision  for  a medical  care  system  to  serve  our 
patients,  which  incorporates  and  details  an  ap- 
propriate role  for  mid-level  health  care  practitio- 
ners, which  we  are  able  to  articulate  to  the  public, 
to  other  doctors,  and  to  policy  makers  in  an 
understandable  and  effective  way. 

The  reason  for  directing  this  President's  Page 
toward  mid-level  practitioners  is  my  concern  that 
we  are  finding  ourselves  reacting  on  an  "ad  hoc" 
or  defensive  basis  when  they  submit  applications 
to  expand  their  scopes  of  practice. 

Norman  Krivosha,  former  Chief  Justice  of  the 
Nebraska  Supreme  Court,  once  told  me  that 
being  the  party  framing  the  issues  in  a dispute 
was  the  single  best  way  to  win  the  argument. 
Reacting  defensively  rather  than  responding  ap- 
propriately permits  issues  to  be  framed  as  "turf 
battles"  or  motivated  by  a desire  to  protect 
physicians'  pocketbooks  rather  than  sincere  ef- 
forts to  protect  the  public. 

Frequently,  after  examining  these  requests  for 
practice  scope  expansion,  we  see  their  goal  is  to 
"de-medicalize"  activities  traditionally  recognized 
as  medical  practice.  These  applications  usually 
request  that  some  delineated  activities  no  longer 
be  considered  a "delegated  medical  role"  with 
supervision  or  formal  collaboration  required. 

To  help  define  the  proper  roles  of  mid-level 
practitioners  and  other  paraprofessionals,  the 
NMA  Board  of  Directors  directed  me  to  create  a 
subcommittee  of  our  Health  Policy  Statements 
Committee,  which  Dr.  Lee  Retelsdorf  has  agreed 
to  chair. 


Robert  F.  Shapiro,  M.D. 


When  our  Board  first  looked  at  mid-level 
practitioners  and  other  paraprofessionals,  we 
found  at  least  28  current  or  developing  profes- 
sions which  might  be  included.  This  would  be  a 
large  task,  but  we  believe  efforts  at  the  AMA  to 
categorize  these  roles  will  "dovetail"  with  ours; 
and  our  Nebraska  subcommittee  will  be  able  to 
direct  its  main  energies  towards  nurse  practitio- 
ners and  physician  assistants. 

As  we  consider  the  proper  role  of  NPs  and 
PAs,  we  appreciate  that  physicians  interested  in 
medical  history  know,  all  too  well,  the  medical 
chaos  and  inconsistent  quality  of  both  medical 
education  and  practice  which  existed  prior  to 
1910,  the  Flexner  report  which  resulted,  and  the 
changes  it  caused.  They  favor  practice  scope 
regulation.  On  the  other  hand,  free  market  econo- 
mists, e.g.  Milton  Friedman  of  the  University  of 
Chicago,  and  Libertarians,  e.g.  S.  David  Young  of 
the  Cato  Institute,  believe  occupational  licensing 
and  practice  restrictions  unreasonably  restrict 
access  to  services  and  increase  costs. 

As  reflected  in  the  Justice  vs.  Mercy  issues 
raised  in  the  October  President's  page,  values  are 
again  in  conflict.  Should  there  be  regulation  of 
professional  practice  scopes  or  should  the  phi- 
losophy "Caveat  Emptor"  (Let  the  buyer  beware) 
reign  supreme? 
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Even  though  we  rail  at  perceived  over-regula- 
tion, with  CLIA  as  a recent  example,  I think  we 
recognize  that  assessing  overall  quality  of  medi- 
cal services  is  difficult  for  a public,  perhaps  better 
able  to  judge  personal  satisfaction  with  a pro- 
vider of  services  (not  an  unimportant  consider- 
ation) than  conformance  to  medical  specifica- 
tions with  appropriate  outcomes  (better  assessed 
by  peers). 

I think  many  of  us,  those  who  have  served  on 
the  State  Board  of  Health  and  the  Board  of 
Medical  Examiners,  for  example,  have  decided 
that  occupational  licensing  with  limitations  on 
scope  of  practice,  although  not  perfect,  does 
afford  the  public  a level  of  protection  when 
selecting  a practitioner  from  whom  to  obtain 
services. 

In  recent  years,  our  thinking  has  evolved  to  a 
point  where  many  physicians  believe  a number 
of  traditional  medical  functions  can  be  safely 
delegated  to  mid-level  medical  practitioners,  who, 
if  working  under  supervision  or  collaborating 
with  physicians,  can  provide  excellent  care, 
thereby  enhancing  and  extending  our  ability  to 
serve  a greater  number  of  patients.  Services  of 
these  mid-level  practitioners  are  valuable  in  rural 
areas,  inner  cities,  and  may  become  more  signifi- 
cant in  educational  medical  centers,  if  reduced 
numbers  of  specialty  residencies,  contemplated 
in  health  system  reform,  shrink  the  ranks  of 
residents  and  fellows  providing  direct  patient 
care. 

In  examining  our  relationships  with  mid-level 
practitioners,  we  find  involvement  with  physician 
assistants  has  been  less  fractious  than  with  nurse 
practitioners.  This  is  unfortunate,  because  both 
are  needed  and  can  contribute  to  a medical  care 
system. 

The  two  groups  vary  in  basic  outlook,  which 
has  contributed  to  different  relationships  with 
physicians.  The  physician  assistant  is  trained  em- 
phasizing the  "medical  model."  PAs  realize  their 
training  is  similar  but  less  rigorous  and  intensive 
than  a physician's  and,  therefore,  are  accultur- 
ated  to  and  more  comfortable  with  required 
supervision. 

To  illustrate  this  point,  recently  I received  a 
letter  from  Roger  Wells,  President  of  the  Ne- 
braska Academy  of  Physician  Assistants  (NAPA) 
noting  their  group  believes  PAs  need  to  work 
closely  with  physicians  and  including  a policy 
statement  indicating  their  group  neither  supports 
independent  practice  by  mid-level  practitioners 
or  direct  reimbursement  by  third  party  payers.  It 


further  states  support  for  the  "team  approach" 
and  the  opinion  the  health  care  team  leader 
should  be  a physician,  who  is  ultimately  respon- 
sible for  the  patient. 

In  contrast,  in  literature  received  from  the 
University  of  Nebraska's  School  for  Nurse  Prac- 
titioners, I was  impressed  by  a "duality"  drawing 
a distinction  between  the  "medical  model"  and 
the  "nursing  model."  Conceptually,  NPs  argue 
that  the  "advanced  practice  of  nursing"  can  be 
sharply  delineated  from  a "delegated  medical 
role." 

I perceived  NPs  have  a consensus  belief  that 
the  "advanced  nursing  practice"  could  be  carried 
out  independently  under  the  nurse's  current  li- 
cense with  frustration  expressed  that  current 
payment  systems  did  not  reimburse  for  these 
services;  but  there  was  disagreement  whether 
delegated  medical  functions  should  be  indepen- 
dent or  require  a formal  agreement  with  a physi- 
cian. 

I am  not  comfortable  that  NPs  as  independent 
practitioners  could  be  effectively  incorporated 
into  a medical  care  system.  I explain  my  thinking 
below. 

All  systems  have  the  following  "benchmark" 
characteristics;  1.  organization,  2.  interaction,  3. 
interdependence,  4.  integration,  and  5.  central 
objective.  Because  system  concepts  are  becom- 
ing more  commonplace  in  the  practice  of  medi- 
cine, establishing  independent  nurse  practitio- 
ners as  a free-standing  "cottage  industry"  (as  we 
physicians  have  been  referred  to  for  years)  would 
be  to  "take  the  wrong  fork  in  the  road." 

Another  regrettable  fact  is  that  NPs  inflamma- 
tory rhetoric  in  justifying  independent  practice, 
unfavorably  comparing  physicians  to  themselves 
in  terms  of  quality  of  service,  price,  and  patient 
satisfaction  could  sour  future  relationships  with 
physicians. 

Regarding  NP  training,  I saw  a letter  from  Dr. 
Verlin  Janzen,  an  insightful  FP,  practicing  in  Ne- 
braska City.  He  is  providing  the  clinical 
preceptorship  for  a nurse  practitioner  in  training. 
While  praising  the  individual's  skills  and  even 
expressing  a wish  to  hire  this  person,  he  ex- 
pressed compelling  thoughts  why  NPs  should 
not  substitute  for  physicians  as  sole  community 
health  care  providers,  centered  around  the  fact 
that  the  time  available  for  training  simply  does 
not  permit  the  same  level  of  patient  exposure 
one  receives  in  a full  family  practice  residency. 

In  the  future,  technical  advances  in  communi- 
cation may  make  it  possible  to  supervise  or  work 
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in  collaboration  with  mid-level  practitioners  over 
greater  distances  than  we  now  foresee;  but  I 
believe  oversight  of  delegated  medical  functions 
will  still  be  necessary;  and  the  delegated  medical 
role  will  be  need  to  remain  under  the  joint 
jurisdiction  of  the  Board  of  Examiners  in  Medi- 
cine and  Surgery  and  the  Board  of  Nursing. 

On  the  other  hand,  I think  we  physicians  need 
to  educate  ourselves  and  become  more  aware  of 
potential  contributions  that  nurse  practitioners 
can  make  in  our  medical  practices  and  at  least 
consider  economic  arrangements  which  might 
take  productivity  into  account,  since  economics 
appear  to  be  part  of  the  problem.  (This  thought 
is  not  a part  of  current  policy.) 


I was  disappointed  that  NPs  submitted  their 
407  application  for  independent  practice  predi- 
cated on  an  assertion  they  were  unable  to  find 
physicians  who  would  enter  into  practice  agree- 
ments with  them;  and  therefore,  there  were  1 0 of 
54  NPs  in  the  state  unable  to  go  to  work  and 
emphasizing  some  would  have  located  in  rural 
areas.  At  the  NMA,  we  had  received  no  requests 
for  help.  Obviously,  there  is  a need  for  better 
communication. 

I believe  NPs  are  members  of  the  health  care 
team  and  it  would  serve  us  all  well  if  we  would 
work  out  problems  together  before  taking  steps 
to  impose  a one-sided  solution. 
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LETTER  TO  THE  EDITOR 


ROGER  WELLS,  M.A.,  PA-C 

President,  Nebraska  Academy  of  Physician  Assistants 
1518  )ay  Streeet,  St.  Paul,  NE  68873 


The  Nebraska  Academy  of  Physician  Assis- 
tants (NAPA)  is  aware  of  the  current  efforts  by 
organized  nursing  for  independent  practice. 
Physician  Assistants  and  advanced  practice 
nurses  (NPs,  Midwives,  CRNAs  and  Clinical 
Nurse  Specialists)  are  frequently  referred  to  as 
nonphysician  or  midlevel  providers,  and,  re- 
grettably, people  sometimes  fail  to  draw  a 
distinction  between  the  two  professions.  We 
felt  it  would  be  appropriate  at  this  time  to  let 
you  know  NAPA  believes  PAs  need  to  work 
closely  with  physicians.  On  October  9th  the 
Academy's  Board  of  Directors  adopted  the 
following  policy  on  supervision  and  reimburse- 
ment. This  is  in  accordance  with  The  American 
Academy  of  Physicians  Assistants'  stance. 


"The  Nebraska  Academy  of  Physician  Assis- 
tantsdoes  not  support  independent  practice  by 
mid-level  practitioners  nor  direct  reimburse- 
ment by  third  party  payers.  The  Academy  is 
committed  to  find  ways  to  decrease  barriers  to 
effective  utilization  of  physician  assistants.  NAPA 
believes  the  "team  approach"  is  the  most  effec- 
tive and  appropriate  method  to  deliver  health 
care.  All  members  are  valuable  contributors.  As 
in  any  team  there  must  be  a leader.  The  health 
care  team  leader  should  be  a physician  who  is 
ultimately  responsible  for  the  care  of  the  pa- 
tient. This  ultimate  responsibility  does  not 
diminish  the  professional  responsibility  of  any 
of  the  other  team  members." 
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EDITORIAL 


Time  To  Think 

STUART  P.  WESTBURG,  M.D. 


It  was  a clever  poem,  and  to  the  point.  Ann 
Landers  termed  it  "wonderful."  The  author  had 
spent  a long  wait  in  the  doctor's  office  just  one 
time  to  many,  and  wrote  a poem  which  she 
presented  to  him  on  the  next  visit.  The  poem 
was  in  good  taste,  but  admonished  the  doctor 
to  schedule  reasonably,  apologize  when  neces- 
sary, to  think  of  her  as  he  would  want  to  be 
treated  himself.  Her  doctor  accepted  it  gra- 
ciously, and  said  he  would  not  keep  her  waiting 
in  the  future  or  she  "might  write  another  poem." 
A few  months  went  by,  and  Ann  published 
another  patient's  complaint  about  waiting  in  a 
physician's  office.  She  referred  to  the  previous 
poem,  and  was  surprised  that  doctors  had  not 
sent  in  their  rebuttals.  I had  been  tempted  to 
reply,  but  just  never  got  around  to  it,  and 
suspected  that  most  other  physicians  were 
similarly  too  busy  meeting  their  patients'  needs 
to  sit  down  and  take  time  to  respond.  Ann's 
second  comment,  however,  obviously  touched 
a hot  button,  and  the  floodgates  were  opened. 
She  received  hundreds  of  letters  from  doctors, 
chose  one  thoughtful  letter  from  a physician  in 
Sioux  City,  Iowa,  and  a few  weeks  later  pub- 
lished comments  from  five  other  practitioners. 

Discussing  waiting  time  in  physicians'  offices 
may  not  seem  significant  compared  to  other 
important  health  care  matters  and  potentially 
monumental  changes  occurring  in  medicine. 
On  the  other  hand,  a delay  in  the  waiting  room 
allows  a patient  time  to  think,  and  as  they  stew 
and  fume,  to  review  mentally  their  reasons  for 
frustrations  with  doctors,  or  medicine  in  gen- 
eral. Subsequently,  through  discussions  with 
their  friends,  direct  confrontation  with  doctors, 
and  public  airing  of  their  gripes,  doctors'  images 
are  further  tarnished.  Although  the  poem  in 
Ann  Landers  was  constructive  and  reflected  a 
sense  of  humor,  other  complaints  directed 
against  doctors  are  less  amiable  and  can  be 
quite  derogatory.  We  are  accused  of  being 
inconsiderate,  discourteous,  egotistic,  greedy, 
impersonal,  and  lacking  compassion.  Encoun- 
tering articles  like  this  or  listening  to  our  pa- 
tients complain  is  painful,  and  at  times  aggravat- 


ing, especially  when  we  feel  we  are  practicing 
medicine  proficiently  and  competently,  and  in 
the  best  interests  of  our  patients. 

Unfortunately  long  waiting  times  occur,  and 
I admit  to  falling  behind  schedule  and  being 
uncomfortable  about  the  resulting  misunder- 
standings and  conflicts  with  my  patients.  Some 
doctors  are  guilty  of  overscheduling  simply  out 
of  greed,  and  consequently  treat  patients  hast- 
ily, superficially,  and  impolitely,  appearing  dis- 
respectful of  their  time.  I am  ashamed  of  my 
colleagues  who  do  this.  However,  the  letters 
from  physicians  which  Ann  published  gave 
some  cogent  alternative  viewpoints.  The  doc- 
tor from  Sioux  City  pointed  out  the  extra  prob- 
lems patients  revealed,  and  that  his  attempts  to 
be  responsive  to  all  their  needs  frequently  set 
him  behind.  He  also  lamented  the  paperwork 
load  imposed  by  government  agencies,  insur- 
ance companies,  and  lawyers,  and  the  factor  of 
telephone  interruptions.  A common  theme 
emphasized  by  all  the  doctors  was  the 
unpredictability  of  medical  practice,  urgent 
needs  of  medical  and  hospital  patients,  and 
unexpected  medical  problems  the  patient  re- 
veals or  which  the  doctor  discovers  which 
require  extra  attention.  In  fact,  one  doctor 
pointed  out  that  as  a patient,  he  knew  he  would 
have  to  wait,  but  that  when  his  turn  came,  he 
would  get  the  time  he  needed. 

The  doctor's  view,  therefore,  can  be  quite 
different  from  that  of  the  patient.  Delays  which 
the  patient  perceives  as  insensitive  and  disre- 
spectful might  be  unavoidable,  occurring  be- 
cause the  doctor  is  trying  to  be  thorough, 
attentive  and  responsive.  What  may  appear  as 
an  unaccomodating,  self-serving  schedule  may 
actually  be  a manifestation  of  the  doctor's  will- 
ingness to  listen,  to  be  intentionally  sympa- 
thetic, caring  and  compassionate. 

I don't  mean  to  idealize  doctors,  but  contend 
that  too  often  our  true  intentions  are  misunder- 
stood. We  do  however  need  to  be  especially 
watchful,  and  take  time  to  think  about  our 
patients'  complaints.  Such  criticism  can  be  a 
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stimulus  to  introspection  and  self-examination. 
What  truly  are  our  attitudes  towards  patients? 
Are  we  acting  out  of  genuine  concern  for  them, 
or  are  we  guilty  of  overscheduling?  Do  our 
office  policies  require  changes,  or  our  staff 
retraining?  We  doctors  tend  to  be  a compul- 
sive, ambitious  lot,  considering  ourselves  effi- 
cient and  generally  good  managers  of  our  time. 
We  have  difficulty  turning  away  patients,  and 
can  be  unrealistic  in  estimating  what  we  might 
accomplish.  At  times  we  must  pause  and  evalu- 
ate, verifying  that  we  are  planning  for  possible 
emergencies  or  extra  problems  to  the  extent 
possible,  and  courteously  honoring  our  pa- 
tients' busy  schedules. 

There  are  many  other  aspects  of  this  contro- 
versial and  potentially  inflammatory  issue  which 
could  be  discussed,  and  as  I pondered  them,  I 
have  concluded  that  only  doctors  and  their 
staffs,  the  persons  who  actually  do  the  sched- 
uling and  perform  the  care,  can  truly  under- 
stand the  issues  involved.  I am  frustrated  when 
my  explanations  to  patients  seem  to  fall  on  deaf 
ears.  And  this  is  only  one  of  many  potential 
areas  of  contention  between  doctors  and  pa- 
tients. I don't  mean  to  irrelevantly  expand  this 
discussion,  but  I can  see  parallels  between  this 
topic  and  other  issues  in  medical  practice.  In  a 
Time  magazine  article  entitled  "Here  Comes 
Doctor  No"  (TIME,  October  11,  1993,  pgs.  26- 
29),  reporters  analyzed  the  response  of  the 
American  Medical  Association  and  individual 
medical  practitioners  to  President  Clinton's 
health  reform  plan.  They  asserted  that  orga- 
nized medicine  could  impede  constructive 
health  policies  out  of  selfishness,  defending 
"their  right  to  earn  six  times  as  much  money  as 
the  average  American  family  and  still  play  golf 
on  Wednesdays"  (p.  26).  But  they  also  admitted 
that  doctors  have  first  hand  knowledge  of  and 
justifiable  reservations  about  possible  changes 
in  the  health  care  industry  and  their  opinions 


and  suggestions  should  be  sought  and  ana- 
lyzed. For  example,  doctors  warn  that  managed 
care  and  imposed  guidelines  might  replace 
rational  medical  judgement  to  the  detriment  of 
the  patient,  that  policy  changes  might  affect  the 
traditional  doctor/patient  relationship,  that  ra- 
tioning of  care  appears  to  be  not  only  likely  but 
inevitable,  and  that  predictions  of  decreased 
paperwork  and  regulations  and  cost  savings  are 
unrealistic.  The  article  quotes  doctors  genu- 
inely concerned  about  these  problems  explain- 
ing their  reservations  to  patients.  Again,  our 
patients  won't  comprehend  or  agree  with  all 
our  points,  and  only  we  who  live  and  practice 
medicine  can  appreciate  the  implications  of 
some  of  these  policies  and  issues. 

So  in  this  large  sense,  we  must  also  take  time 
to  think.  I would  be  ashamed  if  the  leaders  of 
our  national  medical  societies  acted  only  in  a 
way  which  seemed  self-serving  to  our  profes- 
sion. We  have  the  right  and  responsibility  to 
express  our  serious  concerns  about  health  policy 
to  our  patients,  but  as  we  defend  medical 
political  issues,  we  again  must  examine  our 
objectives,  to  verify  we  are  reacting  conscien- 
tiously and  with  empathy,  not  selfishly  and 
simply  protecting  our  own  interests. 

Just  as  patients  might  not  completely  recog- 
nize the  reasons  they  must  wait  in  our  offices, 
politicians  and  the  public  in  general  might  fail  to 
appreciate  our  intentions  concerning  the  larger 
health  care  issues.  But  if  we  will  take  the  time  to 
think  through  our  motives,  and  make  sure  they 
are  in  the  best  interests  of  the  patient,  we  can 
deal  with  conflicts,  or  explain  office  policies,  or 
suggest  changes  in  health  policies  with  a clear 
conscience.  Hopefully  through  such  communi- 
cation our  patients  will  understand  better  our 
point  of  view,  and  will  conclude  that  in  the 
smaller  as  well  as  larger  issues  we  are  acting  out 
of  genuine  concern  for  them. 
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Last  year  workers'  compensation  costs  in  the 
state  of  Nebraska  were  calculated  to  be  in 
excess  of  $133  million.  Medical  services  ex- 
ceeded $59  million  of  this  cost.1  As  in  other 
states,  these  costs  continued  to  climb  out  of 
proportion  to  costs  of  other  sectors  of  the 
economy.  In  response,  state  legislatures 
struggled  to  ease  these  escalating  costs.  The 
Nebraska  Legislature  responded  by  creating 
Legislative  Bill  757  which  will  alter  the  Nebraska 
workers'  compensation  rules  when  it  becomes 
law  on  January  1,  1994. 

Among  the  significant  changes  included  in 
this  legislation  is  a revision  in  the  process  of 
selecting  physicians  to  treat  those  injured  dur- 
ing employment.  Previously,  an  injured  em- 
ployee could  seek  treatment  from  any  licensed 
physician.  The  employee  was  not  required  to 
receive  care  from  any  single  physician  but 
could  seek  several  opinions  regarding  the  care 
and  future  need  for  medical  services  for  the 
same  injury. 

The  new  legislation  defines  the  physician 
selection  process  for  the  employee.  The  physi- 
cian selected  must  be  one  who  has  either 
previously  provided  medical  services  to  the 
employee  or  who  has  provided  such  services  to 
members  of  the  employee's  immediate  family. 
The  immediate  family  is  defined  as  the  spouse, 
the  children,  the  parents,  the  step-children  or 
the  step-parents  of  the  employee.  If  the  em- 
ployee does  not  have  such  a relationship  with 
a physician,  this  new  law  allows  the  employer  to 
select  a physician  to  treat  the  injured  employee. 

Once  the  initial  selection  of  the  physician  is 
made  the  choice  can  not  be  changed  unless 
both  the  employee  and  the  employer  agree  to 
do  so.  There  is  an  option  in  the  law  to  allow  the 
workers'  compensation  court  to  order  such  a 
change. 

Another  significant  change  allows  employers 
to  contract  for  physician's  services  through  a 
managed  care  plan.  An  employer  can  require 
employees  to  receive  medical  services  through 


a managed  care  plan  if  the  employee  has  not 
selected  his/her  own  physician.  If  the  employee 
chooses  to  use  his/her  own  physician  to  treat 
initially  the  work-related  injury,  that  physician 
must  agree  to  refer  the  employee  to  the  man- 
aged care  plan  for  any  further  treatment  needed. 
The  personal  physician  must  also  comply  with 
the  rules  of  the  managed  care  plan.  In  addition, 
the  new  law  limits  the  number  of  providers  of 
vocational  rehabilitation  services  to  a single 
provider  chosen  through  agreement  of  the 
employees  and  employer  or  with  the  assistance 
of  the  compensation  court. 

The  new  law  requires  the  employer  to  estab- 
lish a safety  committee.  Through  this  safety 
committee,  physicians  may  be  called  upon  to 
render  services  which  are  new  to  them  or  with 
which  they  have  limited  experience.  Although 
many  companies  already  have  safety  commit- 
tees, those  that  do  mot  will  obviously  be  af- 
fected. Many  employers  will  have  to  seek  per- 
sonnel with  expertise  in  occupational  safety 
and  health  to  fulfill  the  law's  mandate. 

Although  much  of  the  motivation  for  these 
legislated  changes  is  based  on  concerns  for 
cost,  the  new  law  will  clearly  affect  the  activities 
of  Nebraska  physicians.  Clinicians  treating  pa- 
tients with  whom  they  have  established  rela- 
tionships, for  work-related  injuries  may  be  lim- 
ited in  their  referral  selections  since  they  will 
have  to  comply  with  the  rules  of  the  managed 
care  organization.  Specialists  who  depend  on  a 
referral  system  for  patient  activity  may  see 
fewer  patients  unless  they  are  affiliated  with  the 
managed  care  organizations.  Alternately,  those 
physicians  affiliated  with  managed  care  organi- 
zations may  anticipate  new  patients  through 
the  network. 
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Currently  more  than  twenty  three  states  al- 
low employers  to  utilize  managed  care  corpo- 
rations or  to  contract  for  medical  services.2  This 
number  is  increasing  because  of  the  radical 
changes  made  in  workers'  compensation  legis- 
lation. Other  factors  appear  to  be  subject  to 
revision  also.  A study  in  Rhode  Island  cited 
doctor-shopping  by  employees  as  a significant 
factor  that  contributed  to  cost  increase.  To 
combat  such  shopping,  changes  in  the  states 
workers'  compensation  program  included  lim- 
its on  the  number  of  physicians  selected  to 
participate.3 

The  California  legislature  examined  the  pos- 
sibility of  combining  workers'  compensation 
awards  with  other  employer  health  benefits  or 
other  so-called  "24  hour"  coverage  plans.  The 
study  committee  considered  that  such  a combi- 
nation had  an  advantage  over  other  plans  in 
that  it  would  make  the  distinction  of  work- 
related  injury  versus  non  work-related  injuries 
less  important.4  There  are  proponents  of  such  a 
combination  plan  who  insist  that  it  is  viable 
since  workers'  compensation  medical  charges 
can  be  substantially  higher  than  similar  medical 
charges  for  off-work  injuries.5  Other  states  such 
as  Maine  have  examined  light  duty  programs  as 
well  as  efficient  administrative  programs  in 
efforts  to  save  money  used  in  state  compensa- 
tion programs.6  In  Florida  a back  support  sys- 
tem used  in  a preventive  program  has  been 
successful  in  curtailing  costs.7 


With  such  alternative  approaches  and  other 
radical  changes  occurring  in  workers'  compen- 
sation programs,  it  is  important  that  physicians 
be  aware  of  new  legislative  developments.  The 
physician's  role  as  a provider  of  medical  ser- 
vices to  individuals  and  to  business  requires 
such  knowledge.  These  proposed  rule  changes 
in  Nebraska's  Workers'  Compensation  Act  may 
be  subject  to  revision  before  becoming  law. 
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ABSTRACT: 

Surgical  resection  of  cancer  of  the  head  and  neck  often  results  in  significant  functional  and  cosmetic  deformity. 
Reconstruction  of  these  deficits  have  often  been  inadequate  to  reintegrate  these  patients  into  daily  life.  Recent  advances 
in  microsurgical  techniques,  however,  have  ushered  in  a new  era  for  reconstruction  following  head  and  neck  cancer 
ablative  surgery.  Microvascular  free  tissue  transfers  have  made  possible  the  reconstruction  of  major  head  and  neck 
defects  that  previously  were  not  possible  as  well  as  mai  kedly  improving  function  and  cosmesis.  Successful  reconstruction 
requires  close  cooperation  between  the  head  and  neck  ablative  surgeon  as  well  as  the  reconstructive  surgeon.  We 
describe  four  different  microvascular  flap  techniques  which  we  have  used  for  head  and  neck  cancer  reconstruction  to 
illustrate  some  of  the  many  applications  of  these  microvascular  flaps. 


CANCER  of  the  head  and  neck 
can  be  an  emotionally  and 
physically  crippling  disease. 
Patients  may  be  cured  of  the  malignancy  only  to 
be  left  with  a devastating  appearance  which 
hinders  their  reintegration  into  daily  life.  Every- 
day functions  such  as  speech  and  swallowing 
may  also  be  inadequate  contributing  to  depres- 
sion and  withdrawal.  The  goal  of  the  head  and 
neck  oncologist  and  reconstructive  surgeon 
must,  therefore,  be  total  removal  of  the  tumor 
and,  at  the  same  time,  provide  the  patient  with 
as  near  normal  cosmesis  and  function  as  pos- 
sible. Recent  advances  in  microsurgical  tech- 
niques have  ushered  in  a new  era  of  reconstruc- 
tion following  ablative  surgery.  Optimum  suc- 
cess requires  close  cooperation  between  the 
ablative  and  reconstructive  surgeons. 

Local  and  regional  flaps  have  been  the  main- 
stay of  reconstruction.  The  pectoralis,  latissimus 
dorsi,  and  trapezius  myocutaneous  flaps  pro- 
vide bulk  and  can  be  used  to  rebuild  many 
defects.  Donor  site  morbidity  is  acceptable  but 
can  be  significant.  These  flaps  require  a pedicled 
vascular  supply  but  are  generally  reliable  and 
useful  options.  The  major  disadvantages  in- 
clude donor  site  morbidity  and  excess  bulk  in 
certain  situations. 

Microvascular  free  flaps  were  first  described 
in  1 959  by  Seidenberg  to  reconstruct  circumfer- 
ential defects  following  pharyngectomy  using  a 
segment  of  jejunum.1  Many  technical  difficul- 
ties had  to  be  overcome  and  widespread  use  of 
these  flaps  did  not  occur.  During  the  next  20 
years,  however,  many  different  free  flaps  were 


described  as  microvascular  techniques  became 
more  refined. 

Advantages  of  microvascular  flaps  include 
the  ability  to  more  closely  approximate  the 
needs  of  the  defect,  diminished  donor  site  mor- 
bidity, excellent  reliability,  and  an  unlimited  arc 
of  application.  The  flaps  can  be  easily  anasto- 
mosed with  existing  vessels  in  the  neck.  Fre- 
quently, a neck  dissection  will  be  performed  as 
part  of  the  cancer  resection  and,  therefore,  the 
vessels  are  already  exposed.  Postoperative  ra- 
diation has  been  shown,  both  experimentally 
and  in  clinical  practice,  to  have  little  effect  on 
graft  survival.2  Advanced  age  also  has  no  detri- 
mental effect  on  graft  survival.3  Operative  time 
is  longer  when  compared  to  pedicled  flaps, 
however,  this  added  time  has  not  increased  the 
morbidity  or  mortality  of  the  surgery.4  In  gen- 
eral, flap  survival  is  greater  than  95  percent.5 

We  have  performed  20  free  tissue  transfers 
following  head  and  neck  cancer  resection  be- 
tween July,  1 991  and  July,  1 993.  We  have  not 
had  a flap  failure.  We  describe  four  different 
microvascular  flaps  which  we  have  used  for 
head  and  neck  reconstruction  to  illustrate  some 
of  the  many  applications  of  this  technique.  The 
advantages  and  disadvantages  of  each  flap  will 
be  discussed  along  with  other  viable  options  for 
the  reconstructive  dilemma  presented  by  these 
patients.  The  flaps  we  will  consider  are  the 
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jejunum,  fibula,  radial  forearm,  and  rectus 
abdominis. 

Anterior  mandibular  resection  produces  a 
large,  functional  and  cosmetic  defect  known  as 
the  "Andy  Gump"  deformity  named  after  a 
character  created  by  Sidney  Smith.  Smith  alleg- 
edly based  the  cartoon  on  a local  man  who  had 
undergone  mandibular  resection  for  cancer  of 
the  month.  The  man  tried  unsuccessfully  to  sue 
for  damages  attesting  to  the  psychological  im- 
pact this  defect  had  on  his  self-image. 

Mandibulectomy  results  in  incompetence  of 
the  oral  sphincter  with  difficulty  swallowing  and 
speaking.  Reconstruction  may  be  performed 
using  a bone  tray  or  bar  and  these  are  successful 
in  restoring  continuity  in  many  cases  but  even- 
tually tend  to  fracture  or  erode  through  skin. 
Pedicled  flaps  with  and  without  bone  have  been 
tried  with  variable  success.6  Contouring  the 
bone  to  approximate  the  size  and  shape  of  the 
defect  can  be  difficult. 

In  1 989,  Hidalgo  used  a free  fibular  graft  in  an 
effort  to  improve  mandibular  reconstruction.7 
This  flap  had  previously  been  described  in  1975 
for  long  bone  defects.8  The  fibula  is  a long,  oval 
shaped  bone  with  an  excellent  blood  supply 
that  closely  approximates  the  size  of  the  man- 
dible. The  flap  is  pedicled  on  the  peroneal 
vessels.  There  is  enough  bone  length  to  allow 
multiple  osteotomies  to  contour  and  rebuild 
part  or  all  of  the  mandible.  The  bone  readily 
accepts  bone  plates  (Figure  1 ).  Osseointegrated 
dental  implants  may  also  be  inserted  in  some 
cases.  Two  operating  teams  can  work  simulta- 
neously, thus  decreasing  operative  time.  Donor 
site  morbidity  is  very  low.  A skin  paddle  may 
also  be  harvested  with  the  fibula  to  close  exter- 
nal or  internal  skin  or  mucosal  defects  as  well. 


Reconstruction  may  be  performed  in  a single 
stage  at  the  time  of  ablative  surgery  to  facilitate 
rapid  recovery.  The  free  fibular  graft  may  also  be 
used  in  previously  operated  patients  in  whom 
other  methods  have  failed.  We  find  these  ad- 
vantages make  the  free  fibular  graft  very  useful 
in  managing  select  cases  of  mandibular  recon- 
struction. 

Circumferential  defects  of  the  pharynx  is 
another  challenging  dilemma.  Freejejunal  trans- 
plantation can  be  used  to  reconstruct  circum- 
ferential defects  of  the  pharynx  as  well  as  de- 
fects in  which  the  remaining  pharyngeal  mu- 
cosa is  inadequate  for  primary  closure.9  A seg- 
ment of  jejunum  is  harvested  while  the  ablation 
is  being  performed.  The  appropriate  length  of 
jejunum  is  harvested  to  reconstruct  the  defect. 
A small  segment  of  graft  may  also  be  drawn 
outside  the  neck  incision  to  monitor  the  flap 
viability  (Figure  2).  This  monitor  is  removed  at 
the  bedside  before  the  patient  goes  home.  The 
pedicle  is  based  on  the  second  jejunal  branch 
and  its  arcade.  The  patients  are  generally  able  to 
begin  a soft  diet  seven  to  ten  days  postopera- 
tively.  Over  80  percent  of  the  patients  are  able 
to  sustain  themselves  orally.10 

The  rectus  abdominis  muscle  can  be  used  to 
provide  a large  amount  of  bulk  as  well  as  skin  to 
resurface  or  fill  defects  created  after  extensive 
extirpation.  It  provides  the  largest  amount  of 
skin  and  subcutaneous  tissue  available  with  a 
single  vascularanastomosis.”  Its  major  function 
is  to  fill  dead  space  in  craniofacial  resections, 
particularly  when  the  meninges  are  exposed  to 
saliva.  It  is  also  useful  in  filling  frontal  sinus  and 
orbital  defects. 

The  blood  supply  to  the  rectus  is  from  the 
deep  circumflex  iliac  artery  via  the  deep  inferior 


FIGURE  1 

Panorex  of  osteotomized  fibular  free  graft  in  vivo. 
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FIGURE  2 

Intraoperative  photograph  of  jejunum  reconstructing  a 
continuity  defect  of  the  laryngopharynx  demonstrating 
microvascular  anastomosis  (arrowhead),  base  of  tongue 
to  jejunum  anastomosis  (small  arrow),  and  esophagus  to 
jejunum  anastomosis  (large  arrow). 


epigastric  artery.  This  pedicle  has  excellent  length 
and  diameter.  The  remaining  rectus  muscle 
provides  adequate  function  and,  therefore,  do- 
nor morbidity  is  minimal.  In  patients  with  lax 
abdominal  walls,  however,  reinforcement  may 
be  required.  The  complication  rate  is  around  1 0 
percent  consisting  mainly  of  local  wound  prob- 
lems such  as  seroma  and  wound  infection. 

Soft  tissue  reconstruction  of  the  oral  cavity 
should  maximize  function  and  wound  healing. 
Skin  grafts  and  pedicled  flaps  are  used  and  can 
be  effective.  Radial  forearm  free  tissue  transfers 
have  the  benefit  of  less  bulk  and  less  restriction 
of  tongue  mobility  than  a pectoralis  flap.  Unlike 
a skin  graft  it  can  be  used  to  cover  bony  de- 
fects.12 

The  radial  forearm  free  flap  is  based  on  the 
radial  artery  and  veins  and  is  harvested  from  the 
volar  surface  of  the  arm.  It  is  reliable  and  flexible. 
Defects  of  the  pharynx,  floor  of  mouth,  and 
tongue  that  do  not  require  significant  bulk  are 
ideally  repaired  using  this  flap.  The  donor  site 
may  then  be  skin  grafted. 

The  versatility  of  the  microvascular  tissue 
transfers  affords  the  head  and  neck  and  recon- 
structive surgeons  multiple  options  to  facilitate 
a more  satisfactory  reconstruction  of  a wide 
variety  of  defects.  This  allows  the  patients  to 
regain  better  postoperative  function  and  facili- 
tates their  return  to  society.  The  complication 
rate  is  similar  to  other  types  of  reconstruction 
and  the  donor  site  morbidity  is  generally  less. 


FIGURE  3 


Preoperative  photograph  demonstrating  vascular  anatomy  and  skin  paddle  to  be 
harvested  for  free  radial  forearm  graft.  Dashed  line  depicts  radial  artery  and  solid 
lines  represent  superficial  veins. 


December  1993  Nebraska  Medical  Journal  377 


FIGURE  4 

Harvested  radial  forearm  flap  with  vessels  in  situ. 


FIGURE  5 

Intraoperative  view  of  radial  forearm  flap  reconstructing  an  oral  defect. 
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FIGURE  6 

Arterial  and  venous  anastomosis  (arrow)  of  radial  forearm 
flap. 
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COMMENTS: 

As  we  have  searched  for  improvements  in 
the  treatment  of  patients  with  crippling  head 
and  neck  cancer,  the  greatest  advances  over  the 
past  twenty  to  thirty  years,  have  come  in  the 
area  of  reconstruction  following  the  resection 
of  major  head  and  neck  tumors.  Although  skin 
and  muscle  flaps  from  regional  tissues  remain 
valuable  reconstructive  tools,  the  populariza- 
tion of  free  tissue  transfer  has  opened  a new 
area  in  head  and  neck  cancer  reconstruction. 
Free  flaps  have  the  potential  for  more  accu- 
rately reconstructing  the  form  and  function  of 
the  patient  with  head  and  neck  cancer. 

The  authors  have  provided  a valuable  intro- 
duction to  this  new  advancement. 

Terry  S.  Olson,  M.D. 
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INTRODUCTION 

STEREOTACTIC  core  breast  bi- 
opsy has  become  an  impor- 
tant alternative  to  surgical  bi- 
opsy in  women  whose  mammograms  reveal 
suspicious  breast  masses.12  The  advantages  of 
stereotactic  core  biopsy  over  surgical  biopsy 
include  decreased  hospitalization  time  and  cost, 
elimination  of  the  need  for  general  anesthesia, 
and  elimination  of  the  potential  for  complica- 
tions and  disfigurement.1 2 The  objective  of  this 
study  was  to  determine  how  successful  the 
stereotactic  core  biopsies  done  at  Bishop 
Clarkson  Memorial  Hospital  were  and  to  find 
ways  to  improve  this  procedure.  54  stereotactic 
breast  biopsies  were  performed  on  50  patients 
from  June  1992  through  June  1993.  It  was 
possible  in  12  instances  to  compare  histologic 
results  from  stereotactic  biopsy  to  those  ob- 
tained from  subsequent  biopsy  or  mastectomy. 

MATERIALS  AND  METHODS 

All  stereotactic  core  breast  biopsies  were 
performed  by  one  of  five  staff  radiologists  using 
the  Stereoguide™  Stereotactic  Biopsy  Table, 
developed  by  the  LoradR  Corporation.  To  begin 
the  procedure,  the  patient  is  positioned  in  a 
prone  position  on  the  biopsy  table.  A localiza- 
tion film  is  carried  out  to  confirm  that  the  lesion 
is  within  the  aperture  of  the  compression  plate. 
The  breast  is  then  prepped  and  draped.  The 
stereotactic  device  generates  the  target's  coor- 
dinates from  the  stereo  views  taken  by  x-ray. 
Before  biopsy,  the  skin  is  locally  anesthetized 
and  a small  skin  nick  is  made.  A 1 4-gauge  core 
biopsy  needle  (Manan  Medical  Products, 
Northbrook,  IL  60062)  is  used  to  obtain  biop- 
sies from  the  center  and  four  quadrants  of  the 
lesion,  as  is  recommended  by  Parker  et  al.2 
Stereo  views  are  obtained  both  pre-  and  post- 
fire to  verify  needle  position  and  insure  that  the 
lesion  and  been  traversed.  The  procedure  lasts 
approximately  one  hour  and  is  tolerated  well  as 
an  outpatient  service. 

Stereo  views  taken  during  the  procedure 


were  compared  with  recent  mammograms.  The 
pathologic  results  were  then  correlated  with  the 
findings  from  the  stereo  views  and 
mammograms.  If  it  was  clear  that  the  lesion  was 
missed  during  the  biopsy,  that  procedure  was 
classified  as  a miss.  If  there  was  doubt  about 
whether  the  lesion  was  biopsied  after  compar- 
ing the  x-rays  with  the  pathology  reports,  the 
biopsy  was  deemed  indeterminate. 

RESULTS 

Table  I reveals  that  65%  of  the  biopsy  results 
were  benign,  whereas  22%  were  classified  as 
malignant.  Twelve  of  the  total  fifty-four  ster- 
eotactic biopsies  were  followed  by  subsequent 
procedures  (5  surgical  biopsies,  1 stereotactic 
biopsy,  and  6 modified  radical  mastectomies), 
allowing  comparison  of  histologic  results.  There 
was  agreement  of  histologic  results  in  10/12 
cases,  including  8/9  cancers  and  2/3  benign 
biopsies.  The  two  cases  in  which  the  lesion  was 
missed  were  included  in  the  missed  biopsy 
classification. 


TABLE  I 

Biopsy  Classification 

Benign 

Malignant 

Indeterminate 

Miss 


Number  of  Biopsies 

35 

12 

5 

2 

54 


In  the  first  of  these  misses,  a grade  lll/lll 
infiltrating  ductal  carcinoma  failed  to  be  ad- 
equately biopsied  due  to  significant  patient  move- 
ment and  lack  of  cooperation.  The  patient  did 
not  speak  English,  and  before  the  procedure 
denied  through  an  interpreter  any  use  of  antico- 
agulants. As  the  procedure  was  started,  how- 
ever, the  patient  noted  that  she  was  on 
Coumadin.  The  study  was  terminated  with  only 
3 biopsies  specimens  being  obtained.  Subse- 
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quent  surgical  biopsy  demonstrated  the  infiltrat- 
ing ductal  carcinoma. 

In  the  second  miss,  patient  movement  and 
discomfort  again  played  a role.  Indeed,  "the 
most  significant  deterrent  to  accurate  needle 
placement  is  patient  movement.1'3  This  patient's 
lesion  was  noted  to  be  a well-defined  mass 
mammographically.  The  radiologist  did  not  feel 
comfortable  with  the  first  stereotactic  biopsy, 
partly  because  the  pathology  report  noted  only 
fragments  of  benign  breast  tissue  negative  for 
diagnostic  pathologic  changes.  Therefore,  an- 
other stereotactic  biopsy  was  performed  a month 
later,  but  this  time  IV  sedation  with  1 mg  of 
Versed  was  employed.  The  pathology  report 
on  this  biopsy  showed  the  lesion  to  be  a 
fibroadenoma. 

Nine  percent  of  the  biopsies  (5/54)  were 
placed  in  the  indeterminate  category.  In  one 
case,  the  biopsy  needle  appeared  to  be  slightly 
below  the  lesion  in  one  of  the  stereo  views. 
Accurate  needle  placement  is  paramount  in  the 
stereotactic  breast  biopsy  procedure.1'5  In  three 
cases,  the  lesion  was  small  and  ill-defined.  After 
retrospectively  comparing  the  post-biopsy  ste- 
reo views  with  the  initial  diagnostic  mamograms, 
it  was  impossible  to  say  for  sure  that  the  mass 
had  been  adequately  biopsied.  Additionally,  in 
one  case  the  radiologist  reported  that  the  cap- 
sule of  the  mass  was  moderately  firm  and  fi- 
brous. Difficulty  was  noted  when  trying  to  pen- 
etrate the  mass  with  the  biopsy  needle.  These 
findings  were  enough  to  include  this  case  in  the 
indeterminate  biopsy  classification. 

DISCUSSION 

Parker  et  al  reviewed  the  results  of  102 
stereotactic  14-gauge  needle  core  breast  biop- 
sies performed  on  patients  with  mammogra- 
phically suspicious  lesions.2  In  this  study,  a local- 
ization wire  was  placed  and  surgical  biopsy  was 
performed  after  the  stereotactic  breast  biopsy.2 
There  was  agreement  of  histologic  results  be- 
tween stereotactic  biopsy  and  surgical  biopsy  in 
98  of  the  total  1 02  cases.2  Using  essentially  the 
same  protocol,  Elvercrog  et  al  noted  histologic 
agreement  in  94  out  of  100  cases.6  In  this 
Bishop  Clarkson  Memorial  Hospital  study,  only 
1 2 of  the  54  stereotactic  biopsies  were  fol- 
lowed by  subsequent  surgical  biopsies  or 
mastectomies.  Therefore,  it  was  possible  in  only 
1 2 instances  to  compare  histologic  results.  This 
fact  necessitates  careful  analysis  of  the  stereo- 
tactic breast  biopsy  results  from  those  patients 
not  having  further  biopsy.  In  this  study,  87%  of 


the  stereotactic  biopsies  had  a definitive  diagno- 
sis (either  benign  or  malignant).  However,  4% 
were  missed  and  9%  were  deemed  indeter- 
minate. 

Recommendations  were  made  at  Clarkson 
Hospital  to  help  avoid  misses  in  the  future  and 
to  help  properly  manage  patients  who  will  have 
no  subsequent  biopsies.  First,  uncooperative 
patients  inclined  to  move  during  the  procedure 
should  receive  sedation  and  be  monitored 
closely.  Second,  following  the  initial  five  core 
biopsies,  a non-stereo  film  similar  to  the  prelimi- 
nary localization  view  should  be  taken  to  deter- 
mine if  the  lesion  has  been  adequately  sampled. 
If  not,  additional  stereotactic  biopsies  are  to  be 
taken.  Needle  tracks  are  frequently  seen  within 
the  lesion  post-piopsy,  confirming  that  it  hs  been 
adequately  sampled.  If  these  needle  tracks  are 
not  seen,  additional  stereotactic  biopsies  are  to 
be  taken.  Third,  biopsy  speciments  from  lesions 
containing  microcalcifications  should  be  radio- 
graphed to  insure  proper  tissue  sampling.  Next, 
the  tissue  specimens  should  be  submitted  to 
pathology  along  with  a history  sheet,  detailing 
the  patient's  clinical  presentation  and  pertinent 
mammographic  findings  such  as  the  presence 
of  microcalcifications  and  whether  the  lesion 
was  a well-defined  mass  or  an  asymmetric  soft 
tissue  density.  After  receiving  the  pathology 
report,  the  radiologist  should  review  this  infor- 
mation together  with  the  original  mammograms 
and  stereotactic  biopsy  films.  The  radiologist 
can  then  analyze  the  histologic  slides  together 
with  the  pathologist.  If  the  physicians  suspect  a 
miss  after  this  review,  another  stereotactic  bi- 
opsy or  a subsequent  surgical  biopsy  can  be 
scheduled.  Parker4  and  Dowlatshahi  et  al7  agree 
that  "a  highly  suspicious  mammogram  finding 
and  a negative  biopsy  require  further  investiga- 
tion when  the  radiologist  believes  the  lesion 
was  missed." 

Finally,  it  was  noted  that  the  stereotactic 
biopsy  of  small,  ill-defined,  asymmetric  soft  tis- 
sue densities  was  very  difficult.  It  was  therefore 
determined  that  patients  whose  stereotactic 
breast  biopsy  reports  come  back  benign  should 
have  a six  month  follow-up  mammogram,  as 
Parker4  and  Elvecrog  et  al6  have  suggested.  This 
final  step  should  help  avoid  false-negative  re- 
sults. 

These  six  steps  should  decrease  the  number 
of  missed  stereotactic  breast  biopsies  and  allow 
the  radiologists  to  more  effectively  manage 
patients  undergoing  this  procedure. 
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SUMMARY 

The  results  of  54  stereotactic  core  breast 
biopsies  performed  at  Bishop  Clarkson  Memo- 
rial Hospital  were  reviewed.  In  47  biopsies 
(87%  of  the  total),  a definitive  diagnosis  of  either 
benign  or  malignant  was  made.  Two  biopsies 
(4%  of  the  total)  were  classified  as  missed,  and 
5 biopsies  (9%  of  the  total)  were  deemed 
indeterminate.  To  improve  both  the  success  of 
the  procedure  and  patient  management,  six 
recommendations  were  made: 

• Patients  judged  to  be  potentially  uncoop- 
erative and  inclined  to  move  during  the 
procedure  should  receive  sedation. 

• A post-biopsy,  non-stereo  film  should  be 
taken  to  determine  whether  additional 
stereotactic  biopsies  will  be  required  to 
adequately  sample  the  lesion. 

• Lesions  containing  microcalcifications 
should  have  a specimen  radiograph  prior 
to  completing  the  biopsy  procedure. 

• A history  sheet  including  clinical  and 
mammographic  findings  should  be  given 
to  pathology  along  with  the  biopsy  speci- 
men to  assist  in  the  histologic  interpreta- 
tion. 

• The  radiologist  should  review  the  pathol- 
ogy results  in  order  to  determine  if  a miss 
has  occurred  and  additional  biopsy  is  indi- 
cated. 

• Six-month  follow-up  mammograms  are  to 
be  required  following  a benign  stereotac- 
tic biopsy  diagnosis. 
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COMMENTS 

Stereotactic  breast  biopsy  is  the  latest  entry 
into  the  newly  described  (and  marketed)  "spe- 
cialty" of  minimally  invasive  surgery.  This  disci- 
pline came  about  with  the  advent  of  the  multiple 
laparoscopic  procedures  that  have  blossomed 
over  the  last  few  years  and  now  includes  proce- 
dures performed  by  numerous  medical  special- 
ties. Any  "Minimally  invasive"  technique  usually 
translates  into  less  or  no  operating  room  time, 
less  time  in  hospital  or  clinic,  less  time  away  from 
work  or  play,  and  hopefully  less  bite  out  of  the 
billfold,  all  of  which  are  positive.  The  down  side 
(which  is  not  to  imply  negativism)  are  the  learn- 
ing curves  (morbidity  and  mortality  and  the 
macabre  National  Physician  Data  Bank),  turf 
battles  between  different,  but  alike,  specialities, 
and  the  never  ending  headache  of  yet  more 
credentialing.  And  what  about  residency  train- 
ing programs?  Can  they  continue  to  turn  out  a 
competent  physician  who  may  have  150 
laparoscopic  choleycystectomies  but  only  15 
open  choleycystectomies  for  the  record? 

Stereotactic  breast  biopsy  is  a byproduct  of 
computers,  refined  imaging,  and  fiberoptics, 
(similar  to  other  minimally  invasive  procedures) 
and  can  obtain  adequate  tissue  samples  from  a 
precise  location  in  the  breast.  I feel  that  the  crux 
of  the  procedure  is  the  imaging  aspect,  and  best 
left  to  those  in  your  community  who  have  the 
most  experience  at  mammography.  Mr.  Boes, 
Drs.  Elson,  and  Call  nicely  relate  their  experi- 
ence at  Clarkson  Hospital  with  54  core  biopsies. 
Their  conclusions  however  are  useful  and  ger- 
mane to  all  who  practice  medicine.  Namely,  1 ) 
Collaborate  with  our  colleagues  by  walking 
down  to  "their  part  of  the  hospital"  or  picking  up 
the  phone  2)  Force  ourselves  to  return  to  our 
clinical  judgment  in  lieu  of  heavy  reliance  on  test 
results.  3)  Put  in  place  a quality  improvement 
plan  to  fan  the  flames  of  further  knowledge  and 
understanding  and  4)  Document  our  findings, 
results,  and  recommendations  for  the  benefit  of 
the  patient,  our  partners  and  liaility  carriers.  The 
recommendations  are  simple  and  universal  and 
Mr.  Boes'  reminders  are  welcomed  as  we  pass 
through  another  paradigm  shift  in  medicine. 

Joe  Stavas,  MD 
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Newborn  Eye  Prophylaxis  - Where  Are  We  Now? 

LARRY  C.  BAUSCH,  M.D. 

Clinical  Assistant  Professor.  University  of  Nebraska 
and  Director  of  Newborn  Intensive  Care  Nurseries 
Saint  Elizabeth  Community  Health  Center,  Lincoln 


INTRODUCTION 

IN  1881  Crede'  reported  that  a 
solution  of  2%  silver  nitrate 
instilled  into  conjunctiva  sacks 
in  newborn  infants  and  reduced  the  incidence 
of  gonoccal  ophthalmia  from  approximately 
1 0%  to  0.3%.’  Since  that  time,  the  use  of  silver 
nitrate  has  been  popularized  in  the  United 
States  as  well  as  in  other  industrialized  nations 
throughout  the  world.  This  practice  has  per- 
sisted until  approximately  the  early  1 980’s  when 
several  reports  had  suggested  that  chylamydia 
trachomatis  had  increased  dramatically  and 
that  neonatal  ocular  prophylaxis  with  erythro- 
mycin ointment  or  tetracycline  was  effective  in 
the  prevention  of  chlamydia  conjunctivitis.2 

Many  family  physicians  and  pediatricians 
began  routine  use  of  the  0.5%  erythromycin 
ointment  in  place  of  the  1%  silver  nitrate  solu- 
tion and  a few  clinicians  chose  using  1%  tetra- 
cycline ointment.  This  practice  was  supported 
by  the  American  Academy  of  Pediatrics  in  1 980 
and  again  in  1 986  as  acceptable  choices  for  the 
prophylaxis  of  neonatal  gonoccal  ophthalmia. 
Additional  benefit  included  the  lack  of  chemi- 
cal conjunctivitis  that  was  commonly  seen  with 
the  installation  of  silver  nitrate  and  which  usu- 
ally persisted  for  24  to  48  hours  following  its 
use. 

Unfortunately,  cases  of  chlamydia  conjuc- 
tivitis  continued  to  persist.  In  1 986, 
Hammerschlag  undertook  a prospective  study 
from  January  1 986  through  June  1 988  examin- 
ing and  results  of  treatment  of  341  women  who 
were  culture  positive  for  chlamydia  at  the  time 
of  vaginal  delivery.  She  divided  the  infants  into 
three  equal  groups  using  1 % silver  nitrate,  0.5% 
erythromycin,  and  1%  tetracycline.  She  found 
that  the  incidence  of  neonatal  chlamydia 
conjunctivitis  was  20%  in  the  silver  nitrate 
group,  14%  in  the  erythromycin  group  and 
1 1%  in  the  tetracycline  group.  This  study  sug- 
gested that  ocular  prophylaxis  with  erythromy- 
cin or  tetracycline  ophthalmic  ointment  does 
not  significantly  reduce  the  incidence  of  chlamy- 
dia conjuctivitis  in  the  offfspring  of  mothers 


with  chlamydia  infection  as  compared  with 
silver  nitrate.3 

UNPUBLISHED  DATA 

In  Lincoln  in  1971,  the  late  Dr.  Frank  Tanner 
and  author  (L.C.B.)  independently  reviewed 
slides  of  50  consecutive  infants  presenting  with 
conjunctivitis  in  the  first  1 4 days  from  an  outpa- 
tient clinic  office.  The  slides  were  prepared  by 
scraping  the  tarsal  conjunctiva  with  a spud  and 
staining  with  giemsa  reagin.  There  was  un- 
equivocal agreement  that  1 1 of  the  50  speci- 
mens demonstrated  intracytoplasmic  inclusions 
bodies  in  the  epithelial  cells  characteristic  of 
chylamydia  trachomatis.  Additionally  5 of  the 
50  slides  demonstrated  intranuclear  inclusion 
suggestive  of  a viral  etiology. 

PROPHYLAXIS  AT  ALL? 

The  use  of  prophylaxis  has  more  recently 
become  more  controversial  with  the  finding  of 
Isenberg  that  80%  of  babies  born  of  cesarean 
section  within  three  hours  of  ruptured  mem- 
brane and  conjunctiva  that  were  completely 
sterile.4  Furthermore,  because  of  the  low  inci- 
dence of  neonatal  conjunctivitis  in  several  in- 
dustrialized countries,  routine  eye  prophylaxis 
has  been  abandoned.  Sweden  stopped  requir- 
ing the  use  of  prophylactic  antibiotics  in  1982 
and  they  have  not  been  used  in  the  United 
Kingdom  for  more  than  25  years.  However 
Sweden  does  require  antibiotic  prophylaxis  if 
the  mother  has  received  no  prenatal  care.  It 
would  seem  logical  that  with  the  dramatic  rise 
of  chlamydia  cervicitis  and  the  potential  for  20- 
50%  of  those  infants  becoming  infected  that 
erythromycin  and  tetracycline  would  be  the 
logical  choice  for  newborn  prophylaxis.2 

CHLAMYDIA  TRACHOMATIS 

If  one  looks  at  the  morbidity  related  to  chlamy- 
dia eye  infections  it  is  apparent  that  some 
infections  may  go  totally  untreated  with  com- 
plete resolution  within  one  to  two  weeks  with- 
out any  significant  complications.  A few  infants 
with  chlamydia  trachomatis  have  developed 
pannus  formation  and  scaring  but  these  cases 
are  quite  rare.  Another  potential  problem  re- 
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lated  to  chlamydia  is  the  development  of  pneu- 
monia, generally  3 to  1 6 weeks  following  birth. 
It  should  also  be  noted  that  a mother  who 
harbors  chlamydia  trachomatis  may  colonize 
the  infants  nasopharynx  at  the  time  of  birth  and 
that  eye  prophylaxis  will  not  prevent  later  devel- 
opment of  conjunctivitis.5  It  is  also  possible  that 
a mother  who  harbors  chlamydia  trachomatis 
may  reinfect  a infant  following  birth  as  well, 
resulting  in  conjunctivitis  after  the  first  week  of 
life.  Breast  feeding,  however,  does  not  place 
the  infant  at  additional  risk.6 

NEISSERIA  GONORRHEA 

On  the  other  hand,  neonatal  gonoccal 
ophthalmia  may  be  a very  rapidly  progressive 
ophthalmitis  which  can  result  in  severe  eye 
injury  and  blindness.  Many  of  the  strains  of 
Neisseria  gonorrhea  are  now  resistant  to  the 
usual  penicillins  and  it  is  clear  that  prophylactic 
eye  agents  that  are  currently  in  vogue  will  not 
prevent  all  Neisseria  ophthalmia.  Because  ef- 
fectiveness of  erythromycin  or  tetracycline  in 
the  prevention  of  neonatal  ophthalmia  caused 
by  penicillin  producing  Neisseria  gonorrhea 
has  not  been  established,  1%  silver  nitrate  still 
remains  the  gold  standard  for  prophylaxis.7 
While  it  is  imperative  to  treat  an  infant  with 
conjuntivitis  in  whom  a Gram's  stain  indicates 
gram  negative  intracellular  diplococcus,  it  is 
important  that  the  Gram's  stain  be  positively 
identified  by  culture  on  a media  such  as  Thayer- 
Martin  incubated  in  5-10%  Co  . The  reason  for 
this  is  that  several  species  of  Neisseria  such 
Neisseria  meningitidis  may  occasionally  be  iden- 
tified and  of  some  particular  importance  in 
further  later  development  of  neonatal  menigitis.8 
Another  similar  organism,  Neissseria  cinerea, 
which  is  non-pathogenic  has  been  misidentified 
as  Neissseria  gonorrhea.9 

CURRENT  RECOMMENDATIONS 

The  greatest  reduction  in  newborn 
ophthalmia  will  come  about  as  a result  of 
continued  encouragement  on  the  part  of  our 
obstetrical  colleagues  and  family  practitioners 
to  culture  and  treat  pregnant  women  with 


sexually  transmitted  diseases  prior  to  the  time 
delivery.  As  physicians  are  becoming  more 
aware  of  the  cost  of  health  care  it  cannot  go 
unnoticed  that  the  cost  of  infant  eye  prophy- 
laxis differs  greatly  with  the  single  silver  nitrate 
application  costing  approximately  1/1 0th  of 
either  erythromycin  or  tetracycline.  The  follow- 
ing is  a summary  of  recommended  neonatal 
eye  prophylaxis.6 

A.  For  routine  prophylaxis  of  infants  (allow- 
ing 1 hour  after  birth  to  facilitate  mater- 
nal/infant bonding) 

1.  1%  silver  nitrate  solution  or 

2.  0.5%  erythromycin  ophthalmic  oint- 
ment, or 

3.  1%  tetracycline  ointment. 

B.  Infants  born  to  mothers  with  active 

gonoccal  infection 

1 . term  infant  ceftriaxone  1 25  milligrams 
IV  or  IM  single  dose 

2.  preterm  infants  ceftriaxone  25-50  mil- 
ligrams per  kilo  IM  or  IV  single  dose 

C.  Infants  born  to  mothers  with  active  chlamy- 
dia infection. 

• Routine  ophthalmic  prophylaxis  as 
under  heading  A. 
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ALLIANCE 


AMA-ERF 


JANE  ANN  TAYLOR 

AMA-ERF  State  Chairman,  NMAA 


AMA  Alliance  members  have  raised  more 
than  $2  million  for  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation 
(AMA-ERF)  for  the  fourth  consecutive  year  to 
benefit  the  nations  medical  schools. 

Success  of  fund  raising  for  AMA-ERF  is  re- 
markable in  these  changing  economic  times. 
Since  the  founding  of  AMA-ERF  40  years  ago, 
$57  million  has  been  distributed  to  help  medi- 
cal students  and  schools  achieve  excellence  in 
education.  The  county  and  state  organizations 
of  the  AMA  Alliance,  which  are  active  year 
round  raising  funds  for  the  AMA-ERF,  can  be 
credited  for  their  successful  fund  raising  efforts. 

To  support  the  diverse  needs  of  medical 
schools,  several  funds  have  been  established  by 
AMA-ERF.  The  Medical  School  Excellence  Fund 
gives  grants  to  medical  schools  to  use  where 
they  are  most  needed.  These  funds  support 
research  projects,  special  student  programs, 
guest  lectures,  attendance  at  conferences  and 
meetings,  as  well  as  subsidize  costs  for  books, 
new  equipment,  books,  publications  and  build- 
ing improvements.  Since  1957  $46  million  has 
been  provided  to  medical  schools  through  this 
oldest  and  largest  of  the  funds.  Contributions  to 
this  fund  can  be  designated  for  an  alma  mater 
or  a school  in  the  community. 

In  1983  a Medical  Student  Assistant  Fund 
was  started  that  provides  an  average  of 
$500,000  for  use  in  direct  financial  aid  for 
students  loans,  grants,  and  scholarships.  Schools 
have  to  use  the  funds  to  help  support  medical 


students  who  are  in  need  for  bona  fide  educa- 
tional expenses.  Contributions  to  this  fund  can 
also  be  directed  to  specific  medical  schools,  but 
not  particular  students. 

In  addition  to  these  funds,  the  AMA-ERF  has 
a Development  Fund,  which  is  used  at  the 
discretion  of  the  foundation's  Board  of  Direc- 
tors to  support  pilot  and  experimental  health 
and  medical  programs;  and  Categorical  Funds, 
which  are  provided  to  specific  research  areas. 

Altogether  these  funds  have  helped  support 
the  highest  standards  of  medical  education  in 
the  world,  research  as  a career  path  for  medical 
students,  and  quality  patient  care  based  on 
education  and  research  programs  respected 
worldwide. 

Because  of  shrinking  sources  of  funding  and 
spiraling  costs,  the  nation's  medical  schools 
increasingly  depend  on  private  sources  to  help 
meet  the  educational  needs  for  future  physi- 
cians of  this  great  country  of  ours.  The  AMA-ERF 
is  such  a source.  Every  dollar  contributed  to  the 
Foundation  goes  to  the  medical  school  you 
designate.  No  portion  of  the  contribution  is 
used  for  administrative  costs. 

Money  given  to  AMA-ERF  is  more  than  just  a 
charitable  donation  — it  is  a legacy  from  one 
generation  of  physicians  to  another  and  an 
investment  in  the  health  of  generations  to  come. 

Working  together  we  can  make  a difference. 

(The  information  was  taken  from  several  brochures 
provided  by  the  national  AMA-ERF) 
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ASK  A LAWYER 


1.  What  is  the  purpose  of  the  Emergency 
Treatment  and  Active  Labor  Act  (EMTALA) 
(42  U.S.C.  § 1395dd)  (anti-patient  dump- 
ing)? 

The  EMTALA  was  created  to  ensure  that  all 
patients,  regardless  of  their  financial  status,  in 
need  of  emergency  assistance  receive  the  same 
access  to  health  care.  To  effectuate  this  pur- 
pose, the  EMTALA  prohibits  all  hospitals  which 
receive  Medicare  benefits  from  "dumping"  pa- 
tients on  other  medical  facilities  because  the 
hospital  fears  it  will  not  be  paid  for  its  expenses. 

2.  What  are  a hospital's  obligations  under 
EMTALA? 

The  EMTALA  requires  that  hospitals  which 
receive  Medicare  funds  must  provide  all  indi- 
viduals who  come  to  the  emergency  depart- 
ment and  request  examination  or  treatment  of 
a medical  condition,  with  an  appropriate  medi- 
cal screening  examination  within  the  capability 
of  the  hospital's  emergency  room,  as  well  as  any 
ancillary  services  routinely  available  to  the 
emergency  department,  in  order  to  determine 
whether  an  emergency  medical  condition  ex- 
ists. This  screening  examination  may  not  be 
delayed  in  order  to  inquire  into  the  individual's 
method  of  payment. 

If  it  is  determined  that  an  emergency  medi- 
cal condition  exists,  the  hospital  must  either 
provide  further  examination  and  treatment  nec- 
essary to  stabilize  the  medical  condition,  or  a 
transfer  to  another  medical  facility.  However,  a 
hospital  is  not  allowed  to  transfer  an  individual 
until  the  individual's  condition  is  stable,  unless 
(a)  the  individual  or  person  legally  acting  on 
behalf  of  individual,  after  being  informed  of  the 
hospital's  obligations  under  this  section  and  of 
the  risk  of  transfer,  consents  to  transfer  in 
writing,  or  (b)  a physician  determines,  in  writ- 
ing, that  based  upon  the  information  available, 
the  medical  benefits  of  transferring  the  indi- 
vidual to  another  facility  outweigh  the  increased 
risks  to  the  individual,  and  in  the  case  of  labor, 
to  the  unborn  child,  and  the  transfer  is  an 
appropriate  transfer. 


To  effect  an  appropriate  transfer,  the  trans- 
ferring hospital  must  provide  treatment  which 
minimizes  the  risk  to  the  individual  or  the 
unborn  child.  The  transfer  itself  must  be  ef- 
fected through  qualified  personnel  and  trans- 
portation equipment.  Further,  in  addition  to 
agreeing  to  accept  the  transfer  and  provide  the 
needed  treatment,  the  receiving  facility  must 
have  available  space  and  qualified  personnel  to 
treat  the  individual.  Finally,  in  order  to  the 
transferring  hospital  also  must  send  to  the  re- 
ceiving facility  all  medical  records  relevant  to 
the  individual's  emergency  condition.  A hospi- 
tal with  specialized  capabilities  may  not  refuse 
to  accept  an  appropriate  transfer  of  an  indi- 
vidual who  requires  such  specialized  capabili- 
ties if  the  hospital  has  the  capacity  to  treat  the 
individual. 

3.  At  what  point  to  these  duties  begin? 

Although  the  EMTALA  refers  to  patients 
which  enter  into  an  emergency  room  or  emer- 
gency department,  it  is  the  condition  of  the 
patient,  not  the  type  of  facility  in  the  hospital, 
which  warrants  an  individual  protection  under 
the  EMTALA.  Thus,  the  EMTALA  applies  to  the 
transfer  or  discharge  of  patients  from  a hospital 
and  not  solely  those  from  an  emergency  room. 

4.  As  a physician,  may  I be  held  individually 

liable  for  Patient-Dumping  under  EMTALA? 

No.  The  EMTALA,  by  its  language,  applies 
only  to  hospitals,  not  individual  physicians.  The 
fact  that  a physician  may  be  negligent  in  screen- 
ing for  an  emergency  condition  is  irrelevant 
under  EMTALA,  since  the  EMTALA  is  not  a 
substitute  for  state  professional  liability  actions. 

★ ★★ 

"Ask  a Lawyer'  is  a feature  of  the  Nebraska  Medical  Journal. 
If  you  have  a legal  question  of  general  interest,  please  write  the 
Nebraska  Medical  Journal.  Answers  to  your  questions  will  be 
provided  by  the  Nebraska  Medical  Association's  legal  counsel: 
Cline,  Williams,  Wright,  Johnson  & Oldfather,  1900  FirsTier 
Bank  Bldg.,  Lincoln,  NE  68508.  Answers  in  this  issue  were 
provided  by  David  A.  Barron  and  Charles  M.  Pallesen  Jr.  of  the 
Cline  Williams  Law  Office.  Questions  relating  to  specific 
detailed  factual  situations  should  continue  to  be  referred  to 
your  own  counsel. 
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COMING  MEETINGS 


UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 

CONTINUING  MEDICAL  EDUCATION 

SATURDAY,  FEBRUARY  1 2,  1 994  - 3rd  Annual 
Advances  in  Diagnosis  and  Management  of 
Cardiovascular  Diseases,  Omaha  Marriott 
Hotel,  Omaha,  Nebraska.  Target  Audience: 
Primary  Care  Physicians  and  Cardiologists.  Fee 
$25. 

SUNDAY-FRIDAY,  FEBRUARY  20-25,  1994-1  2th 
Annual  Park  City  Multidisciplinary  Eye  and 
Facial  Plastic  Surgery  Conference,  Olympia 
Park  Hotel,  Park  City,  Utah.  Target  Audience: 
Ophthalmologists,  Plastic  Surgeons,  Fee:  $450. 

SUNDAY-FRIDAY,  MARCH  6-11,  1994  - 14th 
Annual  Keystone  ENT  Conference,  Keystone 
Resort,  Keystone,  Colorado.  Target  Audience: 
Otolaryngologists,  Facial  Plastic  Surgeons,  Al- 
lergists, Primary  Care  Physicians,  Fee:  $400. 

1 1 DAYS,  MARCH  14-25,  1 994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1  250  - split 
sessions. 

THURSDAY  - SATURDAY,  APRIL  14-16,  1994  - 
2nd  Annual  Diagnostic  Dilemmas  in  Women's 
Health  Care,  Marriott  Hotel,  Omaha,  Nebraska. 
Target  Audience:  Family  and  General  Practice, 
Internists,  Obstetricians  and  Gynecologists, 
Emergency  Physicians,  Fee:  $200. 

11  DAYS,  APRIL  18-29,  1994  — Family  Practice 
Review,  Center  for  Continuing  Education, 
UNMC,  Omaha,  Nebraska.  Target  Audience: 
Family  Physicians,  Fee:  $1100  - two  week 
session,  $750  - one  week  session,  $1  250  - split 
sessions. 

THURSDAY  - SATURDAY,  JULY  14-16,  1994  - 
1 994  National  Conferenceon  Family  Violence: 
Research  and  Practice,  Holiday  Inn  Central, 
Omaha,  Nebraska 


TUESDAY  - FRIDAY,  JULY  19-22,  1994  - Pan 
Pacific  Lymphoma  Conference,  The  Ritz  Carlton 
- Mauna  Lani,  Kohala  Coast,  Hawaii. 


ONCOING  CONTINUING 
MEDICAL  EDUCATION  PROGRAMS 

ADVANCED  CARDIAC  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

PEDIATRIC  ADVANCED  LIFE  SUPPORT  - Pro- 
vider, Renewal  and  Instructor. 

ADVANCED  TRAUMA  LIFE  SUPPORT  - Pro- 
vider, Reverification. 

ADVANCED  LIFE  SUPPORT  IN  OBSTETRICS  - 
Provider. 

For  further  information:  Contact  the  Center  for  Continuing 
Education,  University  of  Nebraska  Medical  Center,  GOO  South 
42nd  Street,  Omaha,  NE  68198-5651.  Call  (402)  559-4152  or 
use  our  toll-free  MD  Advantage  Number  and  ask  for  Continuing 
Education  (800)  642- 1 095  Nationwide,  Fax  Number  (402)559-5915. 


UNIVERSITY  OF  KANSAS 
MEDICAL  CENTER 

APRIL  15-17,  1994  - 44th  Annual  Postgraduate 
Symposium  on  Anesthesiology,  Ritz-Carlton 
Hotel,  401  Ward  Parkway,  Kansas  City,  MO. 
Sponsor:  Dept,  of  Anesthesiology,  University  of 
Kansas  Medical  Center.  Target  Audience:  An- 
esthesiologists, nurse  anesthetists,  family  physi- 
cians. Fees:  To  be  announced.  Credit:  AMA 
Category  1 of  the  Physician's  Recognition 
Award:  1 6.5  hours  American  Academy  of  Fam- 
ily Physicians:  to  be  announced,  American  As- 
sociation of  Nurse  Anesthetists:  to  be  an- 
nounced, American  Nurses  Association:  to  be 
announced. 

Contact:  Office  of  Continuing  Education,  KU  Medical  Cen- 
ter, 3901  Rainbow  Blvd.,  Kansas  City,  KS  66160-7108. 
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CREIGHTON  UNIVERSITY 


NEBRASKA  MEDICAL  ASSOCIATION 


DECEMBER  1 7-1  8 1993  • Therapeutic 

Laparoscopy  for  General  Surgeons  - 1993 
Advanced  Course  - Creighton  University  School 
of  Medicine,  Omaha,  NE. 

If  you  have  any  questions,  please  contact:  Sally  C.  O'Neill, 
Ph.D.,  Associate  Dean,  Creighton  University  CME  Division, 
2500  California  Street,  Omaha,  NE  68 1 78. 

MAYO  FOUNDATION 

JANUARY  12-16,  1994  - Bone  & Soft  Tissue 
Tumors,  Mauni  Lani  Bay  Hotel,  Kohala  Coast, 
HI. 

FEBRUARY  10-12,  1994  - Mayo  Clinic  State-of- 
the  Art  Symposium:  Arrhythmia  Management, 
Napa  Valley,  CA. 

FEBRUARY  21-25,  1994  - Neurology  in  Clinical 
Practice,  Keystone  Resort,  Keystone,  Colorado. 

Contact:  Postgraduate  Courses,  Section  of  Continuing  Medi- 
cal Education,  Mayo  Foundation,  Rochester,  MN 55905,  Phone: 
Toll  Free  800-323-2688. 


THE  GEORGE  WASHINGTON  UNIVERSITY 
MEDICAL  CENTER, 

Washington  D.C. 


ANNUAL  SESSION  - House  of  Delegates, 
April  28-May  1,  1994,  Marriott  Hotel,  Omaha. 

FALL  SESSION  — House  of  Delegates,  Sep- 
tember 1 5-1  7,  1 994,  Cornhusker  Hotel,  Lincoln. 


OFFICE  OF  CONTINUING 
MEDICAL  EDUCATION 
WASHINGTON  UNIV.SCHOOLOFMEDICINE 
St.  Louis  Missouri 

THURSDAY-FRIDAY,  APRIL  21-22,  1994  - Sym- 
posium On  Obstetrics  & Gynecology,  Loca- 
tion: St.  Louis,  Missouri. 

FRI DAY-SUN  DAY,  JUNE  24-26,  1 994  - Frontiers 
In  Endourology,  Location:  Washington  Univer- 
sity Medical  Center,  St.  Louis,  Missouri,  Pro- 
gram Chairman:  Ralph  V.  Clayman,  M.D. 

For  further  information  on  any  of  the  above  seminars  contact 
Continuing  Medical  Education,  Washington  University  School 
of  Medicine,  Campus  Box  8063,  660  South  Euclid  Avenue, 
St  Louis,  Missouri,  631 10-1093,  (800)  325-9862  Interstate, 
(3 14)  362-6893  In  Missouri,  FAX  (314)  362-1087. 


DECEMBER  27-31,  1 993  — Drug  Therapy  for  the 
90's:  An  Update  in  Mechanisms  of  Action  <n 
Clinical  Utilization.  Location:  Snowbird,  Utah, 
18  credit  hours.  AMA  Category  1. 

The  contact  person  is  Daniel  E.  Reichard,  George  Washing- 
ton University  Medical  Center,  Office  of  CME,  2300  K Street, 
NW,  Washington  DC  20037,  202-994-4285  (phone),  202-994- 
1791  (fax). 


388  Nebraska  Medical  Journal  December  1993 


REPORTS  OF  OFFICERS, 
DELEGATES,  COMMISSIONS 
AND  COMMITTEES 

FALL  SESSION 
SEPTEMBER  10-11,  1993 

(These  reports  appear  as  originally  submitted.  For 
the  House  of  Delegates  deliberations,  possible 
changes,  and  final  action,  refer  to  the  minutes  which 
follow  these  reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Robert  F.  Shapiro,  M.D  , Lincoln  • Chairman;  Frederick  F.  Paustian, 
M.D.,  Omaha;  Herbert  A.  Hartman,  Jr.,  M.D.,  Omaha;  Christopher  C. 
Caudill,  M.D.,  Lincoln;  Robert  G Osborne,  M.D.,  Lincoln;  Darroll  J. 
Loschen,  M.D.,  York;  Richard  H.  Meissner,  M.D.,  Omaha;  Perry  T.  Will- 
iams, M.D,,  Omaha;  Charles  F,  Damico,  M.D.,  Hastings;  Ronald  W,  Klutman, 
M.D  , Columbus;  David  R Little,  M.D  , Hastings. 

The  Board  of  Directors  has  met  on  two  occasions 
since  the  1993  Annual  Session  and  presents  this 
report  to  the  House  of  Delegates. 

1.  RESOLUTION  #1  (A  93)  STATE  IMMUNIZATION 
PROGRAM  COORDINATION  WITH  PHYSICIANS 
This  resolution  directed  that  the  Nebraska  Medical 

Association  request  the  State  Department  of  Health 
to  consider  any  immunization  program  devised  and 
implemented  in  Nebraska  to  be  included  with  well 
child  care  in  physicians'  offices.  The  House  of  Del- 
egates referred  this  resolution  to  the  Board  of  Direc- 
tors. The  Board,  in  turn,  referred  the  resolution  to  the 
NMA  Ad-Hoc  Committee  on  Maternal  and  Child 
Health,  requesting  that  the  Committee  consider  the 
items  and  provide  a report  back  to  the  Board  regard- 
ing their  opinions  and  recommendations.  The  Com- 
mittee met  subsequent  to  the  drafting  of  this  report 
and  it  is  anticipated  a response  to  the  resolution  will 
be  available  at  the  time  of  the  Fall  Session. 

2.  RESOLUTION  #2  (A  93)  MEDICARE  PAYMENT 
FOR  PSYCHIATRIC  & MENTAL  DISORDERS 
This  resolution  asked  that  the  American  Medical 

Association  and  the  Nebraska  Medical  Association 
request  Medicare  payment  for  psychiatric  mental 
disorders  be  appropriate  and  be  based  upon  100%  of 
the  allowable  charge.  This  resolution  was  submitted 
to  the  Nebraska  Medical  Association  delegation  to 
the  AMA  House  of  Delegates  for  submission  at  the 
June  1993  AMA  meeting.  The  action  is  carried  in  the 
Report  of  the  Delegate  to  the  AMA. 

3.  RESOLUTION  #3  (A  93)  MEDICARE 
REIMBURSEMENT 

This  resolution  proposed  that  the  Nebraska  Medi- 
cal Association  and  the  American  Medical  Associa- 
tion support  negotiations  with  HCFA  to  provide  ap- 
propriate coding  and  routine  reimbursement  of  cer- 
tain unreimbursed  medical  services.  Based  on  infor- 
mation which  indicated  that  CPT  codes  are  already 
available  for  some,  if  not  most,  of  the  proposed 
services,  and  the  fact  that  the  AMA  has  addressed  the 
issue  of  lack  of  reimbursement,  the  resolution  was  not 
adopted. 

4.  RESOLUTION  #4  (A  93)  STATE 
IMMUNIZATION  PROGRAM 

This  resolution  proposed  the  NMA  petition  the 


Nebraska  Department  of  Health  to  develop  and  imple- 
ment an  ongoing,  age-appropriate,  funded  immuniza- 
tion program  along  with  a centralized  tracking  system 
for  all  the  children  in  the  State  of  Nebraska.  The 
reference  committee  recommended  the  Board  of 
Directors  encourage  funding  of  the  centralized  track- 
ing system.  The  Board  referred  this  resolution  to  the 
NMA  Ad-Hoc  Committee  on  Maternal  & Child  Health 
requesting  that  the  Committee  consider  the  items  and 
provide  a report  back  to  the  Board  regarding  the 
Committee's  opinions  and  recommendations.  The 
Committee  met  subsequent  to  the  drafting  of  this 
report  and  it  is  anticipated  a response  to  the  resolu- 
tion will  be  available  at  the  time  of  the  Fall  Session. 

5.  RESOLUTION  #5  (A  93) 

ECONOMIC  CREDENTIALING 

This  resolution  proposed  that  the  Nebraska  Medi- 
cal Association  adopt  as  policy  the  position  that 
economic  credentialing  not  be  a factor  in  consider- 
ation for  participation  in  a managed  care  system  or 
for  determination  of  staff  privileges  in  a hospital,  and 
it  further  proposed  that  the  Association  seek  legisla- 
tion barring  economic  credentialing  as  the  determin- 
ing factor  for  privileges  or  participation  in  the  practice 
of  medicine.  The  Board  referred  this  resolution  to  the 
NMA  Commission  on  Hospital  Medical  Staff  for  con- 
sideration and  a report  back  regarding  the 
Commission's  opinions  and  recommendations  on  the 
issue.  The  Commission  recommended  and  the  Board 
concurs  that  the  NMA  approach  should  be: 

(1)  To  agree  with  the  AMA  definition  of  eco- 
nomic credentialing  as  carried  in  230.975  of 
the  AMA  Policy  Compendium  as  follows: 

"Economic  credentialing  is  defined  as  the 
use  of  economic  criteria  unrelated  to  qual- 
ity of  care  or  professional  competency  in 
determining  an  individual's  qualifications 
for  initial  or  continuing  hospital  medical 
staff  membership  or  privileges;" 

(2)  To  support  the  AMA’s  strong  opposition  to  the 
practice  of  economic  credentialing. 

(3)  To  recommend  NMA  members  continue  to 
work  with  and  support  data  collection  by 
hospitals  which  is  to  be  used  by  hospital  medi- 
cal staffs  for  educational  purposes  of  the  staff. 

(4)  To  study  the  AMA  Board  of  Trustees'  report 
and  the  AMA  House  of  Delegate's  action  at 
the  1993  AMA  Interim  Meeting  which  will 
respond  to  the  following  resolution: 

"Whereas,  The  American  Medical  Associa- 
tion (AMA)  House  of  Delegate's  has  adopted 
a policy  strongly  opposing  the  practice  of 
economic  credentialing;  and 
Whereas,  Several  state  medical  societies 
have  formulated  policies  in  opposition  to 
the  practice  of  economic  credentialing;  and 
Whereas,  The  use  of  economic  data  by 
hospital  governing  boards  to  grant  hospital 
privileges  may  deny  medical  staff  member- 
ship to  physicians  who  are  highly  compe- 
tent and  practice  the  highest  quality  of 
medicine  for  patients  who  have  the  great- 
est needs  for  access  to  care  but  also  have 
the  least  ability  to  pay;  and 
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Whereas,  Hospital  governing  boards  are 
establishing  professional  affairs  committees 
and  other  pre-application  procedures  which 
utilize  economic  considerations  in  an  ef- 
fort to  circumvent  medical  staff  bylaw  re- 
quirements that  quality  issues  and  clinical 
competency  be  the  sole  criteria  for  medical 
staff  appointment/re-appointment;  and 

Whereas,  Examples  of  economic  cre- 
dentialing  are  becoming  increasingly  more 
common;  therefore  be  it 

RESOLVED,  That  the  AMA  work  to  amend 
Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO)  stan- 
dard MS.  2. 4. 1.3  to  add  "that  economic 
credentialing  shall  not  be  a part  of  the 
appointment/reappointment  process  to  the 
medical  staff",  and  be  it  further 

RESOLVED,  That  the  AMA  develop  and 
widely  circulate  prototype  hospital  medical 
staff  bylaws  dealing  specifically  with  the 
issue  of  economic  credentialing;  and  be  it 
further 

RESOLVED,  That  the  Board  of  Trustees  de- 
velop a report  on  economic  credentialing 
as  it  relates  to  the  JCAHO  for  the  1993 
Interim  Meeting  of  the  House  of  Delegates." 

The  entire  statement  on  Economic  Credentialing 
as  currently  carried  in  the  AMA  Policy  Compendium 
is  as  follows: 

ECONOMIC  CREDENTIALING 

The  AMA  (1)  adopts  the  following  definition  of 
economic  credentialing:  economic  credentialing  is 
defined  as  the  use  of  economic  criteria  unrelated  to 
quality  of  care  or  professional  competency  in  deter- 
mining an  individual's  qualifications  for  initial  or  con- 
tinuing hospital  medical  staff  membership  or  privi- 
leges; (2)  strongly  opposes  the  practice  of  economic 
credentialing;  (3)  believes  that  physicians  should  con- 
tinue to  work  with  their  hospital  boards  and  adminis- 
trators to  develop  appropriate  educational  uses  of 
physician  hospital  utilization  and  related  financial 
data  and  that  any  such  data  collected  be  reviewed  by 
professional  peers  and  shared  with  the  individual 
physicians  from  whom  it  was  collected;  (4)  believes 
that  physicians  should  attempt  to  assure  provision  in 
their  hospital  medical  staff  bylaws  of  an  appropriate 
role  for  the  medical  staff  in  decisions  to  grant  or 
maintain  exclusive  contracts  or  to  close  medical  staff 
departments;  (5)  will  communicate  its  policy  and 
concerns  on  economic  credentialing  on  a continuing 
basis  to  the  American  Hospital  Association,  Federa- 
tion of  American  Health  Systems,  and  other  appropri- 
ate, organizations;  (6)  encourages  state  medical  soci- 
eties to  review  their  respective  state  statutes  with 
regard  to  economic  credentialing,  and,  as  appropri- 
ate, to  seek  modifications  therein;  (7)  will  explore  the 
development  of  draft  model  legislation  that  would 
acknowledge  the  role  of  the  medical  staff  in  the 
hospital  medical  staff  credentialing  process  and  as- 
sure various  elements  of  medical  staff  self-governance; 
and  (8)  will  study  and  address  the  issues  posed  by  the 
use  of  economic  credentialing  in  other  heath  care 
settings  and  delivery  systems.  (CMS  Rep.  B,  1-91:245- 
247) 


6.  RESOLUTION  #6  (A  93)  MEDICARE  FEE  SCHED- 

ULE 

This  resolution  addressed  concern  with  the  level  of 
Medicare  reimbursement  for  primary  care  services 
and  proposed  that  a resolution  be  forwarded  to  the 
AMA  House  of  Delegates  calling  for  appropriate 
action  with  HCFA.  The  NMA  House  of  Delegate's 
reference  committee  concluded  that  the  resolution 
was  a reaffirmation  of  present  AMA  policy  and  due  to 
the  fact  that  the  AMA  is  continuing  its  efforts  to 
improve  reimbursement  for  primary  care,  the  resolu- 
tion was  not  adopted. 

7.  RESOLUTION  #7  (A  93)  BLUE  RIBBON  COALI- 
TION 

This  resolution  directed  that  the  Nebraska  Medical 
Association  continue  its  active  participation  in  formu- 
lating the  health  care  system  for  the  State  of  Ne- 
braska. Our  involvement  continues  via  the  NMA 
Committee  on  Health  Planning.  This  resolution  was 
adopted. 

8.  RESOLUTION  #8  (A  93)  LIMITED  LIABILITY 

EXEMPTION  FOR  RETIRED  M.D.'S 

This  resolution  called  on  the  Nebraska  Medical 
Association  to  systematically  educate  all  of  the  state's 
senators  as  to  the  potential  gain  to  the  citizens  of 
Nebraska  that  would  accrue  if  retired  M.D.'s  had 
some  limited  exemption  from  liability  when  treating 
the  indigent.  This  resolution  was  referred  to  the  NMA 
Commission  on  Legislation  and  Governmental  Affairs 
with  instructions  to  continue  dialogue  with  the  mal- 
practice insurance  carriers  to  obtain  a "scaled  down 
premium"  rather  than  a complete  exemption  form 
liability.  This  matter  was  studied  by  the  NMA  Ad-Hoc 
Committee  on  Professional  Liability  and  information 
on  this  item  is  carried  in  the  Committee's  report  to  the 
House  of  Delegates. 

9.  RESOLUTION  #9  (A  93)  REGULATION  OF  THE 

MEDICAL  PROFESSION 

This  resolution  directed  that  the  Nebraska  Medical 
Association  make  every  effort  to  inform  the  citizens 
of  the  state  that  the  majority  of  Nebraska  physicians 
practice  medicine  in  a quality  manner  according  to 
the  highest  ethical  standards,  and  that  the  Association 
support  the  necessary  funding  to  insure  continued 
appropriate  regulation  of  physicians  so  that  the  citi- 
zens of  this  state  are  protected.  The  House  of  Del- 
egates referred  this  resolution  to  the  Board  of  Direc- 
tors. The  Board  asked  that  the  NMA  Commission  on 
Public  Affairs  consider  this  item  and  provide  a report 
back  to  the  Board  regarding  the  Commission's  opin- 
ions and  recommendations  on  the  issue.  The  Board 
received  information  from  the  Commission  and  will 
continue  to  further  address  this  matter. 

10.  RESOLUTION  #10  (A  93)  EDUCATION  OF 
PARENTS  REGARDING  IMMUNIZATIONS 

This  resolution  directed  that  the  NMA  go  on 
record  that  education  of  parents  and  tracking  of  the 
involved  populations  is  critical  to  any  successful  effort 
to  increase  the  numbers  of  immunized  infants  and 
children.  The  House  of  Delegates  referred  this  resolu- 
tion to  the  Board  of  Directors.  The  Board  of  Directors 
asked  that  the  NMA  Ad-Hoc  Committee  on  Maternal 
& Child  Health  consider  this  matter  and  provide  a 
report  back  to  the  Board  regarding  the  Committee's 
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opinions  and  recommendations  on  this  issue.  The 
Committee  met  subsequent  to  the  drafting  of  this 
report  and  it  is  anticipated  a response  to  the  resolu- 
tion will  be  available  at  the  time  of  the  Fall  Session. 

1 1.  RESOLUTION  #11  (A  93)  LIMITATION  ON  AMA 
DELECATE/ALTERNATE  TERMS 
This  resolution  proposed  that  the  Commission  on 
Association  Affairs  develop  amendments  to  the 
bylaws  of  the  Association  to  provide  that  the 
delegates  to  the  AMA  be  elected  for  a maximum 
of  three  two-year  terms,  that  alternate  delegates 
also  be  elected  for  a maximum  of  three  two-year 
terms  with  the  provision  that  the  alternate  del- 
egate may  then  become  a delegate  for  the  same 
maximum  number  of  terms,  and  proposed  the 
filling  of  temporary  vacancies  in  the  NMA  delega- 
tion to  the  AMA  House  of  Delegates.  After  con- 
siderable discussion  on  the  issue,  the  House  of 
Delegates  did  not  adopt  the  resolution.  While  it 
was  felt  that  term  limitations  would  allow  greater 
participation,  particularly  by  younger  members  of 
the  Association,  it  was  noted  that  the  number  of 
delegates  is  a soft  number  and  may,  at  any  time, 
cause  a change  in  the  number  of  representatives 
the  Association  has  in  the  AMA  House  of  Del- 
egates. It  was  also  felt  that  the  effectiveness  of  the 
delegates  was  an  important  issue  in  that  it  takes 
several  AMA  sessions  before  the  delegate  be- 
comes familiar  with  the  routines  and  political 
implications  of  the  delegate's  position.  The  cost  of 
sending  additional  representatives  to  AMA  meet- 
ings was  considered,  and  the  recommendation 
was  made  that  younger  physicians  continue  to  be 
encouraged  to  seek  out  leadership  positions  within 
the  organization.  The  Board  looked  into  this  mat- 
ter further  and  concurs  with  the  House  that  no 
action  should  be  taken  regarding  the  proposals  in 
this  resolution. 

12.  RESOLUTION  #12  (A  93)  STUDENT 
REPRESENTATIVE  ON  THE  NMA 
BOARD  OF  DIRECTORS 

This  resolution  proposed  that  the  NMA  provide  a 
non-voting  position  on  this  Board  of  Directors  for  a 
student  who  is  a member  of  the  NMA  Medical  Stu- 
dent Chapter.  It  was  proposed  the  student  represen- 
tative would  be  a third  or  fourth  year  medical  student 
elected  for  a one-year  term  by  the  members  of  the 
NMA  Medical  Student  Chapter  with  final  approval  by 
the  Board  of  Directors  of  the  Association.  The  Board 
of  Directors  considered  this  matter  and  recommends, 
that  no  bylaws  revisions  be  made  at  this  time,  but  that 
one  Student  Chapter  representative  be  invited  to 
attend  meetings  of  the  Board  as  a non-voting  mem- 
ber. The  student  representative  will  be  selected  by  a 
joint  selection  process  to  be  developed  by  both 
Student  Chapters.  The  student  will  serve  a one  year 
term  and  his/her  selection  will  be  subject  to  Board 
approval.  The  Board  has  determined  that  the  process 
of  placing  Student  Chapter  representation  on  the 
Board  will  be  re-evaluated  after  a pilot  study  lasting 
four  years.  The  Board  looks  forward  to  inclusion  and 
involvement  of  a Student  Chapter  representative  in 
our  deliberations. 

13.  RESOLUTION  #13  (A  93)  FUNDING  FOR 
AMA  MEDICAL  STUDENT  SECTION 
NATIONAL  COMMITTEE  MEMBERS 


This  resolution  proposed  that  the  Nebraska  Medi- 
cal Association  provide  in  its  annual  budget  a fixed 
amount  of  funds,  to  be  determined  annually  by  the 
Board  of  Directors,  to  aid  in  sending  any  University  of 
Nebraska  College  of  Medicine  medical  student  ap- 
pointed to  an  AMA  Medical  Student  Section  National 
Committee  to  the  AMA  Annual  and  Interim  meetings, 
providing  that  the  student  is  a member  of  both  the 
AMA  and  the  NMA.  The  Nebraska  Medical  Associa- 
tion currently  provides  funding  assistance,  in  the 
amount  of  $600,  to  assist  in  covering  expenses  of  a 
medical  student  delegate  and  alternate  delegate  when 
they  attend  national  meetings  of  the  AMA  Medical 
Student  Section  in  June  and  December  of  each  calen- 
dar year.  The  Board  of  Directors  has  determined  that 
consideration  will  be  given  in  the  future  for  possible 
special  funding  for  special  purposes,  i.e.,  students 
selected  to  AMA  Medical  Student  Section  Commit- 
tees or  officer  positions.  The  Board  determined  it 
would  not  establish  a mechanism  for  providing  fund- 
ing for  this  purpose  at  this  time. 

14.  RESOLUTION  #14  (A  93)  MANAGED 

COMPETITION  AND  NETWORKING 

This  resolution  proposed  that  the  Nebraska  Medi- 
cal Association,  through  its  appropriate  commission 
and  in  consultation  with  the  American  Medical  Asso- 
ciation, study  managed  care  plans  and  provide  the 
membership  with  timely  guidance  in  this  evolving 
arena  of  managed  competition  and  networking.  This 
resolution  was  referred  to  the  Board  of  Directors  for 
decision.  The  subject  of  managed  competition  and 
networking  has  been  given  a sizeable  share  of  time 
on  the  Board's  agenda.  The  Board's  overall  approach 
to  the  managed  care  subject  is  to  supply  as  much 
information  on  this  subject  to  Association  members 
as  possible.  An  NMA  group  is  being  appointed  to 
develop  an  informational  program  that  can  be  pack- 
aged for  use  by  county  medical  societies.  The  Board 
also  plans  to  make  generic  legal  counsel  prepared 
reviews  of  managed  care  contracts  available  to  Asso- 
ciation members.  The  Board  will  continue  to  address 
this  subject  in  considerable  detail  and  provide  assis- 
tance and  service  to  our  members. 

15.  RESOLUTION  #15  (A  93)  MEDICAID  ACCESS 

This  resolution  proposed  that  when  it  is  deter- 
mined there  is  a problem  in  Medicare  or  Medicaid 
access,  the  NMA  Board  of  Directors  study  and  estab- 
lish a mechanism,  in  conjunction  with  appropriate 
government  departments,  to  monitor  and  assure  ac- 
cess to  medical  care  for  Medicare  and  Medicaid 
recipients.  The  House  adopted  a recommendation 
that  the  Association  go  on  record  as  being  opposed 
to  the  Department  of  Social  Services  contracting  with 
a managed  health  care  firm  for  the  provision  of 
Medicaid  recipient  services  in  Douglas  County  and 
Lancaster  County  and  that  any  solution  to  access 
issues  be  developed  with  the  guidance  and  participa- 
tion of  the  physicians  of  Douglas  County  and  Lancaster 
County.  Addressing  this  matter  continues. 

16.  MEDICAID 

The  Board  of  Director's  report  considered  during 
the  1993  Annual  Session  of  the  House  of  Delegates 
included  information  on  a resolution  (F  92)  which 
called  on  the  Board  to  work  with  the  Department  of 
Social  Services  in  order  that  the  provider  be  given 
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pertinent  medical  information  (e.g.,  history  of  drug 
abuse)  before  seeing  a patient  to  enable  the  provider 
to  have  the  opportunity  of  accepting  the  participant 
as  a "lock  in".  The  House  adopted  a recommendation 
which  specified  that  when  Medicaid  recipients  are 
"locked  in"  with  a selected  physician  where  there  has 
been  no  previous  physician/patient  relationship,  the 
Board  of  Directors  of  the  Association  work  with  the 
Department  of  Social  Services  to  establish  a mecha- 
nism whereby  the  Department  of  Social  Services  will 
receive  authorization  for  release  of  medical  informa- 
tion from  the  Medicaid  recipient  for  submission  to  the 
selected  physician.  This  matter  was  referred  to  the 
NMA  Ad-Hoc  Committee  on  Medicaid  Services.  A 
second  resolution  (F  92)  which  dealt  with  Medicare 
and  Medicaid  access  called  on  the  NMA  Board  of 
Directors  to  establish  a system  by  which  access  can 
be  monitored  so  that  medical  services  can  be  provid- 
ed where  necessary.  It  was  recommended  that  the 
Board  of  Directors,  through  one  of  its  appropriate 
committees,  work  with  the  Department  of  Social 
Services  in  the  establishment  of  a triage  system  similar 
to  that  employed  by  managed  health  care  programs 
to  prevent  the  inappropriate  use  of  emergency  room 
facilities  by  Medicaid  recipients  and  thereby  reduce 
Medicaid  expenditures.  This  issue  was  likewise  re- 
ferred to  the  NMA  Ad-Hoc  Committee  on  Medicaid 
Services.  The  House  referred  to  the  Board  of  Direc- 
tors a recommendation  that  the  NMA  go  on  record  as 
opposing  Medicaid  co-payments  at  the  point  of  ser- 
vice because  of  excessive  processing  and  administra- 
tive costs,  the  inability  to  collect  such  fees,  and  the 
affect  upon  limiting  access  to  medical  care.  The  NMA 
Ad-Hoc  Committee  on  Medicaid  Services  and  the 
Board  are  continuing  to  be  involved  in  this  issue. 

The  House  considered  the  matter  of  the  possibility 
of  a $100  annual  assessment  on  each  licensed  physi- 
cian to  be  used  for  Medicaid  reimbursement  for 
primary  care  services  after  being  matched  with  fed- 
eral Medicaid  dollars  under  Nebraska's  match  rate. 
The  House  established  a position  that  the  Association 
policy  continue  to  be  that  of  supporting  the  use  of 
license  fees  for  the  purposes  for  which  license  fees 
were  set  up  and  that  any  other  assessments  be  vigor- 
ously opposed.  The  House  referred  to  the  Board  of 
Directors  a motion  that  the  Nebraska  Medical  Asso- 
ciation reiterate  and  strongly  support  the  concept  of 
treating  Medicaid  medical  services  as  a societal  prob- 
lem, and  as  such,  such  services  be  supported  by  a 
broad  based  tax  upon  the  citizens,  including  physi- 
cians, of  the  State  of  Nebraska.  The  position  of  the 
Association  remained  that  of  opposing  a special  as- 
sessment for  Medicaid  reimbursement,  however,  the 
Nebraska  Legislature  passed  legislation  which  called 
for  a $100  assessment  on  each  licensed  physician 
each  of  the  next  two  years.  The  legislation  is  to  sunset 
in  two  years.  The  revenue  received  from  the  assess- 
ment is  to  be  matched  with  federal  Medicaid  funds  at 
Nebraska's  match  rate  and  paid  to  Nebraska  physi- 
cians for  primary  care  services. 

17.  "PHYSICIANS  CHECKED",  A REPORT  ON  THE 
DISCIPLINE  OF  THE  PROFESSION 
During  the  1993  Annual  Session  the  House  of 
Delegates  received  a document  entitled  "Physicians 
Checked".  The  House  recommended  that  the  report 
be  referred  back  to  the  Board  of  Directors  for  dissemi- 
nation as  deemed  appropriate  and  than  an  executive 


summary  of  the  report  be  prepared  for  physicians,  the 
press  and  the  public.  It  is  the  Board's  opinion  that 
substantial  publicity  regarding  the  document  was 
carried  in  the  press  immediately  following  the  Annual 
Session.  The  executive  summary  was  prepared  and 
appears  at  the  end  of  this  Board  report.  The  Board  will 
continue  to  utilize  this  factual  information  in  the  most 
appropriate  fashion. 

18.  PHYSICIAN  DISCIPLINE  LEGISLATION 

The  1 993  Legislature  passed  a legislative  bill  which 
included  several  disciplinary  issues  which  relate  to 
the  function  of  the  Board  of  Examiners  in  Medicine 
and  Surgery.  One  of  the  sections  of  the  legislation 
defined  as  "unprofessional  conduct"  the  "prescribing, 
administering,  distributing,  dispensing,  giving,  or  sell- 
ing any  controlled  substance  or  other  drug  recog- 
nized as  dangerous  or  addictive  to  oneself  or,  except 
in  the  case  of  a medical  emergency,  to  one's  spouse 
or  child."  The  Board  of  Directors  considered  this 
matter  and  has  petitioned  the  Board  of  Examiners  in 
Medicine  and  Surgery  to  consider  defining  by  rule  or 
regulation  those  drugs  or  classes  of  drugs  which  are 
"recognized  as  dangerous  or  addictive"  for  purposes 
of  this  statutory  section.  It  is  the  Board  of  Director's 
position  that  regulations  should  be  developed  which 
would  permit  physicians  to  prescribe  for  their  family 
members  on  reasonable  terms,  i.e.,  emergency  situa- 
tions and  when  treating  common  medical  problems. 
The  Association  is  also  providing  input  to  the  task 
force  that  has  been  formed  by  Governor  Nelson  to 
address  the  matter  of  reviewing  the  discipline  of 
health  professionals. 

19.  HEALTH  CARE  REFORM 

The  Board  discussed  the  fact  that  Governor 
Nelson's  Interagency  Health  Care  Advisory  Commit- 
tee and  the  Blue  Ribbon  Coalition  to  Study  Health 
Care  Reform  scheduled  several  open  meetings  during 
the  month  of  June  during  which  representatives  of  the 
advisory  committee  and  coalition  presented  informa- 
tion on  their  activities,  and  public  input  was  received. 
Association  representatives  were  contacted  to  attend 
each  of  the  meetings  and  information  was  returned  to 
the  Board  by  those  who  attended  the  sessions.  A 
major  emphasis  at  each  of  the  meetings  was  an 
explanation  of  the  Nebraskan  plan  which  has  been 
developed  by  the  Blue  Ribbon  Coalition.  While  the 
initial,  projected  cost  of  the  plan  is  substantial,  there 
was  public  input  by  several  providers  that  they  wished 
to  be  included  in  the  plan's  coverage.  It  was  interest- 
ing to  note  that  much  additional  work  needs  to  be 
done  on  the  proposal  and  that  the  cost  of  the  plan  will 
be  a major  point  of  discussion.  The  NMA  Committee 
on  Health  Planning  continues  to  consider  this  matter 
in  great  detail. 

20.  LIMITED  LICENSE  PRACTITIONERS  AND 

ALLIED  HEALTH  PERSONNEL 

While  the  Board  of  Directors  was  reviewing  and 
approving  the  portions  of  the  Ad-Hoc  Committee  on 
Health  Policy  Statements  report  related  to  Limited 
License  Practitioners  and  Allied  Health  Personnel  for 
submission  and  acceptance  by  the  House  of  Del- 
egates, we  became  aware  that  although  each  report 
was  excellent  and  should  be  ratified  at  this  time,  we 
were  reacting  on  an  ad  hoc  basis  to  address  initiatives 
either  in  process  or  anticipated  to  be  forthcoming 
from  one  or  more  of  these  groups. 
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Although,  in  the  past,  this  approach  has  been 
relatively  effective,  up  to  a point  in  dealing  with  these 
situations,  the  NMA  Board  strongly  believes  that  major 
impending  changes  either  being  proposed  or  imple- 
mented in  our  Health  Care  System  require  a "Next 
Step  Initiative"  to  enable  us  to  not  only  respond 
appropriately  to  initiatives  by  these  groups;  but  to 
actually  lead  the  way  by  providing  the  public  with 
legitimate  foundations  for  evaluating  what  the  rea- 
sonable boundaries  for  their  initiatives  should  be. 

The  NMA  Board  of  Directors  believes  that  the 
"next  step"  is  to  provide  guidelines  for  developing 
appropriate,  precise,  and  supportable  definitions  for 
the  scopes  of  practice  of  these  varying  groups  of 
individuals;  and  to  provide  an  integrated  approach 
(structure)  for  incorporating  these  people  in  a mutu- 
ally productive  way  into  a Health  Care  system  which 
would  meet  patient  needs  in  an  efficient  and  cost 
effective  fashion. 

The  essence  of  this  project  and  its  most  important 
aspect  is  to  insure  that  Limited  License  Practitioners 
and  Allied  Health  Personnel,  who  w'ould  be  providing 
services  traditionally  classified  as  medical  services 
would  be  held  to  the  same  quality  standards  as  an 
M.D.  and  not  to  some  lesser  standard.  Only  in  this 
way  could  we  have  some  basis  for  believing  that  it  is 
the  same  service. 

This  project,  intended  to  be  proactive  in  charac- 
ter, would  be  assigned  to  a newly  created  Ad  Hoc 
Committee  of  the  Board  and  composed  of  people 
with  background  and  interest  in  this  subject.  This 
committee  would  be  appointed  shortly  and  would 
begin  work  shortly  after  this  Fall  Session. 

21.  AMERICANS  WITH  DISABILITIES  ACT 

The  Board  has  continued  to  monitor  the  fact  that 
the  Americans  with  Disabilities  Act  calls  for  specific 
requirements  which  may  affect  physicians'  offices. 
The  law  prohibits  discrimination  against  people  with 
disabilities  in  the  areas  of  employment,  telecommuni- 
cations, public  services,  public  accommodations  and 
commercial  facilities  run  by  private  entities.  In  an 
effort  to  call  this  act  to  the  attention  of  Nebraska 
Medical  Association  members,  a listing  of  informa- 
tion available  from  the  American  Medical  Association 
has  been  placed  in  two  issues  of  the  Nebraska  Medi- 
cal Association  newsletter. 

22.  PHYSICIAN  NOMINEE  TO  THE  AMA 

LEADERSHIP  CONFERENCE 

The  Board  has  considered  the  matter  of  the  selec- 
tion of  an  NMA  member  to  attend  the  AMA  Leader- 
ship Conference  as  a recognition  of  involvement  by 
the  member  in  NMA  activities.  This  is  the  activity  in 
which  an  Association  member  is  recognized  for  his/ 
her  activities  at  the  state  level  by  being  given  the 
opportunity  to  observe  the  National  Leadership  Con- 
ference which  is  produced  annually  by  the  American 
Medical  Association.  The  Board  felt  that  some  refine- 
ment of  the  selection/election  process  would  be 
beneficial  and  consequently  the  Board  proposes  that 
the  selection  of  the  nominee  be  on  a rotational  basis 
(Omaha-Lincoln-Outstate).  The  NMA  nominating  pro- 
cess for  all  Association  elected  positions  will  be 
considered  in  depth  by  the  Board  in  future  delibera- 
tions. 


23.  BOARD  APPOINTMENT 

The  Board  recommended  James  A.  Fosnaugh, 
M.D.,  be  appointed  to  the  Board  of  Examiners  in 
Nursing  Home  Administration.  The  Board  is  routinely 
asked  to  supply  nominees  for  possible  appointment 
to  several  state  boards  and  committees.  Association 
members  interested  in  being  considered  for  nomina- 
tion are  encouraged  to  contact  an  NMA  officer  or  the 
Association  office. 

24.  MEMBERSHIP 

The  Board  of  Directors  and  the  county  medical 
societies  continually  strive  to  increase  the  total  mem- 
bership. The  Board  monitors  the  member  and  non- 
member lists  and  makes  contacts  to  augment  the 
mailings  which  invite  membership  in  the  Association. 
The  Association  has  gained  59  new  members  in  1993. 
In  addition,  5 former  members  have  been  reinstated. 
There  are  currently  1,581  dues-paying  members  of 
the  Association  and  265  Life  and  Associate  members. 
Our  total  membership  is  1 ,846  which  comprises  64.4% 
of  Nebraska's  2,861  physicians.  The  Association  con- 
tinues to  experience  an  increase  in  total  membership 
each  year. 

25.  FINANCES 

The  Board  spends  considerable  time  monitoring 
both  the  Association  budget  and  the  various  catego- 
ries of  income.  The  1993  budget  of  $681,441  re- 
flected a 3.8%  increase  over  1992.  Expenditures  for 
the  year  are  following  the  budget  as  projected,  and 
we  should  complete  the  year  as  planned.  The 
Association's  projected  income  is  being  received  as 
anticipated.  Increasing  utilization  of  the  endorsed 
services  and  products  has  helped  maintain  a relatively 
sound  financial  base.  Participation  in  the  endorsed 
plans  has  a direct  influence  on  keeping  the  dues  level 
down  to  the  lowest  level  possible  as  a result  of  the 
administrative  fee  the  Association  receives.  Members 
are  encouraged  to  take  part  in  the  products  and 
services  endorsed  by  the  Association  as  follows:  Blue 
Cross/Blue  Shield  health  insurance  plan;  Bartling  & 
Hinkle  collection  services;  Lincoln  Telecommunica- 
tions products  including  office  phone  systems,  pag- 
ers, cellular  phones,  and  fax  machines;  the  NMA  Visa 
Gold  Card  and  the  recently  endorsed  long  term  care 
insurance  package.  The  Board  encourages  members 
to  participate  by  using  these  services  and  products. 

26.  NMA  BLUE  CROSS/BLUE  SHIELD 

HEALTH  INSURANCE  PLAN 

The  Board  is  pleased  to  report  that  the  NMA 
endorsed  Blue  Cross/Blue  Shield  Health  Insurance 
Plan  has  experienced  a successful  financial  year  and 
there  will  be  no  rate  increase  for  the  next  year. 
Association  members  not  currently  covered  under 
the  plan  are  encouraged  to  consider  coverage.  Infor- 
mation can  be  obtained  from  the  Association  office. 

The  Board  of  Directors  present  this  report  to  the 
House  of  Delegates  for  adoption,  and  stands  ready  to 
consider  items  which  may  be  referred  to  the  Board 
during  this  Session. 
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PHYSICIANS  CHECKED 
A REPORT  ON  THE  DISCIPLINE 
OF  THE  PROFESSION 
by 

The  Nebraska  Medical  Association 
23  April  1993 

EXECUTIVE  SUMMARY 

This  paper  has  been  prepared  by  the  Nebraska 
Medical  Association  to  more  clearly  define  and  de- 
scribe the  mechanisms  which  are  extant  to  assure  the 
appropriateness  and  quality  of  medical  care  in  the 
State  of  Nebraska. 

The  division  of  authority  in  the  medical  disciplin- 
ary process  is  comprised  of  governmental,  non-gov- 
ernmental, and  tort.  Under  governmental  authority 
are  contained  federal  (e.g..,  Medicare,  Medicaid, 
OSHA,  CLIA,  DEA,  OBRA,  and  National  Practitioner 
Data  Bank  (NPDB).  Under  state  authority  are  con- 
tained the  Nebraska  State  Legislature,  the  State  Attor- 
ney General,  and  the  State  Department  of  Health, 
with  its  various  boards  and  commissions.  Non-gov- 
ernmental authorities  include  the  Q/A  practices  of 
medical  insurers  and  managed  care  organizations, 
private  hospitals'  credentialing  and  peer  review  activi- 
ties; non-profit  agencies  such  as  JCAHO,  CAP,  AAAHC, 
and  COLA;  Q/A  activities  of  the  AMA  and  other 
medical  societies;  national  specialty  organizations 
and  boards,  and  Q/A  activities  of  professional  liability 
insurance  companies.  Finally,  the  tort  system  comes 
into  play  when  legal  action  is  taken  against  a health 
care  provider  by  a patient  or  family  in  response  to 
perceived  poor  outcome  in  a given  treatment  situa- 
tion. 

Federal  Governmental  Oversight 

As  part  of  their  congressionally-mandated  over- 
sight of  the  quality  of  care  delivered  to  Medicare  and 
Medicaid  beneficiaries,  the  HCFA  contracts  with  indi- 
vidual PRO'S  in  each  of  the  states.  It  is  the  province  of 
these  organizations  to  assure  that  the  quality  of  care 
provided  to  these  beneficiaries  meets  the  standards 
established  by  medical  "peers"  in  the  community. 

All  providers  of  health  care  have  also  come  under 
the  scrutiny  of  the  federal  government  by  virtue  of  the 
congressional  mandate  to  meet  OSHA  standards  for 
the  protection  against  bloodborne  pathogens. 

With  the  enactment  of  CLIA-88,  the  federal  gov- 
ernment for  the  first  time  became  intimately  involved 
in  the  day-to-day  practice  of  medicine  in  the  physician's 
office.  CLIA-88  applies  to  all  laboratories  performing 
tests  on  human  specimens,  regardless  of  the  site  of 
the  testing. 

The  DEA,  in  cooperation  with  the  State  of  Ne- 
braska Division  of  Drug  Control,  carefully  monitors 
the  prescribing  and  distribution  of  controlled  sub- 
stances throughout  the  state. 

With  the  enactment  of  OBRA-87,  Congress  very 
specifically  mandated  the  careful  monitoring  of  all 
care  delivered  in  persons  residing  in  nursing  homes. 

With  the  enactment  of  the  National  Practitioner 
Data  Bank  (NPDB)  in  1989,  the  U.S.  Congress  estab- 
lished a data  bank  to  serve  as  a nationwide  clearing 
house  for  information  related  to  professional  conduct 
and  competence. 


State  Governmental  Oversight 

The  oversight  exercised  by  the  State  of  Nebraska 
has  received  the  most  public  attention,  because  it  is 
usually  the  most  visible,  being  reported  on  zealously 
by  the  press. 

The  Bureau  of  Examining  Boards,  specifically  the 
Board  of  Examiners  in  Medicine  and  Surgery,  is  the 
state  agency  entrusted  with  the  licensing  and  formal 
disciplining  of  physicians  in  the  state.  It  relies  upon 
the  screening  committee  of  the  chief  investigator  of 
the  Health  Department,  and  upon  the  Commission  on 
Medical  Qualifications,  to  determine  which  cases  are 
worthy  of  formal  disciplinary  actions.  Upon  the  rec- 
ommendations of  the  Board  of  Examiners,  the  Direc- 
tor of  the  State  Health  Department  has  the  final 
authority  for  determining  whether  or  not  to  take 
disciplinary  action  against  a physician. 

Non-Governmental  Oversight 

There  is  extensive  non-governmental  oversight  of 
physicians'  practices,  including  (but  not  limited  to): 
Q/A  activities  of  private  insurers  and  health  care 
delivery  systems;  hospital  credentialling  committees, 
the  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations;  the  College  of  American  Pathologists 
(for  laboratory  accreditation  actions);  the  Association 
for  the  Accreditation  of  Ambulatory  Healthcare  Orga- 
nizations (AAAHC),  for  evaluation  of  performance  in 
ambulatory  health  care  centers;  the  Commission  on 
Office  Laboratory  Accreditation  (COLA),  for  evalua- 
tion of  the  performance  of  physicians'  office  laborato- 
ries; the  AMA  and  its  Council  on  Ethical  and  Judicial 
Affairs,  for  the  defining  of  the  boundaries  of  ethical 
behavior  for  the  profession;  the  NMA  peer  review 
activities,  for  adjudicating  instances  of  perceived 
unprofessional  activities  by  its  members;  the  Q/A  and 
educational  requirements  by  most  medical  specialty 
organizations,  who  require  documentation  of  con- 
tinuing medical  education  as  a prerequisite  for  con- 
tinued membership;  and  national  specialty  boards, 
who  often  require  evidence  of  continued  excellence 
for  membership. 

The  Tort  System 

Tort  law  is  that  branch  of  law  which  deals  with 
harmful  acts  against  a person,  giving  the  person  the 
right  to  collect  money  to  pay  for  the  damage  he/she 
has  suffered.  The  threat  of  legal  action  by  a patient  for 
failure  to  perform  up  to  the  standards  established  by 
the  profession  is  one  of  the  truly  substantial  consider- 
ations of  discipline  respected  and  feared  by  all 
physicians. 

Conclusions 

The  Nebraska  Medical  Association  believes  that 
the  mechanisms  currently  in  force  for  the  disciplining 
of  the  profession  are  generally  adequate.  However, 
the  NMA  further  believes  that  the  state's  system  of 
physician  discipline  can  be  improved  by  two  mecha- 
nisms: (1)  More  adequately  funding  existing  disciplin- 
ary activities  of  the  State  Health  Department,  thereby 
improving  its  ability  to  investigate  complaints  and  to 
act  upon  them  with  more  dispatch;  and  (2)  By  certain 
rather  minor  improvements  which  could  be  statutorily 
made  in  existing  law,  which  would  also  improve  the 
ability  of  the  state  to  move  more  quickly  on  disciplin- 
ary matters,  and  to  make  the  results  of  these  actions 
available  to  the  public. 


394  Nebraska  Medical  Journal  December  1993 


REPORT  OF  THE  DELEGATE  TO  THE  AMA 

INTRODUCTION: 

The  AMA  House  of  Delegates  met  in  Chicago, 
June  13-17,  1993.  There  were  435  Delegates  seated. 
The  House  agenda  contained  117  reports  and  229 
resolutions.  The  First  Lady,  Hillary  Rodham  Clinton, 
addressed  the  House  of  Delegates  at  the  opening 
session. 

HARNESSING  MARKET  FORCES 
IN  MEDICAL  PRICING: 

The  House  considered  a report  from  the  Board  and 
four  resolutions  pertaining  to  physician  payment  un- 
der Medicare  RBRVS.  The  House  took  the  following 
action  to  guide  the  Association  in  the  coming  months: 

1.  The  AMA  continue  its  policy  of  non-endorse- 
ment of  the  Medicare  RBRVS  Based  Physician 
Payment  System  until  such  time  as  it  is  ad- 
equately corrected  and  refined. 

2.  That  the  AMA  call  for  HCFA  to  conduct  a study 
to  collect  cost  data  necessary  for  the  develop- 
ment of  a resource-based  approach  to  practice 
expenses  for  the  Medicare  RBRVS  with  all  delib- 
erate speed.  In  addition,  that  the  AMA  advo- 
cate that  HCFA  be  given  the  authority  to  imme- 
diately correct  identified  anomalies  in  the  cur- 
rent RBRVS  practice  expense  relative  value  units. 
All  applications  of  these  methods  should  refrain 
from  reductions  of  payment  for  services  with- 
out complementary  increases  in  services  that 
this  method  identifies  as  "undervalued" 

3.  That  the  AMA  advocate  the  following  principles 
for  physician  payment  under  Health  Access 
America  and  any  other  relevant  health  system 
reform  proposal: 

a.  A resource-based  relative  value  scale  that  is 
annually  updated  and  rigorously  validated  could 
be  a basis  for  non-Medicare  physician  fee  and 
payment  schedules. 

b.  Payors  could  make  their  fee-for-service  pay- 
ments with  a payment  schedule  based  on  the 
national  standard  RBRVS. 

c.  Physicians  could  base  their  fees  on  the  na- 
tional standard  RBRVS.  Fees  would  be  based 
upon  a physician  conversion  factor  determined 
by  physicians'  assessment  of  their  overhead  and 
market  value  of  their  services. 

d.  All  third  party  payors  using  this  method  would 
provide  their  enrolled  beneficiaries  with  a copy 
of  the  current  national  standard  RBRVS  and  the 
plan's  current  conversion  factor  with  any  plan 
RBRVS  adjusters. 

e.  In  managed  care  plans,  government  plans, 
and  health  plans  as  feasible,  payor  conversion 
factors  should  be  negotiated  between  individual 
health  plans  and  the  affected  physicians. 

4.  That  the  AMA  Board  of  Trustees  provide  assis- 
tance and  guidance  to  state  medical  associa- 
tions, national  medical  specialty  societies,  phy- 
sician practices  and  public  and  private  third 
party  payors  to  help  insure  that  any  potential 
non-Medicare  use  of  a RBRVS  reflects  the  most 
current  and  accurate  data  and  implementation 
methods. 


5.  That  the  AMA  actively  support  the  position  that 
the  RBRVS  should  not  be  implemented  by  pri- 
vate payors  as  a cost  containment  device.  Any 
savings  resulting  from  payment  reduction  should 
be  used  for  the  purpose  of  increasing  payments 
for  undervalued  services. 

6.  That  the  AMA  reaffirm  policies  which  hold  that 
a relative  value  scale  is  a tool  for  use  by  physi- 
cians and/or  payors  and  is  not,  in  and  of  itself, 
a fee  schedule  and  that  the  AMA  continue  its 
strong  opposition  to  implementation  of  any 
mandatory  fee  schedule. 

7.  That  the  AMA  reaffirm  the  policy  which,  as  a 
part  of  Health  Access  America,  calls  for  employ- 
ers to  make  available  to  their  employees  a triple 
option  in  health  plans:  a benefit  schedule,  a 
UCR  plan,  and  a pre-paid  plan. 

HEALTH  SYSTEM  REFORM: 

The  House  considered  three  reports  and  three 
resolutions  on  health  system  reform  under  consider- 
ation by  the  Clinton  Administration.  The  House  voted 
to: 

A.  Continue  to  provide  action  oriented  assistance 
to  the  states  on  all  aspects  of  health  system 
reform,  including  assistance  on  the  individually 
mandated  health  insurance  reform  option. 

B.  Reaffirm  policy  supporting  the  continuation  of 
AMA  activities  to  reform  sensibly  the  Medicare 
program  in  a manner  that  will: 

1.  Examine  the  long-term  care  needs  of  the 
Medicare  eligible  population. 

2.  Address  the  health  care  needs  of  the  next 
generation  of  Medicare  beneficiaries. 

3.  Reduce  hassles  imposed  on  physicians,  hos- 
pitals, other  providers  of  health  care  service 
and  beneficiaries. 

4.  Recognize  the  economic  status  of  program 
beneficiaries. 

5.  Address  pressing  funding  needs. 

6.  Address  the  issue  of  the  crisis  developing 
over  rising  health  care  costs. 

C.  Support  a blend  of  private  and  public  responsi- 
bilities as  the  best  position  for  the  AMA. 

D.  Call  for  a Council  on  Medical  Service  report  to 
the  House  on  the  following  issues:  (1)  the  ex- 
tent to  which  a system  of  individually-selected 
and  owned  health  insurance  should  be  the  long 
range  goal  of  the  AMA,  (2)  the  feasibility  of 
mandatory  employer  responsibility  for  ensuring 
that  employees  choose  and  own  their  own 
health  insurance,  and  (3)  discussions  with  large 
and  small  employers  to  determine  their  views 
and  obtain  their  suggestions  on  this  issue. 

E.  Reaffirm  opposition  to  global  budgeting,  expen- 
diture targets,  price  controls,  and  similar  meth- 
ods of  limiting  health  care  expenditures,  yet 
acknowledge  that  some  state  medical  associa- 
tions are  in  favor  of  a budgeting  process  that 
incorporates  the  ability  for  physician  groups  to 
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bargain  collectively  on  state-level  budgets  and 
supports  these  state  medical  associations  in 
their  negotiations  and  development  of  budget- 
ing process. 

F.  Reaffirmed  existing  policy  to  use  the  term  "health 
system  reform"  instead  of  "health  care  reform". 

REQUIRED  BENEFITS  PACKAGES: 

Much  time  was  devoted  in  the  Reference  Commit- 
tee and  in  the  House  debate  on  the  content  of 
required  benefits  packages.  The  House  considered  a 
major  report  from  the  Council  on  Medical  Service 
that  described  the  process  of  the  development  of 
such  a package,  recommended  criteria  that  should 
govern  the  general  structure  and  the  services  to  be 
covered  under  recommended  benefits  plans,  and 
identified  a recommended  benefits  package  that  the 
Council  believes  to  be  consistent  with  these  criteria. 
Five  resolutions  also  addressed  aspects  of  this  issue. 

The  House  approved  the  recommended  benefits 
package  proposed  by  the  Council  and  asked  the  AMA 
to  advocate  the  proposal  within  the  context  of  AMA's 
Health  Access  America.  The  House  also  adopted  a 
recommendation  that  units  of  the  Federation  consid- 
ering the  need  for  further  modification  of  this  re- 
quired package  use  the  same  process  used  by  the 
Council.  The  House  approved  the  recommendation 
that  the  AMA  continue  to  encourage  and  support 
outcome  studies,  development  of  additional  practice 
parameters  based  on  these  studies,  and  further  refine- 
ment of  the  required  benefits  package  based  on  such 
studies. 

In  related  action,  the  House  directed  that  the 
Board  of  Trustees: 

• make  certain  that  the  preventive,  diagnostic 
and  therapeutic  services  in  the  required  ben- 
efits package  are  scientifically  valid. 

• develop  an  actuarially  validated  cost  estimate 
of  the  plan  based  upon  implementation  in  dif- 
ferent geographic  population  areas  of  the  coun- 
try, under  a variety  of  cost  sharing  provisions 
and  under  a variety  of  health  care  delivery 
models,  i.e.,  HMO,  PPO,  benefit  payment  sched- 
ule, etc. 

• study  the  fiscal  impact  of  said  benefit  plan  on 
individuals,  the  business  community  and  the 
government  if  said  benefit  plan  would  be  re- 
quired for  all  citizens  of  the  country. 

REPEAL  OF  CLIA 

The  inordinate  regulatory  burden  imposed  by  CLIA 
engendered  much  debate.  The  Board  of  Trustees 
submitted  a report  detailing  an  impressive  progress 
report  on  efforts  to  alleviate  the  CLIA  regulatory 
burden  and  also  reported  that  more  substantial  relief 
is  imminent. 

The  House  adopted  a substitute  resolution  from 
the  Texas  Delegation  calling  for  our  AMA  to: 

• establish  as  primary  policy  the  repeal  of  CLIA 
88,  and  that  the  Board  of  Trustees  provide  a 
progress  report  to  the  House  at  the  1993  In- 
terim Meeting,  and 


• our  AMA  continue  to  work  to  achieve  changes 
that  markedly  reduce  or  eliminate  the  obstacles 
experienced  by  physicians  and  Public  Health 
Departments  under  CLIA. 

In  a related  action  the  House  voted:  "that  the  AMA 
continue  to  support  eliminating  the  full  weight  of 
regulatory  requirements  through  the  development  of 
an  expanded  and  modified  free-standing  physician 
testing  category  that  would  allow  physician-super- 
vised  personnel  to  perform  tests  necessary  for  the 
treatment  of  the  physician's  patients." 

ENTERPRISE  LIABILITY: 

"Enterprise"  or  "organizational"  liability  is  a con- 
cept widely  reported  to  be  under  consideration  by 
the  White  House  Task  Force  on  Health  Care  Reform. 
All  medical  liability  exposure  would  be  transferred 
away  from  individual  physicians  to  the  "Accountable 
Health  Plan"  (AHP)  or  hospital  institution,  which  would 
then  become  the  single  defendant  in  a medical  mal- 
practice lawsuit.  The  AHP  or  hospital  would  be  em- 
powered to  implement  and  enforce  effective  patient 
safety/risk  management  education  and  regulation  of 
its  medical  staff. 

Testimony  before  the  Reference  Commite  was 
consistent  in  pointing  out  that  enterprise  liabiility 
threatens  physician  autonomy  and  would  likely  in- 
crease the  costs  of  liability  due  to  the  fact  that  so- 
called  enterprises  willl  be  perceived  as  having  deeper 
pockets  than  physicians,  and  also  they  will  be  viewed 
as  faceless  entities  that  will  not  be  harmed  by  lawsuit. 

The  House  adopted  the  recommendations  con- 
tained in  the  Board  of  Trustees  report  that  called  on 
the  AMA: 

• to  affirm  its  position  that  effective  medical  liabil- 
ity reform  based  on  California's  MICRA  model  is 
integral  to  health  system  reform,  and  must  be 
included  in  any  comprehensive  health  system 
reform  proposal  that  hopes  to  be  effective  in 
containing  costs,  providing  access  to  health 
care  services  and  promoting  the  quality  and 
safety  of  health  care  services. 

• to  oppose  any  proposal  that  would  mandate  or 
impose  enterprise  liability  concepts,  before  vol- 
untary demonstration  projects  designed  to  evalu- 
ate the  comparative  advantages  and  disadvan- 
tages of  the  enterprise  liability  theory  are  com- 
pleted. 

• to  continue  to  support  strong  patient  safety 
initiatives  and  the  investigation  of  alternative 
dispute  resolution  models,  appropriate  uses  of 
practice  parameters  in  medical  liability  litiga- 
tion and  other  reform  ideas  that  have  the  poten- 
tial to  decrease  defensive  medicine  costs  and 
more  fairly  and  cost-effectively  compensate 
persons  injured  in  the  course  of  receiving  health 
care  services. 

INCREASING  THE  AVAILABILITY  OF  PRIMARY  CARE: 

The  Council  on  Medical  Education  issued  a major 
report  that  discussed  the  multiple  factors  that  influ- 
ence the  choice  of  a medical  career  and  observed 
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that  no  single  intervention  is  likely  to  be  as  effective 
as  a multifaceted  approach.  The  House  approved  13 
recommendations  that  addressed  the  medical  school 
experience,  the  residency  curriculum,  the  practice 
environment,  and  positive  incentives  to  encourage 
selection  of  primary  care  specialties. 

NATIONAL  PRACTITIONER  DATA  BANK: 

At  the  Reference  Committee  hearing,  there  was 
extensive  testimony  supporting  the  dissolution  of  the 
National  Practitioner  Data  Bank.  While  commending 
the  Board  for  its  aggressive  efforts  to  correct  the 
problems  with  the  Data  Bank  and  recognizing  the 
repeal  may  be  an  uphill  battle,  the  House  voted  to 
"affirm  its  support  for  the  Federation  of  State  Medical 
Boards  Action  Data  Bank  and  call  for  the  dissolution 
of  the  National  Practitioner  Data  Bank." 

AMA  DUES: 

Noting  that  the  dues  levels  have  remained  un- 
changed for  the  past  five  years  and  that  a small 
increase  in  dues  is  necessary  to  continue  the  AMA's 
advocacy  activities  on  behalf  of  physicians,  the  House 
approved  a recommendation  to  increase  the  dues  by 
$20  for  1994.  In  fiscal  year  1992,  operating  revenues 
for  our  AMA  totalled  $197,474,000  and  operating 
expenses  amount  to  $193,523,000.  The  House  com- 
mended the  Board  and  the  staff  for  their  exemplary 
efforts  in  leading  and  managing  the  financial  affairs  of 
the  AMA  for  the  past  five  years  without  an  increase  in 
dues  levels. 

THERMOGRAPHY  UPDATE 

Following  a directive  of  House  of  Delegates,  the 
Council  on  Scientific  Affairs  submitted  an  update  on 
its  report  on  thermography  which  was  first  submitted 
in  1987.  The  House  approved  as  amended  the 
Council's  recommendations  as  follows: 

1.  That,  in  view  of  the  lack  of  sufficient  proof  of 
effectiveness,  it  is  the  policy  of  the  AMA  that  the 
use  of  thermography  for  diagnostic  purposes 
cannot  be  recommended  at  this  time.  It  should 
be  noted  that  research  protocols  using  ther- 
mography are  continuing  and  data  derived  from 
these  studies  will  require  careful  evaluation. 

2.  That  the  AMA  continue  to  monitor  the  pub- 
lished literature  on  thermography,  with  periodic 
reports  as  appropriate. 

3.  That  the  AMA  affirm  the  principle  that  propo- 
nents of  a test,  procedure,  or  treatment  should 
bear  the  burden  of  proving  that  it  is  safe  and 
effective  for  the  proposed  purpose  through  well- 
designed  and  well-controlled  clinical  trials.  The 
result  of  these  trials  should  be  critically  re- 
viewed, preferably  through  reports  submitted 
to  peer-reviewed  journals. 

NEBRASKA  RESOLUTIONS: 

The  Nebraska  resolution  regarding  Medicare  Pay- 
ment for  Psychiatric  and  Mental  Disorders  was  placed 
on  the  reaffirmation  calendar  as  it  was  considered  a 
reaffirmation  of  previous  policy.  Resolve  was  as  fol- 
lows: "That  the  American  Medical  Association  re- 
quest Medicare  payment  for  psychiatric  and  mental 
disorders  be  100  percent  of  the  allowable  charges  for 
ICD-9-CM  codes  290-319." 


The  Nebraska  resolution  regarding  Reimbursement 
for  Pre-Op  Laboratory  Testing  was  referred  to  the 
Board  of  Trustees.  The  resolve  stated  "That  the  Ameri- 
can Medical  Association  seek  introduction  and  adop- 
tion of  legislation  that  would  allow  reimbursement  of 
pre-op  laboratory  testing  which  is  required  by  hospi- 
tals, departments  of  anesthesia  and  surgical  facilities." 

CONCLUSION: 

Your  Delegation  to  the  AMA,  Drs.  Collicott, 
Cornelius,  Dvorak  and  myself,  sincerely  thank  you  for 
the  opportunity  to  represent  the  Nebraska  Medical 
Association  at  the  AMA  House  of  Delegates  meeting. 
We  are  all  eager  to  know  your  opinions  and  input  for 
our  testimony  at  the  AMA. 

Respectfully  submitted, 

Blaine  Y.  Roffman,  M.D. 

REPORT  OF  THE  DELEGATE 
TO  AMA  YOUNG  PHYSICIANS  SECTION 

The  AMA-YPS  met  in  Chicago  from  June  10  to  June 
12,  1993. 

The  two  subjects  foremost  in  discussion  were 
aimed  toward  elimination  of  Medicare's  pay  discrep- 
ancy and  the  creation  of  a slotted  seat  on  the  AMA's 
Board  of  Trustees  (BOT). 

Testimony  was  heard  from  the  AMA's  legal  counsel 
that  there  simply  were  no  legal  grounds  to  combat  the 
disparity  issue,  and  that  legislative  means  were  the 
sole  recourse.  In  the  recent  budget  reconciliation  bill 
just  passed  by  the  Congress,  the  pay  disparity  was 
eliminated. 

The  AMA  H.O.D.  has  asked  the  Council  on  Long 
Range  Planning  (who  have  previously  come  in  sup- 
port of  the  slotted  seat)  to  issue  a report  at  the  HOD 
1-93  as  to  proposed  mechanisms  creating  a slotted 
position  for  the  YPS  member.  Both  Dr.  Tamara  Johnson 
and  myself  support  the  concept  of  a slotted  seat  on 
the  BOT  for  the  following  reasons:  1)  there  is  too 
small  likelihood  of  a YPS  member  being  elected  by  the 
overall  AMA-HOD,  2)  need  for  increased  involve- 
ment by  YPS  members  in  important  committees  so 
our  input  can  be  heard  (28%  of  all  AMA  members 
meet  criterion  for  YPS  membership,  however,  few  are 
able  to  get  onto  key  committees),  3)  by  nature,  YPS 
members  have  a time  constraint  upon  their  "eligibil- 
ity" and  should  have  the  same  rights  as  members  of 
the  residents  and  students  sections  who  also  have 
slotted  seats  on  the  BOT. 

Discussion  also  centered  around  several  aspects 
of  health  reform,  asking  the  AMA  to  provide  model 
legislation  for  states  to  implement:  1)  prohibiting  pre- 
existing conditions  by  health  insurance  plan  con- 
tracts, and  2)  establishment  of  "any  willing  provider" 
laws.  Overall  support  was  heard  for  the  AMA  Health 
Access  America  plan  and  the  minimum  benefits  pack- 
age (Report  D-YPS,  A-93). 

A resolution  from  YPS  1-92  passed  the  HOD,  it 
called  for  legal  measures  to  be  initiated  to  set  limits 
on  water  heater  temperatures  to  help  prevent  scald- 
ing accidents. 

Practice  concerns  focused  on  the  YPS  developing 
a resource  publication  on  contracts  (both  physician  - 
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physician  & physician  managed  care)  that  would  be 
available  for  all  AMA  members  and  a resolution  was 
sent  to  the  AMA-HOD  1-93  asking  the  Council  on 
Ethical  & Judicial  Affairs  to  develop  guidelines  for 
physician-physician  relationships.  It  was  also  reiter- 
ated that  current  AMA  policy  opposes  employment 
discrimination  based  on  age  (e.g.,  participation  in 
managed  care  systems)  and  urged  any  individuals 
who  believe  they  have  been  discriminated  against  to 
contact  AMA  legal  counsel. 

Both  Dr.  Johnson  and  I wish  to  express  our  grati- 
tude for  the  chance  to  represent  Nebraska  at  the  YPS 
sectional  meeting.  It  was  both  a learning  experience 
and  I feel  we  were  able  to  express  our  opinions  on  the 
many  issues  discusssed. 

Respectfully  submittted, 

Kevin  D.  Nohner,  M.D. 


REPORT  OF  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

"in  the  best  of  times  and  the  worst  of  times" 

This  is  the  phrase  that  is  constantly  coming  to 
mind  as  we  go  about  our  mission  of  the  education  of 
physicians  for  the  21st  century.  We,  as  are  you,  are 
making  every  attempt  to  read  accurately  the  changes 
coming  for  health  care  as  a result  of  a changing 
environment  in  the  local  and  national  scene.  We  hear 
the  rhetoric  that  this  is  the  worst  of  times  for  medicine 
with  a loss  of  control,  a reduction  in  income,  a 
lessening  of  status,  and  a loss  of  individuality.  Yet  we 
see  the  best  and  brightest  continuing  to  apply  to  our 
school,  over  7,000  applicants  with  a high  GPA  and 
MCAT  score  and  a great  deal  of  past  community 
service.  They  appear  committed  to  excellence  in 
patient  care  and  obtaining  a sound  scientific  base. 
One  is  unable  to  come  to  any  other  conclusion  than 
that  this  is  the  best  of  times  since  our  profession  will 
be  in  excellent  hands. 

This  is  certainly  the  worst  of  times  for  NIH  research 
funding  with  the  golden  age  long  past,  vast  monies 
being  put  into  the  Genome  project  and  AIDS  re- 
search and  other  quality  requests  receiving  high  scores 
but  no  funding.  But  it  is  also  the  best  of  times,  as  some 
of  our  young  researchers  receive  NIH  grants,  others 
increase  activities  with  the  private  sector,  some  expe- 
rience the  establishment  of  ownership  of  intellectual 
properties,  and  others  seeing  some  of  those  proper- 
ties being  put  to  use  to  improve  patient  care.  In 
October  we  will  proudly  dedicate  the  Beirne  Re- 
search Tower  made  possible  by  alumni  dedication 
and  donations  to  the  research  portion  of  the  school's 
mission.  At  that  time  we  shall  also  inaugurate  the 
Harry  E.  Stuckenhoff  endowed  Professorship  in  Sur- 
gery. The  recipient  will  be  Dr.  Ronald  A.  Hinder, 
internationally  known  expert  in  laparoscopy  and  its 
use  in  esophageal  diseases. 

Certainly  in  academic  medical  centers  it  is  the 
most  difficult  of  times  because  of  the  severe  competi- 
tive environment  - an  environment  made  more  diffi- 
cult because  the  competition  is  often  physicians  who 
have  trained  in  the  academic  medical  center.  In  this 
environment  the  centers  are  charged  with  a new 
mission,  train  more  primary  care  physicians.  That 


charge  is  made  with  an  overwhelming  number  of 
faculty  being  subspecialists  - not  the  best  of  times. 
What  makes  it  the  best  of  times,  however,  is  to  see  the 
coming  together  of  faculty  in  a collegial  fashion  to 
indeed  rededicate  itself  to  the  new  mission  at  hand 
and  at  the  same  time  give  quality  of  care.  Medicine  is 
in  good  hands  indeed. 

We  have  also  been  able  to  add  quality  hands  to 
help  in  our  challenge.  Two  new  department  chairmen 
have  been  named  in  the  past  two  months,  Dr.  Ken- 
neth Sims  as  Professor  and  Chairman  of  Pathology 
and  Dr.  David  Folks  as  Professor  and  Chairman  of  the 
Combined  Creighton/Nebraska  Department  of  Psy- 
chiatry. Both  are  individuals  committed  to  making  this 
the  best  of  times. 

Since  I am  giving  this  forum  I would  like  to  make 
a personal  observation  and  share  a personal  feeling. 
We  are  witnessing  a quest  on  the  part  of  physicians 
as  to  how  we  function  in  the  new  paradigm.  A quest 
going  on  in  the  academic  as  well  as  the  private  sector 
and  certainly  this  quest  leads  to  stress,  stress  we 
would  much  like  to  avoid.  However,  we  are  also,  I 
feel,  witnessing  a rebirth  and  strengthening  of  univer- 
sal tenants.  The  first,  the  centrality  of  importance  of 
the  physician-patient  relationship;  the  second  is  the 
primacy  of  the  physician  as  patient  advocate  to  as- 
sure the  establishment  of  a system  which  is  not 
entirely  economically  driven.  This  adds  to  my  sense 
that  this  will  be  the  best  of  times. 

Respectfully  submitted, 

Thomas  J.  Cinque,  M.D. 

Dean,  School  of  Medicine 


REPORT  OF  THE  UNIVERSITY  OF 
NEBRASKA  COLLEGE  OF  MEDICINE 

The  entire  University  of  Nebraska  Medical  Center 
Community  recently  was  saddened  by  the  untimely 
death  of  Dr.  Robert  Waldman  on  July  10,  1993.  Dr. 
Waldman  served  as  Dean  and  Professor  of  Internal 
Medicine  at  the  University  of  Nebraska  College  of 
Medicine  from  1985  to  1991.  During  his  tenure  as 
dean,  Dr.  Waldman  oversaw  considerable  growth  in 
the  College  of  Medicine  both  with  respect  to  the 
number  of  faculty  and  the  number  of  educational  and 
clinical  programs  offered.  He  gained  national  recog- 
nition for  his  development  of  innovative  programs  to 
attract  and  prepare  students  for  primary  care  prac- 
tice. Particularly  notable  was  his  development  of  the 
Rural  Health  Education  Network,  which  has  progressed 
considerably,  and  the  Rural  Health  Opportunities 
Program,  which  has  provided  seven  rural  students  to 
the  1993  entering  medical  school  class.  This  class  will 
receive  their  medical  education  by  means  of  an  excit- 
ing new  curriculum,  another  innovation  of  Dr. 
Waldman's.  We  are  grateful  to  have  had  him  as  our 
leader  and  all  of  us  will  miss  him  very  much. 

Our  search  for  a new  dean  has  ended  successfully 
with  the  appointment  of  Dr.  Harold  Maurer  who  will 
assume  his  position  on  October  1,  1993.  Dr.  Maurer 
has  been  the  chairman  of  Pediatrics  at  the  Medical 
College  of  Virginia  for  the  past  seventeen  years  and 
is  an  internationally  recognized  expert  in  pediatric 
oncology.  In  addition  to  his  administrative  and  clini- 
cal expertise,  Dr.  Maurer  has  a strong  background  in 
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biomedical  research  and  in  medical  student  and  resi- 
dent education.  We  look  forward  to  his  leadership  as 
we  attempt  to  carry  out  our  missions  of  teaching, 
research  and  service  to  the  State  of  Nebraska. 

Another  successful  search  has  been  completed 
with  the  appointment  of  Dr.  David  Folks  as  the  Chair- 
man of  the  combined  Creighton  University  - Univer- 
sity of  Nebraska  Department  of  Psychiatry.  Dr.  Folks 
has  been  on  the  faculty  of  the  University  of  Alabama 
and  has  a special  interest  in  Geriatric  Psychiatry.  The 
search  for  a Chairman  of  the  Department  of  Biochem- 
istry and  Molecular  Biology  is  progressing  well  under 
the  leadership  of  Dr.  Tom  Rosenquist.  Candidates  for 
this  position  will  be  visiting  the  Medical  Center  during 
August,  September,  and  October. 

At  the  end  of  August,  we  launched  the  second  year 
of  our  new  curriculum  for  medical  student  education. 
The  first  year  of  this  curriculum,  which  provides  an 
integrated  approach  to  teaching  the  basic  sciences 
with  an  emphasis  on  small  groups  and  problem  based 
learning,  has  received  excellent  reviews  from  both 
faculty  and  students.  The  summer  experiences  in 
primary  care  for  the  first  year  students  were  received 
with  particular  enthusiasm.  The  small  group  sessions 
led  by  members  of  the  Metropolitan  Omaha  Medical 
Society  also  received  excellent  reviews.  The  College 
of  Medicine  is  appreciative  of  the  individuals  from  the 
society  and  the  many  clinical  faculty,  especially  those 
in  primary  care,  who  have  contributed  their  time  to 
help  make  the  new  curriculum  a success. 

On  April  23,  the  new  Outpatient  Care  Center  was 
dedicated.  This  completed  building  project  has  pro- 
vided important  new  space  to  enhance  our  educa- 
tional efforts  in  the  outpatient  setting.  It  also  has 
provided  a beautiful  new  entrance  to  the  Medical 
Center.  In  addition  to  the  Outpatient  Care  Center, 
several  new  operating  rooms  are  now  open.  Four  and 
one  half  floors  of  new  research  space  in  the  Eppley 
Hall  of  Science  have  also  been  completed  and  are 
now  occupied  by  cancer  researchers. 

As  this  represents  my  last  report  as  Interim  Dean, 
I would  again  like  to  express  my  sincere  thanks  to  the 
many  members  of  the  Nebraska  Medical  Association 
who  have  participated  in  and  supported  our  efforts  in 
educating  health  care  professionals  for  the  State  of 
Nebraska.  I look  forward  to  working  with  all  of  you  as 
I resume  my  full-time  position  as  Chairman  of  the 
Department  of  Surgery. 

Respectfully  submitted, 
Layton  F.  Rikkers,  M.D. 
Interim  Dean 
University  of  Nebraska 
College  of  Medicine 


REPORT  OF  THE  BOARD  OF  EXAMINERS 
IN  MEDICINE  & SURGERY 
September,  1993 

The  Board  of  Examiners  in  Medicine  and  Surgery 
has  been  engaged  in  a number  of  changes  occurring 
over  the  past  year. 


Since  January  1,  1993,  two  hundred  and  thirty  five 
new  medical  licenses  have  been  issued  giving  a total 
of  3,007  licensees  with  Nebraska  addresses  and  5,1  77 
who  hold  Nebraska  licenses  as  of  August  18,  1993. 
Six  osteopathic  physicians  have  been  newly  licensed 
during  that  period  with  a total  of  48  licensees  with 
Nebraska  addresses  and  71  who  held  active  Nebraska 
licenses. 

The  Board  staff  is  working  on  implementation  of 
the  new  United  States  Medical  Licensing  Examination 
(USMLE)  which  will  replace  the  FLEX  examination, 
National  Boards  (NBME)  examination  and  Educational 
Commission  for  Foreign  Medical  Graduates  (ECFMG). 
The  USMLE  is  structured  in  three  steps  with  each  step 
being  two  days  in  length.  Steps  1 and  2 will  be 
administered  at  test  centers  established  by  NBME  and 
ECFMG.  Step  3 will  be  administered  by  state  and 
medical  boards  as  their  licensing  examination  and 
will  be  the  only  pathway  for  licensure  for  U.S.  gradu- 
ates and  foreign  trained  physicians.  The  first  adminis- 
tration of  Step  3 of  USMLE  in  Nebraska  will  be  in  June 
of  1994. 

There  has  been  an  organizational  and  activities 
change  with  the  Bureau  of  Examining  Boards  Division 
of  Investigations  and  Enforcement  that  will  affect  the 
Board  of  Medicine.  Effective  September  1,  two  inves- 
tigators will  focus  only  on  medicine  and  surgery.  This 
change  will  allow  investigators  to  concentrate  on 
fewer  health  professionals,  thus  enhancing  their  un- 
derstanding of  the  nuances  of  those  practice  issues 
which  they  must  investigate.  The  Division  of  Medi- 
cine and  Medical  Support  Professions  will  be  respon- 
sible for  the  compliance  monitoring  activities  for 
Medicine,  Pharmacy  and  Advanced  Emergency  Medi- 
cal Technicians.  Current  pharmacy  inspectors  will  no 
longer  be  doing  any  investigations,  only  phamacy 
inspections. 

As  a result  of  the  Governor's  request  to  look  at 
ways  to  privatize  services  that  government  is  cur- 
rently rendering  is  a contract,  effective  July  1,  with  the 
Licensee  Assistance  Program  to  do  body  fluid  screens 
on  licensees  under  some  form  of  disciplinary  action. 
Effective  September  1,  compliance  monitoring  will  be 
decentralized.  The  investigator  who  currently  does  all 
the  monitoring  will  be  assigned  as  an  investigator. 

Since  July  1,  1992,  there  have  been  twelve  disci- 
plinary actions  taken  against  Nebraska  licensed  phy- 
sicians resulting  in  probation,  limited  license,  surren- 
der and  revocation. 

L.B.  536,  passed  during  the  last  legislative  session, 
brought  about  some  statutory  changes  affecting  medi- 
cine in  addition  to  being  a Health  Department  house- 
keeping bill.  Mandatory  patient  counseling  by  a phar- 
macist is  included  in  this  bill  and  means  that  the 
pharmacist  must  communicate  verbally  ".  . .in  a man- 
ner reflecting  dignity  and  the  right  of  the  patient  to  a 
reasonable  degree  of  privacy.  . .information  to  the 
patient  or  caregiver  in  order  to  improve  therapeutic 
outcomes  by  maximizing  proper  use  of  prescribed 
drugs  and  devices".  This  includes  review  by  the  phar- 
macist for  therapeutic  duplication;  drug-disease 
contraindications;  drug-drug  interactions;  incorrect 
drug  dosage  or  duration  of  drug  treatment;  drug- 
allergy  interaction  and  clinical  abuse  or  misuse.  The 
pharmacist  is  not  required  to  provide  counseling 
when:  1)  The  patient  or  caregiver  refuses  such  coun- 
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seling;  2)  the  pharmacist's  professional  judgement 
determines  that  such  counseling  may  be  detrimental 
to  the  patient's  care  or  to  the  relationship  between 
the  patient  and  his  or  her  physician;  3)  the  patient  is 
a patient  or  resident  of  a licensed  health  care  facility 
to  whom  prescribed  drugs  or  devices  are  adminis- 
tered by  a licensed  or  certified  staff  member  or 
consultant  or  a certified  physician's  assistant;  or  4)  the 
medical  practitioner  duly  authorized  to  prescribe  drugs 
or  devices  specified  manually  on  the  face  of  the 
written  prescription  or  by  telephone  communication 
on  each  prescription  that  there  shall  be  no  patient 
counseling  unless  he  or  she  is  contacted  prior  to  such 
counseling. 

L.B.  536  also  amended  the  unprofessional  conduct 
section  of  the  statutes  to  add  a definition  which  states 
that  unprofessional  conduct  shall  mean  any  departure 
from  or  failure  to  conform  to  the  standards  of  accept- 
able and  prevailing  practice  of  a profession  or  occu- 
pation or  the  ethics  of  the  professional  or  occupation, 
regardless  of  whether  a person,  patient,  or  entity  is 
injured,  or  conduct  that  is  likely  to  deceive  or  defraud 
the  public  or  is  detrimental  to  the  public  interest,.  . . 
and  adds  the  following  acts  as  unprofessional  con- 
duct: 1)  Commission  of  any  act  of  sexual  abuse, 
misconduct,  or  exploitation  related  to  the  practice  of 
the  profession  or  occupation  of  the  applicant,  lic- 
ensee, certificate  holder,  or  registrant;  2)  Failure  to 
keep  and  maintain  adequate  records  of  treatment  or 
service;  3)  Prescribing,  administering,  distributing, 
dispensing,  giving,  or  selling  any  controlled  substance 
or  other  drug  recognized  as  addictive  or  dangerous 
for  other  than  a medically  accepted  therapeutic  pur- 
pose; 4)  Prescribing,  administering,  distributing,  dis- 
pensing, giving,  or  selling  any  controlled  substance  or 
other  drug  recognized  as  dangerous  or  addictive  to 
oneself  or,  except  in  the  case  of  a medical  emer- 
gency, to  one's  spouse  or  child;  and  5)  Such  other 
acts  as  may  be  defined  in  rules  and  regulations  adopted 
and  promulgated  by  the  board  of  examiners  in  the 
profession  of  the  applicant,  licensee,  certificate  holder, 
or  registrant  with  the  approval  of  the  department, 
Additional  language  states  that  "Nothing  in  this  sec- 
tion shall  be  construed  to  exclude  determination  of 
additional  conduct  that  is  unprofessional  by  adjudica- 
tion in  individual  contested  cases." 

The  Board  continues  to  meet,  usually  on  the  first 
Sunday  of  the  month,  on  a bi-monthly  basis  beginning 
in  February  of  each  year.  The  meetings  are  open  to 
the  public  and  anyone  wishing  to  be  notified  of  the 
meeting  dates  can  contact  the  bureau  office  and 
request  to  be  put  on  the  mailing  list  to  receive 
agendas.  The  Board  welcomes  input  and  makes  every 
effort  to  answer  inquiries. 

Respectfully  submitted, 

Paul  Considine,  D.O. 

Chairman 


REPORT  OF  THE 

STATE  DEPARTMENT  OF  HEALTH 

Thank  you  for  this  opportunity  to  report  to  you  on 
the  Nebraska  Department  of  Health's  current  activi- 
ties. 


DISASTER  RESPONSE 

The  Department  collaborated  with  state  and  fed- 
eral agencies  this  summer  to  address  the  social,  health 
and  environmental  problems  that  resulted  from  heavy 
rains,  tornadoes,  wind  storms,  hail  and  flooding. 

Representatives  from  the  Federal  Emergency  Man- 
agement Agency,  the  U.S.  Department  of  Health  and 
Human  Services,  and  the  Environmental  Protection 
Agency  met  with  agencies  from  nine  flood-affected 
states  in  St.  Louis  on  August  3 and  4 to  discuss 
common  needs  for  environmental  health  monitoring, 
vector  control,  and  epidemiological  support. 

Three  public  health  sanitarians  with  expertise  in 
private  water  supplies,  sewage  treatment,  and  vector 
control  were  provided  by  the  U.S.  Public  Health 
Service  to  help  Nebraska  flood  victims  arrange  for 
well  testing,  and  to  advise  them  on  decontaminating 
water  supplies,  fixing  septic  systems,  and  handling 
insect  problems. 

MEETINGS  ON  HEALTH  CARE  REFORM 

Open  meetings  were  held  in  Hastings,  Omaha, 
Lincoln,  Columbus,  North  Platte,  and  Scottsbluff  this 
summer  to  obtain  public  input  on  the  reports  off  the 
Governor's  Inter-Agency  Health  Care  Advisory  Com- 
mittee and  the  Blue  Ribbon  Coalition.  Approximately 
500  people  attended.  The  majority  of  audience  mem- 
bers were  health  care  providers  and  hospital  admin- 
istrators. Some  of  the  concerns  expressed  at  the 
forums  included:  coverage  for  dental,  chiropractic, 
optometric,  and  mental  health  services;  long  term 
care  and  Medicare  payments;  cost  of  insurance;  and 
access  to  physicians  and  hospitals  in  rural  areas.  A 
summary  of  comments  received  at  the  meetings  is 
being  prepared  and  will  be  submitted  to  the  Governor 
and  the  Legislature,  along  with  the  reports,  for  their 
consideration  in  crafting  a health  care  reform  plan  for 
Nebraska. 

GRANT  FOR  PRIMARY  CARE 
DEVELOPMENT  STRATEGIES 

The  Department  has  received  $99,580  from  the 
Robert  Wood  Johnson  Foundation  to  implement  a 
state  strategy  for  improving  the  supply  of  primary  care 
professionals  in  underserved  areas.  The  first  part  of 
the  strategy  will  establish  pilot  projects  in  three 
multicounty  areas  as  sites  for  development  of  com- 
prehensive rural  health  networks.  The  project  sites 
must  consist  of  state-designated  family  practice  short- 
age areas  with  a combined  population  of  at  least 
12,000. 

The  purpose  of  these  pilot  projects  is  to  demon- 
strate how  small  rural  communities  can  combine  their 
resources  and  build  a sufficient  population  base  to 
support  an  integrated  and  comprehensive  health  care 
delivery  system. 

The  second  phase  will  involve  a statewide  needs 
assessment,  interventions  to  support  the  recruitment 
and  retention  of  primary  care  providers,  and  imple- 
mentation of  financing  and  policy  changes  which 
encourage  the  practice  of  primary  care  providers  in 
underserved  areas.  The  third  part  of  the  strategy  will 
focus  on  increasing  the  exposure  of  medical  students 
and  residents  in  community  and  migrant  health  cen- 
ters. 


400  December  1993  Nebraska  Medical  Journal 


EXAMINATION  OF  PROFESSIONAL  DISCIPLINE 

Governor  Nelson  formed  a panel  earlier  this  year 
to  review  the  professional  discipline  system  and  rec- 
ommend any  needed  changes.  The  task  force  consists 
of  Kim  Robak,  the  Governor's  Chief  of  Staff;  Rod 
Armstrong,  Director  of  the  Policy  Research  Office; 
Senator  Don  Wesely;  Senator  David  Landis;  and  the 
Director  of  Health. 

After  examining  the  various  and  complex  issues 
involved,  the  panel  asked  the  State  Board  of  Health 
for  assistance.  A committee  of  the  Board  already 
existed  to  study  professional  licensing  issues  and  the 
task  force  requested  that  the  committee  be  expanded 
to  include  broader  public  representation  to  reflect 
diverse  interests. 

Surveys  were  sent  in  August  to  members  of  profes- 
sional examining  boards,  law  enforcement  officials, 
insurance  representatives,  professional  associations, 
and  community  interest  groups.  The  surveys  asked  for 
input  on  four  major  focus  areas:  methods  to  identify 
practitioners  whose  competency  or  fitness  may  be 
questionable;  ways  to  inform  the  public  and  health 
care  industry  about  unfit  practitioners  and  the  disci- 
plinary process;  and  review  of  the  adequacy  of  the 
grounds  for  disciplinary  action  and  the  types  of  sanc- 
tions available  under  existing  law.  Medical  practitio- 
ners were  specifically  asked  to  address  the  roles  of  the 
Board  of  Examiners  in  Medicine  and  Surgery  and  the 
Commission  on  Medical  Qualifications.  Responses 
are  due  to  the  Board  of  Health  by  September  15. 

The  Board  will  analyze  survey  responses  and  sub- 
mit those  responses  with  its  recommendations  for 
changes  to  the  Governor's  panel  in  November.  The 
panel  will  review  the  recommendations  and  forward 
them,  along  with  their  comments,  to  the  Governor  for 
his  consideration  and  possible  legislative  action  in  the 
next  session. 

CLARIFICATION  OF  UNPROFESSIONAL  CONDUCT 

Legislation  was  passed  during  the  last  legislative 
session  which  clarified  the  definition  of  unprofes- 
sional conduct  in  the  statutes  governing  professional 
discipline.  The  legislation  added  statutory  language 
to  specify  acts  which  constitute  unprofessional  con- 
duct. Additional  acts  constituting  unprofessional  con- 
duct may  be  defined  in  rules  and  regulations  adopted 
by  the  Board  of  Examiners  of  the  licensee's  profes- 
sion. 

RESTRUCTURING  OF  INVESTIGATIONS 

To  strengthen  the  Department's  ability  to  complete 
investigations  of  complaints  against  health  profes- 
sionals in  a timely  manner,  organizational  and 
workload  changes  have  been  implemented  in  the 
Division  of  Investigations  and  Enforcement  in  the 
Bureau  of  Examining  Boards.  In  response  to  a pro- 
posal from  the  Board  of  Nursing,  a one-year  pilot 
project  is  being  implemented  which  will  entail  con- 
tracting with  private  vendors  for  the  provision  of 
investigative  and  compliance  monitoring  services. 
This  project  will  allow  the  Department  to  determine  if 
these  activities  can  be  performed  more  expeditiously 
and  at  lower  cost  by  private  vendors.  It  will  also 
permit  the  allocation  of  more  resources  to  investigate 
complaints  against  other  health  professionals.  Effec- 
tive September  1,  two  investigators  will  handle  com- 


plaints against  medical  doctors  on  a full-time  basis, 
two  will  deal  with  complaints  against  pharmacists  and 
one  investigator  will  handle  complaints  against  all 
other  health  professionals.  Four  pharmacy  inspectors 
will  be  re-assigned  to  the  Medical  and  Medical  Sup- 
port Professions  Division. 

407  REVIEW  OF  MIDWIFERY 

Questions  about  the  legal  status  of  lay  midwifery  in 
Nebraska  were  raised  by  a decision  last  spring  in  the 
Lancaster  County  Court  which  dismissed  a felony 
charge  against  a woman  accused  of  practicing  mid- 
wifery without  certification. 

A 9-person  technical  committee  has  been  appointed 
in  initiate  a 407  review  of  midwifery.  This  is  the  first 
"directed  review"  initiated  by  the  Department  pursu- 
ant to  legislation  passed  in  the  last  session.  The 
charge  to  the  committee  identifies  four  issues  to  be 
addressed. 

1 . Should  the  performance  of  home  deliveries  con- 
tinue to  be  considered  a medical  procedure 
subject  to  state  regulation? 

2.  Should  Certified  Nurse  Midwives  be  permitted 
to  perform  home  deliveries? 

3.  Should  Certified  Nurse  Midwives  be  credentialed 
by  the  state?  If  so,  what  level  or  type  of 
credentialing  is  most  appropriate  and  what 
should  be  the  requirements  for  credentialing? 

4.  If  non-physicians  should  be  permitted  to  per- 
form home  deliveries,  are  there  standards  or 
other  requirements  that  should  be  established? 

A public  fact-finding  meeting  was  held  August  18 
in  Lincoln.  The  committee  will  meet  again  on  Septem- 
ber 14  to  review  the  information  provided  at  the 
meeting  and  to  make  preliminary  recommendations. 
Those  recommendations  will  have  a public  hearing 
and  will  be  finalized  by  the  committee  after  further 
public  input. 

The  report  of  the  committee  will  be  forwarded  to 
the  State  Board  of  Health  and  to  the  Director  of 
Health.  The  Board  and  the  Director  will  make  inde- 
pendent recommendations  to  the  Legislature  about 
the  issues  identified  in  the  review.  The  Legislature  will 
then  determine  whether  a statutory  change  is  neces- 
sary. The  review  process  is  expected  to  be  completed 
in  time  for  legislative  action  in  the  1994  session. 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

The  Department  of  Health  is  continuing  a dialogue 
with  the  Nebraska  Medical  Association  and  the  Ne- 
braska Health  Care  Association  to  study  the  impact  of 
OBRA  and  state  regulations  related  to  nursing  homes. 
Topics  such  as  the  frequency  of  physician  visits,  the 
right  of  the  patient  to  choose  a physician,  and  physi- 
cal and  chemical  restraints  have  been  discussed. 

NEWBORN  SCREENING  PROGRAM 

The  newly  created  MCH  Advisory  Sub-Committee 
on  Newborn  Screening  held  its  first  meeting  in  June. 
The  group  reviewed  a report  of  a panel  from  the  U.S. 
Department  of  Health  and  Human  Services  which 
visited  the  Department  last  December  to  evaluate  the 
program  and  provide  consultation  on  possible  im- 
provements. The  panel's  report  expressed  concern 
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about  1)  the  lack  of  centralization  of  laboratory  ser- 
vices for  newborn  screening,  and  2)  a lack  of  regula- 
tions implementing  the  statutory  authority  for  carry- 
ing out  the  program.  Although  the  Department's 
Maternal  and  Child  Health  Division  has  significantly 
improved  the  flow  of  test  results  from  1 8 laboratories 
and  88  birthing  facilities  involved  with  newborn  screen- 
ing activities,  the  site  visit  report  noted  that  the 
Nebraska  system  may  still  not  meet  generally  recog- 
nized standards  for  effectiveness  and  efficiency.  Regu- 
lations governing  the  program's  standards,  policies 
and  procedures  are  on  the  sub-committee's  agenda. 
The  sub-committee  includes  representatives  from 
hospitals,  laboratories,  health  care  providers,  and 
consumers.  Dr.  Larry  Bausch,  Chairholder  of  the  Ne- 
braska Medical  Association's  Ad-Hoc  Committee  on 
Maternal  and  Child  Health,  is  a member. 

IMMUNIZATIONS 

As  part  of  the  Department's  Immunization  Action 
Plan  developed  last  year,  24  Nebraska  counties  have 
new  clinics  initiated  by  the  Department  of  Health 
with  a federal  grant  of  $300,066  received  last  year 
from  the  federal  Centers  for  Disease  Control  and 
Prevention.  These  new  clinics  bring  the  total  number 
of  counties  in  Nebraska  served  by  public  clinics  to  76. 
Three  more  clinic  sites  will  be  added  this  fall. 

SCHOOL  MOUTHRINSE  PROGRAM 
AND  SUPPLEMENTAL  FLUORIDATION 

Currently,  43,  737  elementary  students  in  over  500 
schools  across  Nebraska  participate  in  the  School- 
based  Fluoride  Mouthrinse  Program  administered  by 
the  Division  of  Dental  Health. 

This  program  is  a public  health  measure  that  has 
been  shown  to  be  very  effective,  reducing  caries  rates 
by  approximately  35  percent  through  the  weekly  use 
of  a 0.2  percent  neutral  sodium  fluoride  mouthrinse. 

Another  important  program  is  the  community  fluo- 
ride supplementation.  The  Dental  Health  Division  has 
recently  initiated  a study  of  the  incidence  of  use  of 
dental  services  under  the  Medicaid  Program  and 
corresponding  fluoridation  levels  in  the  water  sup- 
plies of  Nebraska  communities.  The  federal  Centers 
for  Disease  Control  and  Prevention  will  be  making  a 
site  visit  this  month  to  provide  technical  assistance. 
This  study  may  be  the  first  of  its  kind  to  combine 
Medicaid  services  data  with  community  water  fluori- 
dation levels.  Currently,  60  percent  of  the  population 
in  the  state  which  is  served  by  public  water  supplies 
drinks  fluoridated  water.  However,  only  48  percent  of 
all  Nebraskans  drink  fluoridated  water. 

The  national  goal  for  the  year  2000  is  75  percent 
of  the  population  served  by  public  water  systems  will 
be  drinking  fluoridated  water. 

Prescription  fluoride  supplements  for  children  are 
recommended  if  drinking  water  is  deficient  in  fluo- 
ride. The  standard  recommended  by  the  Council  on 
Dental  Therapeutics  of  the  American  Dental  Associa- 
tion and  by  the  Committee  on  Nutrition  of  the  Ameri- 
can Academy  of  Pediatrics  requires  that  a prescrip- 
tion for  supplementary  fluoride  only  be  written  for  an 
individual  after  a drinking  water  sample  has  been 
tested  to  determine  if  a supplement  is  appropriate. 
Public  and  private  well  and  water  supply  information 
and  testing  is  available  through  the  Department's 
Bureau  of  Environmental  Health. 


OFFICE  OF  ADOLESCENT  HEALTH 

The  Department  has  established  an  Office  of  Ado- 
lescent Health  in  the  Maternal  and  Child  Health 
Division.  The  goal  of  this  office  is  to  prevent  or  reduce 
the  health  problems  of  Nebraska's  adolescents  by 
addressing  their  health  concerns  and  high  risk  behav- 
iors. The  program  will  develop  a model  to  meet  the 
needs  of  young  people  in  a way  that  is  family-cen- 
tered, community-based,  and  culturally  sensitive.  An 
Adolescent  Health  Advisory  Committee  is  being 
formed  to  assist  with  a statewide  needs  assessment 
and  to  identify  and  encourage  possible  adolescent 
health  initiatives  in  community  settings.  The  program 
will  also  develop  a statewide  inventory  of  adolescent 
services.  Rita  Westover,  R.N.,  B.S.N.,  children  and 
adolescent  nurse  specialist,  is  the  new  adolescent 
health  coordinator. 

BREAST  AND  CERVICAL  CANCER  PROGRAM 

Nebraska  is  one  of  twelve  states  nationally  to  offer 
an  early  detection  program  for  breast  and  cervical 
cancer  as  the  result  of  a five-year  $1 0-million  grant 
from  the  federal  Centers  for  Disease  Control  and 
Prevention.  This  grant  is  enabling  the  Department  to 
reimburse  providers  to  provide  free  or  low-cost  breast 
and  cervical  cancer  screening  exams  to  over  10,000 
women  through  participating  providers  statewide. 
The  program  is  designed  for  women  without  insur- 
ance or  who  have  high  deductibles  on  their  insurance 
policies;  low-and  middle-income  women  who  meet 
income  eligibility  requirements;  minority  women;  and 
women  age  50  and  over  who  do  not  receive  regular 
screening  services. 

Nebraska  will  receive  $2  million  annually  for  five 
years  for  implementation.  The  program,  "Every  Woman 
Matters,"  offers  free  and  low-cost  office  visits,  Pap 
smears,  pelvic  exams,  mammograms,  and  other  re- 
lated tests  for  income-eligible  women  who  have  no 
other  source  of  payment.  The  project  also  includes 
follow-up,  public  and  professional  education,  surveil- 
lance, evaluation,  and  quality  assurance  components. 

An  eight-week  promotional  effort  took  place  this 
summer  to  reach  women  who  need  screening  ser- 
vices and  to  enroll  physicians  and  other  providers  as 
partners  in  the  program. 

Over  770  women  have  enrolled  in  the  program 
since  screening  began  last  fall.  Of  these,  56  percent 
are  over  the  age  of  40,  77  percent  are  below  the 
federal  poverty  guidelines,  and  73  percent  have  no 
medical  insurance.  Of  the  approximately  550  women 
who  have  been  screened  so  far,  two  women  with 
breast  cancer  and  three  women  with  cervical  cancer 
have  been  identified  and  treated. 

The  Department  of  Health  has  received  great  sup- 
port from  physicians  across  the  state  who  have  joined 
the  program.  More  providers  are  being  sought,  espe- 
cially in  certain  areas  of  the  state  with  few  or  no 
participating  medical  care  providers. 

Two  medical  advisory  committees  have  been 
formed  to  offer  input  and  advice  concerning  program 
implementation. 

AIDS  IN  NEBRASKA:  THE  FIRST  SIX  MONTHS  OF 
1993 

The  federal  Centers  for  Disease  Control  and  Pre- 
vention implemented  an  expanded  AIDS  surveillance 
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case  definition  for  adults  and  adolescents  age  13 
years  and  older  on  January  1,  1993.  The  definition 
includes  all  HIV-infected  persons  who  have  less  than 
200  CD4+  T-lymphocytes/uL,  or  a CD4+  T-lympho- 
cyte  percent  of  total  lymphocytes  less  than  14.  In 
addition  to  retaining  the  23  clinical  conditions  in  the 
previous  AIDS  surveillance  definition,  the  expanded 
definition  adds  pulmonary  tuberculosis,  recurrent 
pneumonia,  and  invasive  cervical  cancer.  Laboratory 
confirmation  of  HIV  infection  in  persons  with  a CD4+ 
T-lymphocyte  count  less  than  200  cells/uL  or  with  one 
of  the  added  clinical  conditions  is  required. 

The  expanded  surveillance  case  definition  has  had 
a substantial  impact  on  the  number  of  reported  AIDS 
cases  in  Nebraska  in  the  first  half  of  this  year.  The 
number  of  AIDS  cases  reported  in  the  first  six  months 
was  over  twice  the  number  reported  in  all  of  1992.  So 
far,  132  cases  have  been  reported,  compared  to  60 
cases  last  year.  Of  the  new  cases,  98  (74%)  were  the 
result  of  the  expanded  case  definition.  The  majority 
(94)  had  less  than  200  CD4+  lymphocytes  and  four 
had  one  of  the  newly  added  opportunistic  diseases- 
pulmonary  tuberculosis,  invasive  cervical  cancer  or 
recurrent  pneumonia. 

Some  notable  changes  are  occurring  in  the  AIDS 
statistics  for  Nebraska  which  are  directly  related  to 
the  change  in  the  case  definition.  Cases  in  the  20-29 
year  age  group  increased  23  percent,  compared  to 
the  first  half  of  1992.  The  first  cases  in  the  5-12  year 
age  group  and  in  the  13-19  year  age  group  were 
reported.  Eighteen  female  cases  were  reported  in  the 
first  half  of  1993,  compared  to  one  in  all  of  1992.  The 
percentage  of  female  and  male  cases  is  14  and  86 
respectively,  compared  to  3 percent  female  and  97 
percent  male  for  the  first  half  of  last  year. 

FIRST  SIX  MONTHS,  1993 


Total  Cases 

Cases  resulting  from  Cases  meeeting 

Reported 

expanded  definition  old 

definition 

January 

22 

17 

5 

February 

37 

29 

8 

March 

29 

22 

7 

April 

9 

7 

2 

May 

19 

12 

7 

June 

16 

11 

5 

Total 

132 

98 

34 

AGE 

RACE 

0-13 

2 

White 

100 

13-19 

1 

Black 

24 

20-29 

48 

Hispanic 

8 

30-39 

55 

Asian/Pacific 

40-49 

20 

Islander 

0 

50  + 

6 

Native  American 

0 

SEX 

Male  114 
Female  18 

EXPOSURE  CATEGORY 

Men  who  have  sex  with  men 81 


Injecting  drug  use 7 

Injecting  drug  use  and  men  who  have  sex  with  men 8 

Treatment  of  hemophilia 11 

Heterosexual  contact 6 

Transfusion 2 

Undetermined 15 

Parent  at  Risk 2 

Number  of  cases  reported  since  1983  when 
the  first  case  was  reported: 443 


WIC  INFANT  FORMULA  REBATES  AND 
BREASTFEEDING  PROMOTION 

The  Nebraska  WIC  Program  collaborated  with  the 
South  Dakota  WIC  Program  to  issue  a two-state 
request  for  proposals  for  infant  formula  rebates.  The 
result  was  very  positive.  Ross  Laboratories  won  the 
bid  and  is  giving  an  81  percent  rebate  of  the  whole- 
sale price  of  formula.  The  Department's  prior  contract 
provided  for  a 70  percent  rebate.  The  WIC  Program's 
net  wholesale  cost  is  42  cents  per  can  of  13-ounce 
concentrate.  It  is  estimated  that  the  value  of  rebates 
for  the  Nebraska  WIC  Program  this  year  will  be 
between  $4  and  5 million.  Federal  regulations  man- 
date that  the  rebate  funds  be  used  specifically  for  the 
purchase  of  WIC  foods,  with  a small  allowance  for 
administrative  purposes. 

The  Department  of  Health  is  sponsoring  a work- 
shop on  promoting,  protecting  and  supporting 
breastfeeding  in  Lincoln  on  August  31.  The  workshop 
is  designed  for  nurses,  dietitians,  lactation  consult- 
ants and  other  professionals  who  are  in  contact  with 
women  of  child-bearing  age.  Other  breastfeeding 
promotion  efforts  include  the  development  of  peer 
counselor  programs  at  some  local  WIC  offices,  the 
publication  of  a breastfeeding  manual  and  educa- 
tional modules,  and  the  provision  of  training  to  local 
WIC  staff.  The  Nebraska  WIC  Program's  objective  is 
to  increase  the  percentage  of  women  participating  in 
the  WIC  Program  who  breastfeed  at  six  weeks  post- 
partum from  33  percent  to  36  percent  by  September 
1994. 

ELECTRONIC  BIRTH  CERTIFICATE  SYSTEM 

The  Bureau  of  Vital  Statistics  is  continuing  to 
develop  and  expand  its  electronic  birth  certificate 
system.  Currently,  60  hospitals  in  the  state  partici- 
pate, accounting  for  approximately  90  percent  of  the 
state's  births.  This  system  enables  hospitals  to  file 
electronic  copies  of  birth  certificates  at  the  Bureau 
with  greater  speed  and  accuracy  by  personal  com- 
puter. This  method  of  data  transmission  benefits  par- 
ticipating hospitals  and  their  physicians  because  it 
enables  them  to  analyze  the  information  on  the  cer- 
tificates to  prepare  profiles  of  the  child  and  patient, 
and  to  summarize  data  about  medical  history,  obstet- 
rical procedures,  events  of  labor  and  delivery,  method 
of  delivery,  induction  and  indications  for  induction, 
use  of  anesthetic  agents,  and  other  valuable  informa- 
tion which  can  be  used  for  quality  assurance  and 
enhancement  of  care. 

NEBRASKA  CANCER  REGISTRY 

The  Nebraska  Cancer  Registry  has  now  completed 
its  fifth  year  of  data  collection.  This  registry  is  proving 
to  be  an  invaluable  tool  for  the  Department  of  Health 
and  for  researchers  outside  the  Department.  Data 
from  the  registry  has  been  used  to  investigate  alleged 
"cancer  clusters"  and  assuage  fears  that  there  may  be 
an  unusually  high  number  of  cases  in  certain  geo- 
graphic areas.  Without  the  cancer  registry  data,  the 
Department  would  be  unable  to  perform  an  in-depth 
review  of  cancer  in  a selected  community  and  deter- 
mine whether  the  incidence  is  higher  than  expected. 

The  data  also  has  been  used  to  support  successful 
proposals  for  federal  grants. 
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NEBRASKA  MARROW  DONOR  PROGRAM 

LB  1099  established  a program  to  conduct  a bone 
marrow  drive  for  state  employees  and  to  educate 
Nebraskans  about  bone  marrow  transplants  and  the 
urgent  need  for  donors.  An  informational  brochure 
was  developed  and  distributed  by  the  Nebraska 
Marrow  Donor  Program  at  the  Department  of  Health. 
As  a result  of  six  state  employee  bone  marrow  donor 
drives,  298  persons  were  placed  on  the  national 
marrow  donor  registry.  Several  of  these  individuals 
are  preliminary  matches  for  patients  who  need  bone 
marrow.  They  will  undergo  additional  testing  to  deter- 
mine if  they  are  a precise  match  for  donation. 

MINORITY  HEALTH  CONFERENCE 

The  Department  of  Health  is  sponsoring  its  first 
statewide  minority  health  conference  on  October  8 
and  9 in  Omaha.  This  conference  is  an  opportunity  to 
address  major  health  concerns  facing  minorities,  who 
are  more  likely  than  their  white  counterparts  to  die 
from  preventable  conditions  such  as  heart  disease, 
diabetes,  accidents  and  pneumonia.  With  input  from 
this  conference  and  an  advisory  committee,  the  Of- 
fice of  Minority  Health  will  set  health  objectives, 
propose  interventions,  improve  outreach,  and  find 
resources  to  accomplish  the  goal  of  better  health  for 
minority  members. 

Respectfully  submitted, 

Mark  B.  Horton,  M.D.,  M.S.P.H. 

Director  of  Health 

REPORT  OF  THE  NEBRASKA  DEPARTMENT 
OF  SOCIAL  SERVICES 

The  Nebraska  Department  of  Social  Services  is 
pleased  to  submit  this  report  to  the  Nebraska  Medical 
Association  for  review  at  the  September,  1993  meet- 
ing of  the  Board  of  Councilors  and  the  House  of 
Delegates.  While  the  primary  focus  of  this  report  will 
be  on  the  Nebraska  Medicaid  Program,  the  Depart- 
ment would  also  like  to  offer  additional  information 
related  to  current  activities  within  the  Department  of 
Social  Services. 

NEBRASKA  MEDICAID 

MEDICAID  BUDGET 

Medicaid  expenditures  continue  to  grow.  The  fol- 
lowing chart  shows  the  actual  expenditures  from  state 
fiscal  years  1992  and  1993  and  the  amounts  appropri- 
ated the  Department  for  fiscal  years  1994  and  1995. 
The  state  Medicaid  funds  are  approximately  39%  of 
the  amounts  listed  below,  and  the  Federal  share  is 
approximately  61%. 


YEAR 

EXPENDITURES/ 

% INCREASE 

APPROPRIATIONS 

(from  previous  year) 

1992 

$445  million 

23.9% 

1993 

$530  million 

16.7% 

1994 

$581  million 

9.6% 

1995 

$642  million 

1 0.5% 

The  number  of  persons  eligible  for  Medicaid  cov- 
erage also  continues  to  grow  (see  Attachment  A). 
Recently  we  have  seen  a decline  in  the  growth  rate, 
which  is  encouraging.  The  decline  in  the  number  of 
eligible  persons  which  occurred  in  March,  1993,  is 
attributed  to  the  elimination  of  Medicaid  eligibility  for 
a group  referred  to  as  "caretaker  relatives". 


A summary  of  those  bills  affecting  the  Medicaid 
Program  and  its  budget  follows: 

LB  798:  This  bill  provides  that  it  is  the  intent  of 

the  Legislature  that  the  Department  ap- 
ply for  a demonstration  waiver  from  the 
federal  government  from  the  transfer  of 
assets  provisions  of  the  medical  assis- 
tance program  (Medicaid)  to  extend  from 
30  months  to  5 years  the  period  of  time 
which  may  be  considered  as  a depriva- 
tion of  resources  if  an  applicant  for 
medical  assistance  transfers  assets  with- 
out adequate  consideration.  This  mea- 
sure is  expected  to  save  $76,640  in 
fiscal  years  1994  and  1995. 

LB  799:  This  bill  was  introduced  on  behalf  of  the 

Department  of  Social  Services.  The  De- 
partment of  Social  Services  will  be  ask- 
ing the  federal  government  for  approval 
of  a demonstration  project  which  will 
lower  the  cost  of  some  nursing  facilities. 
Federal  law  currently  mandates  profes- 
sional nursing  staffing  requirements 
which  will  greatly  increase  staffing  for 
many  Nebraska  facilities.  In  the  case  of 
some  facilities,  it  is  felt  that  the  well- 
being of  their  residents  is  not  served  by 
additional  professional  staff.  In  effect, 
significant  additional  personnel  costs 
have  been  added  to  facility  costs,  and 
therefore  the  Nebraska  Medical  Assis- 
tance Program  (Medicaid),  without  a 
concomitant  additional  benefit  to  the 
residents.  This  bill  allows  the  Depart- 
ment of  Health  to  waive  certain  nursing 
requirements  if  the  Department  of  So- 
cial Services  is  granted  a federal  waiver. 

LB  800:  This  bill  was  introduced  on  behalf  of  the 

Department.  It  provides  that  provisions 
in  trusts,  after  the  effective  date  of  the 
act,  which  purport  to  make  assets  or 
income  unavailable  if  the  person  applies 
for  medical  or  other  public  assistance 
are  void  and  unenforceable  unless  a 
court  finds  that  there  are  special  needs. 
This  does  not  apply  to  trusts  created  for 
beneficiaries  from  assets  of  a person  not 
legally  responsible  for  the  beneficiary. 

Also,  the  bill  provides  for  certain  irrevo- 
cable trusts  to  be  deemed  revocable  if 
the  individual  establishing  the  trust  pro- 
vides for  medical  or  other  public  assis- 
tance. 

LB  801:  This  bill  provides  for  preadmission  screen- 

ing through  the  Department  of  Aging 
case  management  unit  in  coordination 
with  DSS.  Prior  to  July  1,  1995,  the 
preadmission  screening  is  for  Medicaid- 
eligible  individuals,  age  65  or  older,  who 
wish  to  enter  a nursing  facility.  There  are 
to  be  two  pilot  projects,  one  urban  and 
one  rural.  The  Department  of  Aging  is  to 
evaluate  these  projects  for  effectiveness 
of  using  Medicaid  funds,  any  savings, 
and  the  effectiveness  of  using  pre- 
admission screening  and  care  manage- 
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ment.  Effective  July  1,  1995,  the  Depart- 
ment on  Aging  in  coordination  with  the 
Department  shall  establish  a statewide 
project  for  preadmission  screening  for 
Medicaid  clients  and  those  individuals 
who  may  be  Medicaid-eligible  within 
one  year  who  enter  a nursing  facility. 
The  Department  of  Social  Services,  in 
consultation  with  the  Department  on 
Aging,  is  to  adopt  and  promulgate  rules 
and  regulations  to  establish  procedures 
and  standards  for  the  Department  of 
Social  Services  and  the  Department  of 
Aging  to  implement  the  intent  of  the  act. 

LB  804:  This  bill  provides  the  Department  with 

certain  specific  authority  to  provide  lim- 
its as  to  the  amount,  scope,  and  dura- 
tion of  services  and  goods  that  are  fed- 
erally optional  which  recipients  may  re- 
ceive under  the  Medical  Assistance  Pro- 
gram (Medicaid).  Prior  to  adopting  such 
limits  through  the  rule  and  regulation 
process,  the  Department  shall  provide  a 
report  to  the  Legislature  by  December  1 
of  each  year.  However,  for  fiscal  year 
beginning  July  1,  1993,  the  Legislature 
gave  the  Department  specific  authority 
to  limit  certain  goods  and  services  speci- 
fied in  the  bill.  The  Department  is  to 
monitor  the  effect  of  the  limitations  and 
to  report  on  any  possible  cost  shifting. 
The  Department  is  to  also  establish  a 
plan  to  reduce  pharmacy  costs  and  to 
provide  managed  care  for  additional 
savings  for  the  1994-1995  biennial  bud- 
get. The  Department  is  to  also  report  to 
the  Governor  and  Legislature  on  initia- 
tives for  welfare  reform.  The  authority  of 
the  Department  to  provide  further  limits 
as  to  the  amount,  duration,  and  scope  of 
services  and  goods  shall  terminate  on 
January  1,  1996.  The  bill  did  contain  the 
emergency  clause. 

LB  805:  This  bill  imposes  a tax  on  each  physician 

in  the  amount  of  $100  per  year.  Funds 
raised  by  this  tax  shall  be  credited  to  the 
General  Fund  and  used  to  increase  fees 
paid  to  physicians  for  primary  care  ser- 
vices provided  to  recipients  of  the  Medi- 
cal Assistance  Program  (Medicaid).  The 
bill  did  carry  the  emergency  clause. 

LB  808:  This  bill  requires  the  Department  of  So- 

cial Services  to  develop  a plan  to  imple- 
ment co-payments  and  deductibles  and 
submit  the  plan  to  the  Governor  and  the 
Legislature.  The  purpose  of  the  co-pays 
and  deductibles  is  to  discourage  the 
abuse  of  high  cost  services  and  encour- 
age the  utilization  of  cost  effective  ser- 
vices. The  report  will  be  presented  by 
December  1 and  the  proposed  co-pays 
and  deductibles  will  be  put  into  effect 
by  April  1.  The  Department  report  shall 
include  data  from  other  states,  concern- 
ing their  experience  with  co-pays  and 
deductibles.  The  report  shall  also  pro- 
vide information  as  to  other  cost  con- 


tainment mechanisms  which  have  been 
implemented  or  proposed  by  the  De- 
partment for  the  fiscal  year.  The  bill  also 
prohibits  providers  of  goods  and  ser- 
vices of  the  Medicaid  program  from  au- 
tomatically waiving  co-payments  and  de- 
ductibles. The  Department  of  Social  Ser- 
vices is  mandated  to  apply  for  a federal 
waiver  that  allows  a recipient  not  to 
make  a co-pay  if  they  declare  an  inability 
to  pay. 

LB  815:  This  bill  gives  hospital  authorities  the 

ability  to  levy  a tax  on  hospitals  in  their 
jurisdiction.  Hospital  authorities  would 
then  enter  into  agreements  with  the  state 
to  transfer  such  revenues  to  the  state. 
The  proceeds  of  such  tax  that  are  trans- 
ferred to  the  state  will  be  used  for  pur- 
poses of  funding  the  state  Medicaid 
match.  Should  the  federal  health  care 
finance  authority  disapprove  the  inter- 
governmental transfer  provisions  out- 
lined above,  the  revenue  would  then  be 
collected  through  a hospital  income  as- 
sessment. The  income  assessments 
would  be  collected  on  net  income  of 
hospitals  and  nursing  homes  with  some 
adjustments. 

LB  816:  The  Department  of  Social  Services  is 

mandated  to  implement  a managed  care 
system  for  the  Medical  program.  A man- 
aged care  commission  is  established  to 
advise  the  Department  in  the  develop- 
ment of  the  plan.  A managed  care  plan 
will  help  insure  that  Medicaid  recipients 
receive  the  care  that  they  need  in  the 
most  cost  effective  environment.  It  will 
provide  access  to  services  which  are 
sometimes  not  available  to  Medicaid 
recipients  and  will  avoid  inappropriate 
expensive  types  of  care  such  as  emer- 
gency rooms.  The  act  also  contains  two 
additional  important  provisions  aimed 
at  improving  the  infrastructure  of  the 
Medicaid  program.  The  plan  will  include 
a system  to  improve  access  to  primary 
care  physicians  statewide  and  to  pro- 
vide case  management  services  targeted 
for  high  risk  pregnant  women  and  their 
infants.  Both  of  these  elements  will  pro- 
vide for  long  term  savings  by  providing 
access  to  preventive  types  of  care.  When 
fully  implemented,  managed  care  will 
reduce  waste  and  improve  the  cost  ef- 
fective delivery  of  heath  care  services  to 
Medicaid  recipients. 

The  managed  care  commission  is  made 
up  of  15  members  appointed  by  the 
Governor.  The  commission  will  consist 
of  the  Governor,  the  Director  of  Social 
Services,  the  Director  of  Health,  one 
physician,  one  representative  each  of 
an  urban  and  rural  hospital,  one  of  the 
insurance  industry,  one  representative 
of  the  home  health  care  industry,  and  six 
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representatives  of  the  public.  At  least 
three  members  of  the  public  shall  be 
public  assistance  recipients  or  advocates 
for  persons  receiving  public  assistance. 

The  commission  will  advise  the  Depart- 
ment of  Social  Services  when  the  plan  is 
being  developed  and  shall  review  and 
evaluate  the  implementation  of  the  man- 
aged care  system.  The  plan  developed 
shall  include  state  case  management  ser- 
vices for  high  risk  pregnant  women  eli- 
gible for  Medicaid. 

1993  NEBRASKA  MEDICAID  PRACTITIONER 
FEE  SCHEDULE  UPDATE 

The  1993  update  of  the  Nebraska  Medicaid  Prac- 
titioner Fee  Schedule  and  payment  system  was 
changed  to  more  closely  follow  the  annual  release  of 
annual  updates  of  CPT  procedural  coding  and 
McGraw-Hill  unit  values. 

Effective  with  dates  of  service  beginning  April  1, 
1 993,  several  hundred  McGraw-Hill  unit  value  changes 
have  been  incorporated  into  the  1993  Fee  Schedule 
update  and  payment  system.  This  update  may  be 
reflected  as  either  an  increase  or  decrease  in  reim- 
bursement for  some  procedures;  these  changes  are 
due  to  a change  in  unit  value  and  not  in  the  conver- 
sion factor  itself. 

MEDICAID  CLAIMS  PROCESSING 

In  September  1993,  the  Nebraska  Department  of 
Social  Services,  Medicaid  Claims  Processing  will  be- 
gin utilizing  optical  character  recognition  (OCR)  scan- 
ning technology  to  process  Medicaid  claims  timely 
and  accurately.  OCR  can  substantially  reduce  the 
number  of  data  entry  errors  when  claims  are  properly 
completed.  Providers  will  be  receiving  guidelines  for 
submitting  claims  that  are  optimum  for  scanning.  The 
Nebraska  Deportment  of  Social  Services  is  dedicated 
and  committed  to  shortening  claims  receipt-to-pay- 
ment  time.  The  addition  of  the  optical  scanner  will 
provide  the  means  to  shorten  the  time  period  for 
claim  payment  to  providers. 

LB  816  MANDATES  DEVELOPMENT  OF 
MANAGED  CARE  PROGRAM 

Legislative  Bill  816,  the  Managed  Care  Plan  Act, 
mandates  the  Department  of  Social  Services  to  de- 
velop a Medicaid  Managed  Care  Program.  The  pro- 
gram will  assist  the  state  in  utilizing  available  re- 
sources to  provide  improved  access  to  high  quality 
and  cost  effective  medical  care  for  Medicaid  recipi- 
ents. 

To  develop  a workable  plan,  the  Department  of 
Social  Services  is  working  closely  with  the  Nebraska 
Medical  Association,  other  professional  groups,  and 
social  service  agencies  to  develop  a program  that  will 
meet  the  special  needs  of  Medicaid  recipients. 

The  initial  target  area  for  a Medicaid  Managed 
Care  Plan  is  Metropolitan  Omaha  consisting  of  Dou- 
glas and  Sarpy  counties.  The  Metropolitan  Omaha 
Medical  Society  is  actively  involved  in  the  planning 
and  meets  regularly  with  the  Department  of  Social 
Services  to  provide  input  in  the  planning  process.  In 
order  for  the  plan  to  be  succesful  and  to  develop 
community  support,  local  planning  must  be  used. 


Along  with  access  and  cost  issues,  quality  assur- 
ance is  of  prime  concern.  With  cost  reduction,  care 
must  be  taken  to  assure  that  quality  is  not  compro- 
mised. To  achieve  this,  the  quality  assurance  program 
will  be  outcome  based  and  structured  to  monitor 
various  health  indicators.  The  Department  of  Health 
will  work  with  the  Department  of  Social  Services  and 
participating  physicians  to  establish  achievable  goals 
and  objectives  to  improve  the  health  status  of  Medic- 
aid patients. 

Dr.  Wes  Wilhelm,  a family  practitioner  from  Omaha, 
has  been  hired  by  the  Department  of  Social  Services 
to  initiate  the  managed  care  project.  Dr.  Wilhelm  will 
be  the  primary  contact  for  inquiries  regarding  man- 
aged care. 

LEAD  TOXICITY  SCREENING 

Medicaid's  EPSDT  program  (in  Nebraska  called 
Health  Check)  was  established  to  prevent  and  identify 
early  the  illnesses  and  diseases  which  disproportion- 
ately affect  poor  children.  Last  fall,  the  Health  Care 
Financing  Administration  (HCFA)  issued  policy  to 
states  to  require  universal  lead  screening  based  on 
the  Center  for  Disease  Control  recommendations. 
Recently,  Nebraska  Medicaid  primary  care  physicians 
received  a Medicaid  Provider  Bulletin  relaying  the 
CDC  recommendations  to  assess  children  from  6 
months  to  72  months  and  test  all  children  at  12 
months  and  24  months  by  capillary  blood  lead  testing. 

The  following  is  additional  information  due  to 
questions  received  in  response  to  the  bulletin: 

• Lead  toxicity  is  now  a reportable  disease. 

• As  with  any  other  change,  it  will  take  time  to 
integrate  new  procedures  into  the  physician's 
protocol.  More  information  needs  to  be  pro- 
vided to  parents  and  physicians  regarding  the 
risks  for  lead  exposure. 

• The  need  for  data  on  lead  toxicity  on  a commu- 
nity basis  is  vital.  By  adopting  lead  screening 
measures  in  your  practices,  and  sending  the 
samples  to  the  State  Health  Laboratory,  surveil- 
lance data  can  be  collected  and  the  results 
analyzed  regarding  community  risk  and  expo- 
sure in  Nebraska. 

The  Department  has  not  recommended  a specific 
risk  assessment  tool.  Examples  of  questions  are  in- 
cluded in  the  CDC  pamphlet  sent  with  the  Bulletin.  As 
an  example,  a set  of  questions  from  another  state  are: 

1 . Does  your  child  live  in  or  regularly  visit  a house 
or  other  location  with  peeling  or  chipping  paint 
built  before  1 978? 

2.  Does  your  child  live  in  or  regularly  visit  a house 
built  before  1978  with  recent  or  ongoing  reno- 
vation or  remodeling? 

3.  Does  your  child  have  a parent,  brother,  sister, 
housemate  or  playmate  who  is  being  treated  or 
followed  for  lead  poisoning? 

4.  Does  your  child  live  with  someone  whose  job 
or  hobby  involves  exposure  to  lead  (i.e.;  paint- 
ing, soldering,  automobile  battery  manufactur- 
ing or  recycling,  vehicle  radiator  repair,  making 
ammunition)? 

5.  Does  your  child  live  near  an  active  lead  smelter 
or  battery  recycling  plant  or  other  industry  likely 
to  release  lead? 


406  Nebraska  Medical  Journal  December  1993 


If  all  of  the  responses  are  negative,  the  child  is 
probably  at  low  risk. 

• The  venous  kits  as  well  as  capillary  specimen 
kits  are  available  from  the  State  Health  Labora- 
tory by  calling  (402)  471-2122.  PLEASE  NOTE 
THE  PATIENT'S  CORRECT  1 1-DIGIT  MEDICAID 
IDENTIFICATION  NUMBER  so  that  the  Lab  can 
then  bill  the  Medicaid  program  for  the  testing 
rather  than  billing  your  office. 

• The  overall  specimen  rejection  rate  has  been 
over  20  percent.  Technical  assistance  on  proto- 
col for  collecting  venipuncture  specimens  for 
blood  lead  analysis  is  available  by  calling  the 
State  Health  Lab  or  contacting  Rita  Westover, 
R.N.,  in  the  State  Health  Department  at  (402)  471- 
0197. 

For  a copy  of  the  Lead  Provider  Bulletin  or  copy  of 
the  CDC  "Preventing  Lead  Poisoning  In  Your  Chil- 
dren" or  for  questions  regarding  Medicaid  coverage 
and  Health  Check  (EPSDT)  requirements,  please  con- 
tact Sally  Allamby,  R.N.,  at  (402)  471-91  19  or  Sandi 
Kahlandt  at  (402)  471-9366. 

LB  804  - ESTABLISHES  LIMITS  ON 
MEDICAID  SERVICES 

During  the  last  legislative  session,  several  bills 
were  passed  that  impact  the  state's  Medicaid  pro- 
gram. One  of  them  was  LB  804.  LB  804  amends  the 
state  Medicaid  statutes  to  grant  the  Director  of  Social 
Services  the  authority  to  establish  limits  on  the  amount, 
scope,  and  duration  of  services  and  goods  not  re- 
quired by  Title  XIX  (Medicaid)  of  the  Social  Security 
Act.  LB  804  also  directs  the  Department  to  initiate 
specific  changes  to  the  scope,  duration  and  amount 
of  some  of  these  optional  services.  The  Department 
of  Social  Services  is  in  the  process  of  revising  its 
regulations  to  implement  these  changes.  A copy  of 
the  draft  regulations  was  sent  to  the  Nebraska  Medi- 
cal Association  prior  to  the  public  hearing  on  July  30, 
1993.  The  changes  in  services  covered  by  the  Medic- 
aid program  are  as  follows: 

CHIROPRACTIC  SERVICES: 

Affects  all  Medicaid  eligible  groups.  This  limits  the 
number  of  manual  manipulations  to  18  treatments 
during  the  initial  five-month  period  of  treatment  and 
limits  stabilization  care  to  one  visit  per  month. 

PODIATRY  SERVICES: 

Affects  all  Medicaid  eligible  groups.  This  reduces 
payment  by  12%  for  certain  surgical  procedures  if 
done  in  a hospital  outpatient  setting  instead  of  the 
podiatrist's  office. 

HOME  HEALTH  AGENCY  PROVIDED 
OCCUPATIONAL,  PHYSICAL,  SPEECH,  HEARING 
AND  LANGUAGE  THERAPY: 

This  limits  coverage  for  adults  unless  the  services 
are  not  available  in  an  area  due  to  the  lack  of  indepen- 
dent therapists  or  outpatient  hospital  therapy  depart- 
ments. 

NURSING  SERVICES: 

Two  changes  for  adults  are  included.  The  first  limits 
the  amount  of  payment  for  ventilator-dependent  cli- 
ents (nursing,  supplies,  and  equipment)  to  the  cost  of 


care  of  average  institutional  costs  ($549.24  per  day) 
and  the  second  limits  other  in-home  nursing  costs  to 
the  average  case-mix  per  diem  for  the  Extensive  Spe- 
cial Care  2 case-mix  reimbursement  level  ($111.56 
per  day). 

DENTAL  SERVICES  FOR  ADULTS: 

This  ends  coverage  of  cast  partial  dentures  and 
coverage  of  partial  dentures,  except  to  replace  front 
teeth.  Coverage  would  be  limited  to  acrylic  anterior 
partial  dentures  or  flipper  partials. 

VISUAL  CARE  SERVICES: 

This  requires  all  routine  eye  exams  be  billed  at  the 
intermediate  level  of  care,  sets  maximum  payment 
levels  for  eyeglass  lenses  rather  than  paying  labora- 
tory invoice  costs,  establishes  medical  necessity  crite- 
ria for  eyeglass  tints  and  UV  coating,  and  establishes 
a selection  of  covered  frame  styles. 

DURABLE  MEDICAL  EQUIPMENT  AND 
MEDICAL  5UPPLIES: 

Changes  include  reducing  payment  levels  for  cer- 
tain equipment  and  supplies,  simplifies  policy  and 
procedures  for  converting  equipment  from  rental  to 
purchase,  and  prohibits  the  coverage  of  external- 
powered  prosthetic  devices. 

MEDICAL  TRANSPORTATION: 

This  eliminates  Medicaid  coverage  of  transporta- 
tion to  non-Medicaid  coverable  services,  except  for 
transportation  to  adult  day  care  facilities,  sets  taxi 
reimbursement  at  75%  of  customary  charges,  and 
allows  coverage  of  meals  and  lodging  when  provided 
through  hospitals  as  medical  transportation. 

AGED,  BLIND,  AND  DISABLED  (AABD) 

SPECIAL  NEEDS  FUNDING: 

This  does  not  allow  AABD  Special  Needs  funding 
to  pay  for  medical  services  and  goods  which  are  not 
paid  by  the  Nebraska  Medicaid  Program  because  of 
limits  on  amount,  scope,  and  duration  established  by 
LB  804. 

In  addition,  if  other  limits  are  proposed  by  the 
Department,  prior  to  the  adoption  of  the  changes  in 
regulations,  a report  must  be  provided  to  the  Gover- 
nor and  the  Legislature  outlining  the  limits  and  the 
impacts  of  the  limits  by  December  1 of  each  year.  No 
changes  of  optional  services  are  to  be  implemented 
until  April  1 following  the  report.  The  authority  of  the 
director  under  this  bill  ends  January  1,  1996. 

When  policy  is  certified,  the  providers  of  the  ser- 
vices impacted  will  receive  a mailing  of  the  changed 
regulations  and  any  instructions  which  may  be  needed 
as  well  as  contact  persons  for  questions. 

MEDICAID  IN  THE  PUBLIC  SCHOOLS  (MIPS) 

In  June,  1993,  the  Nebraska  Legislature  passed  the 
Early  Intervention  Act  (LB  520).  The  Early  Intervention 
Act  requires  all  Nebraska  public  school  districts  to  bill 
for  physical  therapy,  occupational  therapy,  and  speech/ 
language  therapy  they  deliver  to  Medicaid-eligible 
students.  This  system  applies  to  all  students  verified 
with  disabilities  from  the  date  of  diagnosis  to  twenty- 
one  years  of  age.  Mandatory  billing  to  Medicaid  starts 
with  the  1993-1994  school  year. 
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The  Early  Intervention  Act  extends  the  range  of  LB 
701  (passed  by  the  Legislature  in  June,  1991).  LB  701 
set  up  two  pilot  sites  for  Medicaid  billing:  Omaha 
Public  Schools  and  Educational  Service  Unit  13  (in- 
volving sixteen  school  districts)  at  Scottsblufff.  The 
pilot  sites  have  been  billing  Medicaid  for  therapy 
services  delivered  during  the  1991-1992  and  1992- 
1 993  school  years. 

This  is  an  exciting  time  for  families  with  young 
children  with  special  needs  and  for  all  those  commit- 
ted to  these  families.  Federal  Medicaid  funds  received 
will  be  used  to  redirect  state  special  education  gen- 
eral funds  now  provided  to  Nebraska  public  schools. 
These  redirected  state  funds  will  be  used  to  provide 
service  coordination  to  eligible  infants  and  toddlers 
with  disabilities  and  their  families.  This  allows  the 
state  to  provide  an  additional  service  without  increas- 
ing the  level  of  state  funding.  By  June  1,  1995,  eligible 
infants  or  toddlers  with  disabilities  will  be  entitled  to 
service  coordination. 

PREADMISSION  SCREENING  AND 
RESIDENT  REVIEW  PROCESS  (PASARRP) 

The  Department  of  Social  Services  and  the  Depart- 
ment of  Public  Institutions  are  working  with  nursing 
facilities  and  hospitals  to  ensure  compliance  with  the 
Preadmisssion  Screening  and  Resident  Review  Pro- 
cess (PASARRP)  mandated  by  the  Omnibus  Budget 
Reconciliation  Act  of  1987. 

Individuals  with  a diagnosis  or  indication  of  mental 
illness,  mental  retardation,  or  a related  condition 
requesting  admission  to  or  continued  residence  in 
Medicaid  certified  nursing  facilities  are  subject  to  the 
PASARRP  requirements.  The  purpose  of  the  PASARRP 
is  to  determine  the  appropriateness  of  nursing  facility 
care  and  to  make  recommendations  regarding  the 
individual's  care  at  the  facility  or  placement  in  alterna- 
tive services. 

If  an  individual  is  subject  to  the  PASARRP,  an 
evaluation  must  be  completed  and  final  determina- 
tion made  prior  to  the  individual  being  admitted  to  a 
nursing  facility.  It  is  important  for  the  nursing  facility 
and  hospital  staff  to  work  closely  with  the  OBRA  unit 
at  the  Department  of  Public  Institutions  to  ensure  a 
timely  completion  of  the  PASARRP. 

It  is  important  for  physicians  to  continue  their 
awareness  of  the  PASARRP  requirement  and  to  assist 
facility  staff  in  complying  with  the  PASARRP  require- 
ment. The  physician's  role  in  PASARRP  is  to  diagnose 
the  individual's  mental  illness,  mental  retardation,  or 
related  condition  to  specifically  document  the  diag- 
nosis according  to  diagnostic  criteria,  and  to  priori- 
tize the  condition  as  primary,  secondary  or  other  in 
relationship  to  current  medical  conditions. 

It  is  also  important  for  physicians  to  work  with 
nursing  facility  staff  in  complying  with  recommenda- 
tions resulting  from  the  PASARRP  specific  to  the 
individual's  plan  of  care. 

Approximately  2,500  individuals  have  been  evalu- 
ated through  the  PASARRP  to  date.  The  majority  of 
the  individuals  evaluated  have  been  found  appropri- 
ate and  continue  to  be  reviewed  on  an  annual  basis. 
The  purpose  of  the  annual  review  is  to  ensure  contin- 
ued appropriateness  and  assist  the  facility  in  develop- 


ing the  individual's  plan  of  care.  Approximately  212 
individuals  have  been  found  inappropriate  through 
the  PASARRP.  The  State  continues  to  work  with  the 
nursing  facilities  and  hospitals  to  provide  these  indi- 
viduals with  alternative  or  otherwise  enhanced  ser- 
vices to  meet  the  individual's  "specialized"  needs. 

Questions  regarding  the  PASARRP  may  be  di- 
rected to  Betty  Ferdinand,  Coordinator  OBRA  Unit, 
Department  of  Public  Institutions,  P.O.  Box  94728, 
Lincoln,  Nebraska  68509,  (402)  471-2851. 

GOVERNOR’S  WELFARE  REFORM  TASK  FORCE 

On  June  16,  1993,  Governor  Nelson  announced 
the  appointment  of  a twenty-six  member  task  force  to 
study  Nebraska’s  welfare  system  and  make  recom- 
mendations for  welfare  reform  that  will  more  effec- 
tively promote  opportunities  for  self-sufficiency.  The 
task  force  is  composed  of  representatives  from  pri- 
vate industry,  education,  foundations,  government, 
community-based  organizations,  elected  officials, 
current  and  former  welfare  clients. 

THE  MISSION  OF  THE  TASK  FORCE: 

"To  design  a human  resource  system  which  will 
empower  individuals  and  families  in  Nebraska  (1)  to 
avoid  or  leave  poverty;  and  (2)  to  enhance  the  oppor- 
tunities for  all  Nebraskans  to  more  fully  participate  in 
and  contribute  to  the  life  of  their  communities." 

The  task  force  will  hold  public  hearings  in  Omaha, 
Lincoln,  Scottsbluff,  Winnebago,  Kearney  and  Beatrice 
to  facilitate  public  input. 

To  date,  the  task  force  has  had  three  meetings  and 
two  public  hearings.  The  task  force's  activities  are 
structured  to  gain  as  much  input  from  as  many  areas 
as  possible.  All  interested  parties  have  been  invited  to 
participate  in  some  way  in  the  activities  of  the  task 
force. 

A Task  Force  Support  Group  has  also  been  ap- 
pointed to  provide  information,  research  and  other 
forms  of  support  to  the  task  force  upon  request.  There 
has  been  a tremendous  interest  in  participating  in  the 
support  group,  consequently  the  group  recently  di- 
vided into  the  following  four  sub-groups: 

MAKING  WORK  PAY 

Chair:  Milo  Mumgaard,  Nebraska  Center  for  Legal 
Services 

PROVIDING  EDUCATION,  TRAINING 
AND  OTHER  SERVICES 

Chair:  Ann  Jerome,  Goodwill  Industries 

CHILD  SUPPORT/ABSENT  PARENT  ISSUES 

Chair:  Charlotte  Slick,  Legal  Aid  Society,  Omaha, 
NE 

EXAMINING  OTHER  STATE’S 
WELFARE  REFORM  PLANS 

Chair:  Julie  Kalkowski,  United  Catholic  Social  Services 

Additionally,  the  task  force  has  scheduled  focus  groups 
in  each  of  the  eight  Department  of  Social  Services  district 
offices.  These  focus  groups  will  be  directed  toward  gain- 
ing information  from  welfare  clients  and  front-line  Depart- 
ment staff  who  work  directly  with  clients. 

A final  report  of  the  task  force  will  be  presented  to 
Governor  Nelson  by  October  4,  1993. 
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A listing  of  task  force  members  (Attachment  C)  and  a 
copy  of  the  task  force  mission  statement  and  objectives 
(Attachment  D)  are  included  with  this  report. 

For  further  information,  please  contact  Fayette  Carpen- 
ter, Task  Force  Coordinator,  at  the  Department  of  Social 
Services,  (402)  471-9364. 

CHILD  CARE  LICENSING:  AUGUST,  1993 

LEAD  TOXICITY: 

In  cooperation  with  the  Department  of  Health,  the 
Child  Care  and  Development  Division  has  established  a 
protocol  to  begin  testing  Nebraska's  approximately  5,000 
licensed  child  care  programs  for  the  presence  of  lead- 
based  paint.  Department  of  Social  Services  staff  will  test 
flaking  and  chipping  paint  in  family  child  care  homes  and 
preschools.  If  the  test  reads  positive  for  lead-based  paint, 
a referral  will  be  made  to  the  Environmental  Health  Sec- 
tion, Department  of  Health.  Environmental  Health  inspec- 
tors will  be  testing  group  day  care  homes  and  child  care 
centers. 

In  preparation  for  this  joint  effort,  child  care  licensing 
staff  conducted  a national  survey  of  licensing  units  in 
other  states  to  determine  if  they  had  regulations  related 
to  lead  toxicity  and  child  screening.  Each  Department  of 
Health  across  the  country  was  also  contacted  for  informa- 
tion on  programs  that  might  exist  related  to  lead  blood 
poisoning,  screening  of  young  children,  testing  for  sources 
of  lead  which  could  lead  to  poisoning,  and  prevention 
programs. 

HEPATITIS  B IMMUNIZATIONS: 

A mailing  was  sent  to  all  licensed  child  care  providers 
in  Nebraska,  informing  them  of  a federal  requirement  that 
each  employer  in  this  country  must  designate  one  staff 
member  to  handle  all  first  aid  emergencies.  The  employer 
is  also  required  to  provide  an  opportunity  for  this  staff 
member  to  be  immunized  against  hepatitis  B.  The  desig- 
nated employee  may  choose  not  to  be  immunized.  How- 
ever, the  employer  must  then  document  that  the  desig- 
nated employee  was  informed  of  the  availability  of  the 
immunization. 

Family  child  care  homes  have  traditionally  been  ex- 
empt from  this  requirement  since  the  provider  does  not 
usually  employ  staff. 

IMMUNIZATIONS: 

Nebraska  law  requires  parents  or  guardians  of  each 
child  under  age  13  enrolled  in  a child  care  program  to 
provide  proof  of  immunizations.  This  law  requires  all 
licensed  providers  to  submit  an  aggregate  report  to  the 
Nebraska  Department  of  Health  regarding  the  immuniza- 
tion history  of  the  children  enrolled  in  their  facility. 

The  Department  of  Health  provided  a sample  format 
for  reporting  immunization  histories.  These  records  must 
be  maintained  by  the  provider  and  available  for  review  by 
Department  of  Health  or  Department  of  Social  Services 
staff  during  licensing  visits. 

PROPOSED  FAMILY  CHILD  CARE  I AND  II 
REGULATIONS  RELATED  TO  MEDICAL  ISSUES: 

The  Department  of  Social  Services  has  begun  a review 
of  all  family  child  care  I and  II  licensing  standards  and 
included  in  the  first  draft  are  the  following  new  regulations 
and  policies  related  to  medical  issues. 

1.  Death  of  a child  in  a Licensed  Facility: 


Upon  notification  of  a death  of  a child  enrolled  in 
any  licensed  child  care  facility,  licensing  staff  will 
notify  Child  Protective  Services  and  complete  a 
check  of  the  Central  Registry  for  Abuse  and  Ne- 
glect of  all  caregivers,  household  members,  and 
deceased  child,  and  other  involved  parties. 

In  the  check  of  the  Central  Registry  indicates 
possible  concerns,  licensing  staff  are  to  inform  the 
appropriate  Child  Protective  Services  supervisor 
and  a local  law  enforcement  agency. 

Documentation  as  to  the  cause  of  death  must  be 
obtained  for  review  and  determination  whether  a 
violation  of  licensing  standard(s)  exists  and  if  a 
negative  licensing  action  is  warranted. 

2.  CPR  and  first  aid  training  would  be  required  prior 
to  the  issuance  of  a license.  Current  standards  do 
not  set  a time  limit  by  which  the  training  must  be 
acquired. 

3.  A minimum  of  1 2 clock  hours  of  ongoing  training 
is  being  proposed  and  must  include  topics  such  as 
nutrition,  health,  and  safety. 

4.  Under  the  proposed  regulations,  providers  would 
be  required  to  ensure  that  exposed,  flaking,  or 
deteriorating  surfaces  are  lead  free. 

5.  The  child  care  provider  shall  ensure  that  toys  and 
objects  with  the  diameter  of  less  than  one  inch,  or 
less  than  one  and  one-half  inches  in  length,  are 
inaccessible  to  children  who  are  below  four  years 
of  age. 

(While  the  above  information  was  provided  to 
caregivers  verbally,  in  the  proposed  regulations,  it 
would  be  in  written  form.) 

6.  The  child  care  provider  shall  ensure  that  safety 
gates  are  placed  on  all  stairwells  when  care  is 
provided  for  children  below  36  months  of  age. 

(Currently,  staff  require  safety  gates  under  a gen- 
eral rule,  while  the  proposed  standards  specifi- 
cally address  this  hazard.) 

7.  All  alcoholic  beverages  must  be  stored  out  of  the 
reach  of  children. 

8.  New  rules  regarding  water  safety  are  to  be  pro- 
posed. 

9.  Several  rules  regarding  the  outbreak  of  communi- 
cable diseases  are  being  proposed,  including 
posting  a notice  of  the  outbreak  in  a conspicuous 
place.  Parents  of  enrolled  children  who  are  not  in 
attendance  that  day  will  receive  a phone  call,  as 
proposed. 

10.  Also  proposed  is  the  isolation  of  ill  children  and 
exclusion  from  the  chid  care  home  as  soon  as 
alternative  arrangements  can  be  made. 

11.  Another  proposed  regulation  would  require  that 
the  provider  sanitize  the  diaper  changing  surface 
or  use  disposable  sheeting. 

12.  All  cribs  would  be  required  to  meet  federal  stan- 
dards, and  infant  walkers  would  be  prohibited. 

13.  Caregivers  would  be  required  to  take  a first  aid  kit 
anytime  children  are  transported. 

14.  Before  the  issuance  of  a license,  and  at  every 
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subsequent  renewal,  Department  of  Motor  Ve- 
hicles records  would  be  reviewed  for  any  person 
transporting  day  care  children  to  ensure  that  no 
one  with  an  unsafe  driving  record  would  be  per- 
mitted to  transport  children. 


Questions  regarding  child  care  licensing  regulations 
may  be  forwarded  to  Deb  Dawson  at  (402)  471-9205. 

Respectfully  submitted, 

Mary  Dean  Harvey,  Director 
Nebraska  Department  of  Social  Services 


Attachment  A 

MEDICAID  ELIGIBLES 
JULY  PERSONS  134,412 


FY9  0 mi  FY  9 2 FY9J  FY9  4 


Attachment  B 

MEDICAID  VENDOR  EXPENDITURES  BY  SERVICE 
FISCAL  YEAR  1993 

MR  Waiver 
$23,413,  861 
4 4% 


Other 

$48,948,221 


Prepared  Dy  Nebraska  Department  ot  Social  Services  - Research  Unit 
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Attachment  C 


GOVERNOR’S  WELFARE  REFORM  TASK  FORCE  - 8/1/93 


Roy  Smith 

H P.  Smith  Motors,  Inc. 

5051  L Street 
Omaha,  Ne  68117 

Thelma  Thomas,  President 
Nebr.  Indian  Community  Collage 
P.O.  Box  752 
Winnebago,  NE  68071 

Art  Thompson,  President 
Cooper  Foundation 
211  N.  12th  Street 
Suite  304 
Lincoln,  NE  68508 

Lyn  Wallin-Ziegenbein 
Peter  Kiewit  Foundation 
900  Woodmen  Tower 
Omaha,  NE  68102 

The  Honorable  Don  Wesely 
Legislative  District  #26 
State  Capitol,  Room  1402 
Lincoln,  NE  68509 

Robert  L.  Armstrong,  Chair 
Executive  Director 
Omaha  Housing  Authority 
540  S.  27th  Street 
Omaha,  NE  68105-1521 

Mary  Lopez,  Vice  chair 
5108  California  Street 
Omaha,  NE  68132 

Mollie  Anderson 
Duncan  Aviation 
Lincoln  Municipal  Airport 
Lincoln,  NE  68524 

The  Honorable  Brad  Ashford 
Legislative  District  #12 
State  Capitol,  Room  2011 
Lincoln,  NE  68509 

The  Honorable  Ardyce  Bohlke 
Legislative  District  #33 
State  Capitol,  Room  1120 
Lincoln,  NE  68509 

Bob  Boozer 
U.S.  West 

1314  Douglas-on-the-Mall 
14th  Floor 
Omaha,  NE  68102 

Beatty  Brasch 
Lincoln  Action  Program 
2202  South  11th  Street 
Lincoln,  NE  68502 


Steve  Buttress,  Director 
Dept,  of  Economic  Development 
P.O  Box  94666 
Lincoln,  NE  68509-4666 

Jim  Cabela,  President 
Cabela's  Inc. 

812  13th  Avenue 
Sidney,  NE  69160 

Mattie  Copeland 

6100  Vine  Street,  Apt.  K-62 

Lincoln,  NE  68505 

Brenda  Council 

2001  Florence  Mills  Plaza 

Omaha,  NE  68110 

Ella  Craft 

5405  S.  29th  Avenue 
Omaha,  NE  68107 

Gina  Dunning 
c/o  Senator  Don  Wesely 
State  Capitol,  Room  1402 
Lincoln,  NE  68509 

Joseph  P.  Foster,  Director 
State  Personnel  Division 
P.O.  Box  94905 
Lincoln,  NE  68509-4905 

Virginia  Guenzel  Johnson 
1111  Lincoln  Mall,  Suite  360 
Lincoln,  NE  68508 

Jennie  Gutierrez 
1907  Davista 
Lexington,  NE  68850 

Mary  Dean  Harvey,  Director 
NDSS 

301  Centennial  Mall  South,  5th  Floor 
Lincoln,  NE  68509 

Herb  Hischke,  Manager 
ALPO  Pet  Food  Co. 

East  Highway  33 
Crete,  NE  68333 

Monica  McClure 
Hall  County  Head  Start 
318  S.  Clark 
Grand  Island,  NE  68801 

The  Hon.  Jessie  Rasmussen 
Legislative  District  #20 
State  Capitol,  Room  1206 
Lincoln,  NE  68509 

Norbert  Schuerman, 

Superintendent 
Omaha  Public  Schools 
3215  Cuming  Streeet 
Omaha,  NE  68131 
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Attachment  D 


GOVERNOR'S  WELFARE  REFORM  TASK  FORCE 

Areas  that  merit  attention: 


MISSION: 

To  design  a human  resource  system  which  will  em- 
power individuals  and  families  in  Nebraska  (1 ) to  avoid 
or  leave  poverty  and  (2)  to  enhance  the  opportunities 
for  all  Nebraskans  to  more  fully  participate  in  and 
contribute  to  the  life  of  their  communities. 

RATIONALE: 

The  current  welfare  system  is  not  working,  and  too 
many  Nebraskans  are  living  in  poverty.  For  all  who  are 
able  to  work,  Nebraska's  welfare  system  needs  to 
move  from  maintenance  programs  to  self-sufficiency 
programs. 

GOALS: 

• To  support,  stabilize,  and  enhance  family  life  in 
Nebraska. 

• To  remove  disincentives  and  to  provide  the  sup- 
ports needed  to  move  from  maintenance  to  self- 
sufficiency. 

• To  outline  the  responsibilities  of  the  state  and  the 
clients  and  to  set  forth  desired  consequences.  That 
is,  to  restate  Nebraska's  social  contract  between  the 
state  and  its  citizens. 

• To  draw  on  personal,  public,  and  private  resources 
to  address  Nebraska's  poverty/welfare  problems. 

• To  develop  timelines  for  addressing  problem  areas 
and  benchmarks  that  will  enable  Nebraska  to  ana- 
lyze and  to  evaluate  the  benefits  to  the  citizens  of 
Nebraska. 

• To  adequately  support  those  unable  to  work  be- 
cause of  physical,  emotional,  or  intellectual  disabili- 
ties. 


1.  Economic  development.  Economic  development 
strategies  are  directly  related  to  poverty/welfare 
reform.  To  reform  welfare  and  reduce  poverty,  the 
state  must  continue  to  pursue  high-value-added,  up- 
skilled,  high-wage-paying  industries. 

2.  Work  force  development.  Economic  development 
strategies  require  successful  work  force  develop- 
ment programs.  Education  and  training  are  essential 
to  produce  the  highly  trained,  skilled  work  force 
needed  to  continue  raising  Nebraska's  standard  of 
living. 

3.  Tax  incentives.  Credits,  deductions,  exemptions, 
IRAs,  and  other  fiscal  instruments  should  make 
work  a viable  option,  especially  for  the  working 
poor. 

4.  The  Welfare  System.  Welfare  reform  should  ana- 
lyze the  following  elements:  (1)  maximizing  child 
support  collections,  (2)  providing  adequate  transi- 
tional benefits  (for  example,  child  care,  family  sup- 
port services,  medical  services,  etc.),  (3)  providing 
a JOBS  program  to  help  all  able  recipients  find 
employment  through  training,  education  and  work 
experience,  (4)  necessary  changes  in  state  and  fed- 
eral laws  and  regulations  in  order  to  eliminate  ob- 
stacles and  provide  supports,  (5)  close  cooperation 
between  public  and  private  sectors  to  create  jobs 
and  pay  living  wages,  (6)  tax  policy  to  make  work 
pay,  (7)  because  of  the  growing  number  of  poor 
children  in  households  headed  by  women,  paying 
special  attention  to  social  phenomena,  such  as, 
teen  pregnancy  and  births  to  unwed  mothers. 

This  list  is  not  meant  to  be  exhaustive. 
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REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  C.  Bosley,  M.D,,  Grand  Island  • Chairholder;  Robert  G. 
Osborne,  M.D  , Lincoln  • Board  Liaison;  Joseph  R.  Ellison,  M.D.,  Omaha; 
Richard  W.  Hammer,  M.D.,  Lincoln;  Kurt  W.  Lesh,  M.D.,  York;  Morris  B, 
Mellion,  M.D.,  Omaha;  Marjorie  J.  Mellor,  M.D.,  Central  City;  Michelle  B, 
Petersen,  M.D,,  Lincoln,  Mylan  R.  VanNewkirk,  M.D.,  Brule;  Wesley  G. 
Wilhelm,  M.D.,  Omaha;  Tony  Griess,  Omaha. 

The  Committee  has  had  no  formal  meetings  since 
its  report  to  the  House  of  Delegates  at  the  Annual 
Meeting  in  April.  We  had  planned  to  meet  with 
directors  of  health  education  at  several  of  the  col- 
leges in  Nebraska,  but  it  has  not  been  possible  to 
arrange  such  meetings  during  the  summer. 

Some  750  copies  of  the  new  health  education 
curriculum  have  been  distributed  to  school  districts 
across  the  state,  and  the  Department  of  Education 
reports  that  they  are  preparing  a second  printing.  The 
curriculum  has  been  well-received  by  schools  and 
their  patrons.  There  has  been  no  apparent  resistance 
or  objection  to  any  parts  of  the  curriculum.  County 
auxiliaries  and  alliances  have  continued  to  be  avail- 
able to  assist  in  this  effort  where  they  have  been 
needed. 

During  the  time  of  the  teachers'  convention  in 
October,  directories  of  health  education  will  be  meet- 
ing, and  members  of  this  Committee  have  been  in- 
vited to  attend.  This  will  give  these  members  of  the 
Association  an  opportunity  to  discuss  our  particular 
concerns  and  to  express  our  appreciation  for  the 
efforts  of  teachers  in  promoting  this  health  education 
curriculum. 

The  Committee  has  learned  that  other  states  have 
discovered  this  curriculum  and  have  indicated  an 
interest  in  using  it  in  their  own  schools.  New  York 
particularly  has  asked  permission  to  duplicate  it.  This 
is  not  the  first  time  that  programs  in  Nebraska  have 
provided  a model  for  other  states  and  the  Association 
can  be  pleased  that  they  played  a meaningful  part  in 
this  project. 

The  Committee,  the  Auxiliary,  and  Alliance  look 
forward  to  continuing  to  work  in  the  promotion  of  this 
program  of  health  education.  The  Committee  will 
meet  with  college  and  university  directors  of  health 
education  during  the  winter  months  to  explore  how 
teachers  are  being  taught  and  how  this  present  cur- 
riculum is  being  used  in  those  departments.  Letters 
inviting  their  consultation  will  be  sent  as  soon  as 
possible  after  the  beginning  of  the  academic  year. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  GALLERY 

Glen  F.  Lau,  M.D.,  Lincoln  - Chairholder;  Charles  F.  Damico,  M.D., 
Hastings  • Board  Liaison;  Warren  G.  Bosley,  M.D.,  Grand  Island;  C T. 
Frerichs,  M.D.,  Beatrice;  John  L.  Reed,  M.D..  Lincoln;  C.  Lee  Retelsdorf, 
M.D.,  Omaha;  Jean  Amoura,  Omaha. 

The  Ad-Hoc  Committee  on  Health  Gallery  met  on 
March  17,  1993.  The  purpose  of  this  meeting  was  to 
acquaint  new  members  with  the  ongoing  plans  for  the 
Health  Gallery  and  to  decide  on  a definite  direction 
for  action. 

Dr.  Hugh  Genoways  from  the  University  of  Ne- 
braska, Lincoln  and  Director  of  the  Museum  at  Morrill 
Hall  attended  this  meeting.  Dr.  Genoways  indicated 


that  two  things  needed  to  happen.  First,  the  Univer- 
sity would  have  to  pledge  the  proposed  space  on  the 
fourth  floor  of  the  museum  for  occupation  by  the 
Health  Gallery.  This  would  replace  the  prior  space 
which  is  not  suited  for  our  use.  Second,  we  need  to 
ask  the  University  Foundation  to  include  the  Health 
Gallery  in  their  major  fund  drive  which  is  planned  in 
the  near  future.  There  are  funds  currently  being  held 
by  the  NMA  which  amount  to  approximately  $1 00,000. 
We  need  matching  funds  from  the  University  Founda- 
tion which  would  make  total  funds  available  approxi- 
mately $200,000.  Dr.  Genoways  has  a staff  member 
who  is  skilled  in  writing  grant  applications.  They  feel 
that  it  is  possible  to  obtain  additional  matching  funds 
which  would  bring  the  total  funding  to  $400,000  - 
$500,000.  With  this  funding,  Dr.  Genoways  and  Dr. 
Diamond  feel  that  a first  class  innovative  Health 
Gallery  could  be  constructed.  A large  part  of  this 
Health  Gallery  will  be  directed  at  education  of  stu- 
dents and  teachers.  Materials  would  be  produced  for 
distribution  and  use  in  schools  throughout  the  State 
of  Nebraska. 

These  general  plans  were  approved  by  the  commit- 
tee and  plans  were  made  to  meet  with  members  of 
the  University  Foundation  and  Chancellor  Spanier. 
That  meeting  occurred  on  July  9,  1993  and  we  were 
able  to  present  our  proposal.  Subsequently,  we  have 
received  a written  commitment  to  include  the  Health 
Gallery  in  the  Foundation  fund  drive,  and  as  a priority 
of  the  museum,  the  space  will  be  pledged. 

When  we  know  what  funds  will  be  available  from 
the  University  Foundation  we  can  begin  to  write 
grants  and  to  plan  exhibits  and  projects. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  POLICY  STATEMENTS 

C.  Lee  Retelsdorf,  M.D.,  Omaha  - Chairholder;  Darroll  J.  Loschen, 
M.D..  York  • Board  Liaison;  Dale  E.  Michels,  M.D.,  Lincoln;  William  R. 
Palmer,  M.D.,  Omaha;  Chris  Ronkar,  Omaha. 

The  Ad-Hoc  Committee  on  Health  Policy  State- 
ments has  responsibility  for  developing  position  pa- 
pers for  consideration  by  the  House  of  Delegates. 

The  Committee  has  met  on  two  occasions  subse- 
quent to  the  1993  Annual  Session  and  presents  the 
following  statements  to  the  House  for  its  consider- 
ation. 

The  House  of  Delegates,  during  the  1993  Annual 
Session,  referred  the  issue  of  professional  courtesy  to 
our  Committee  for  development  of  a policy  state- 
ment. We  recommend  the  following  policy  state- 
ments for  the  consideration  of  the  House  of  Del- 
egates: 

PROFESSIONAL  COURTESY 
Professional  courtesy  is  the  practice  of 
waiving  or  reducing  professional  fees  for 
medical  colleagues,  their  families  and/or  em- 
ployees. The  NMA  is  aware  that  this  practice 
is  widespread  among  its  members,  and  that 
the  extent  of  the  practice  varies  considerably 
throughout  the  state  and  among  different 
medical  specialties. 

The  NMA  believes  that  the  decision  to 
waive  or  reduce  a fee  for  any  professional 
service,  whether  or  not  such  services  are 
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provided  to  a colleague  or  his/her  family,  is 
a decision  which  should  be  made  on  an 
individual  basis,  and  by  the  treating  physi- 
cian for  his/her  patient.  The  NMA  believes 
that  many  factors  are  considered  in  such  a 
practice,  and  that  no  broad  statement  re- 
garding its  appropriateness  or  lack  thereof  is 
possible.  The  NMA  is  aware,  however,  that 
certain  federal  regulations  prohibit  the  ex- 
change of  services  as  payment  in  lieu  of  fees, 
without  declaration  of  such  services  as  in- 
come by  the  person  receiving  the  services  at 
no  cost  or  at  a reduced  cost. 

The  NMA  believes  that  no  referring  physi- 
cian should  expect  professional  courtesy  from 
a consultant  as  quid  pro  quo  for  his/her 
patient  referrals. 

The  NMA  is  cognizant  that  in  some  states 
the  practice  of  acceptance  of  insurance  re- 
imbursement as  payment  in  full  for  services 
rendered  may  violate  state  law,  and  is  spe- 
cifically prohibited  in  the  care  of  Medicare 
and  Medicaid  patients,  except  in  the  case  of 
extreme  financial  hardship. 

The  NMA  believes  that  the  best  profes- 
sional relationship  between  physician  and 
patient,  whether  or  not  such  patient  is  a 
colleague  or  family  member  of  a colleague, 
occurs  when  professional  courtesy  is  neither 
expected  nor  offered.  The  NMA  believes 
that  a physician  or  his/her  family  member 
that  seeks  professional  services  from  another 
physician  should  seek  such  services  fully 
expecting  no  special  consideration  of  waiver 
or  reduction  of  professional  fees. 

The  Committee  revised/updated  the  existing  state- 
ment covering  non-physician  health  care  providers 
and  recommends  the  adoption  of  a revised  statement 
as  follows: 

NON-PHYSICIAN  HEALTH  CARE  PROVIDERS 
Included  under  this  broad  heading  are  all 
licensed  M.D.s,  D.O.s,  or  D.D.S.s.  These  can 
be  further  classified  into  three  categories: 

1.  Limited  Practitioners:  Those  providers  of 
health  care  of  a limited  scope,  who  are 
licensed  for  independent  practice  (e.g., 
optometrists,  chiropractors,  and  podia- 
trists). 

2.  Allied  Health  Occupations:  Those  techni- 
cal occupations  which  are  generally  con- 
sidered necessary  to  the  comprehensive 
delivery  of  health  care,  and  which  are 
generally  under  the  direction  of  a licensed 
physician  (e.g.,  laboratory  and  x-ray  tech- 
nical personnel,  nurses,  etc.). 

3.  Physician  extenders:  Those  practitioners 
who  deliver  patient  care  under  established 
protocols  and  supervision  of  practicing 
physicians  (e.g.,  physician  assistants,  nurse 
practitioners,  nurse  midwives,  and  nurse 
anesthetists). 


Limited  Practitioners 

These  are  providers  of  health  care  who 
are  statutorily  licensed  for  independent  prac- 
tice, but  whose  scope  of  practice  is  also 
strictly  limited  by  statute.  Among  those  in- 
cluded in  this  definition  are  chiropractors, 
optometrists,  and  podiatrists.  The  NMA  be- 
lieves that  is  a proper  role  of  the  NMA  to 
carefully  monitor  the  spheres  of  practice  of 
these  practitioners  and  ascertain  that  any 
expansion  of  these  spheres  of  practice  which 
are  statutorily  sought  by  organizatiions  rep- 
resenting limited  practitioners  be  accompa- 
nied by  documentation  of  sufficient  addi- 
tional training  and  proficiency  of  these  prac- 
titioners so  that  the  public  health  and  welfare 
is  not  jeopardized.  Further  the  NMA  believes 
that  the  need  for  such  expansion  of  the 
spheres  of  practice  of  these  individuals  to 
better  serve  the  public  should  be  docu- 
mented. Governmental  agencies  should  be 
made  aware  that  these  practitioners  might 
seek  to  obtain  statutory  authority  to  expand 
the  scope  of  their  practices  by  legislative 
means,  without  the  requisite  and  full  scope 
of  medical  training  required  of  licensed  phy- 
sicians. Because  of  the  limited  scope  of  these 
disciplines,  the  NMA  believes  that  these  prac- 
titioners do  not  have  the  comprehensive 
background  which  must  be  utilized  in  the 
prevention,  treatment,  and  rehabilitation  pro- 
grams for  conditions  which  are  currently 
outside  their  statutorily  limited  scopes  of 
practice.  In  granting  an  expanded  scope  of 
practice  for  the  limited  practitioner,  the  NMA 
believes  that  the  greatest  threat  is  to  the 
patient,  for  by  applying  a narrower  body  of 
knowledge  to  a given  problem,  the  limited 
practitioner  risks  a missed  or  improper  diag- 
nosis, and  delayed  or  inappropriate  therapy. 

The  NMA  believes  that  the  public  in  gen- 
eral and  the  lawmakers  in  particular  need  to 
be  made  aware  of  the  fact  that,  contrary  to 
popular  belief,  fees  charged  by  limited  prac- 
titioners for  their  services  are  seldom  less 
than  fees  charged  by  physicians  for  the  same 
service  and  in  fact,  may  be  higher.  The  NMA 
believes  that  legislatively  permitting  any  ex- 
panded scope  of  the  practices  of  limited 
practitioners  will  soon  be  followed  by  a re- 
quest for  mandated  insurance  coverage  for 
these  services,  and  may  result  in  a higher 
overall  cost  to  both  private  programs  (such 
as  private  insurance  and  managed  care  pro- 
grams) and  government  funded  programs 
(such  as  Medicare  and  Medicaid). 

A.  Podiatrists.  Podiatry  is  defined  by 
Stedman's  Medical  Dictionary  as  "The  spe- 
cialty concerned  with  the  diagnosis  and/or 
medical,  surgical,  mechanical,  physical,  and 
adjunctive  treatment  of  the  diseases,  inju- 
ries, and  defects  of  the  human  foot." 

The  NMA  believes  that  the  practice  of 
podiatry  should  be  limited  strictly  to  the  foot, 
and  the  NMA  opposes  the  further  expansion 
of  the  practice  of  podiatry  to  include  diagno- 
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sis  and  treatment  of  other  disorders  of  the 
lower  extremities. 

The  NMA  further  believes  that  in  cases 
where  podiatrists  are  granted  hospital  privi- 
leges that  these  privileges  should  be  strictly 
limited  to  procedures  where  proficiency,  train- 
ing, and  experience  can  be  documented  by 
the  credentialling  authority  of  the  hospital, 
and  that  they  should  be  subject  to  the  same 
standards  of  excellence  and  peer  review 
process  as  physicians  and  surgeons  perform- 
ing the  same  procedures.  The  NMA,  there- 
fore, is  not  generally  opposed  to  granting 
hospital  privileges  to  podiatrists,  but  the  NMA 
believes  that  hospital  credentialling  bodies 
should  remain  steadfast  in  their  requirement 
for  documentation  of  proficiency  by  appli- 
cant podiatrists.  The  NMA  supports  the  grant- 
ing of  hospital  privileges  to  podiatrists  only 
in  cases  where  the  responsibility  for  the 
overall  care  of  the  patient  is  shared  with  a 
licensed  physician. 

B.  Optometrists.  Optometrists  are  trained  to 
diagnose  refractive  error  in  the  eye  and  to 
prescribe  corrective  lenses  after  testing  for 
such  refractive  error  and  measuring  the  fo- 
cusing power  of  the  eyes.  The  NMA  believes 
that  optometrists  are  inadequately  trained  in 
ocular  pathology  to  be  proficient  in  diagnos- 
ing and  treating  ophthalmologic  injuries  or 
pathologic  conditions. 

The  NMA  opposes  legislation  which  would 
broaden  the  scope  of  optometric  practice  by 
authorizing  optometrists  to  prescribe  or  ap- 
ply pharmacologic  agents  beyond  that  which 
is  currently  statutorily  allowed.  The  eye  is  a 
delicate  organ  possessing  complex  interac- 
tions with  other  bodily  systems,  and  the  risks 
associated  with  the  use  of  pharmacologic 
agents  in  the  eye  is  significant,  particularly  if 
the  effect  of  such  pharmacologic  agents  on 
other  organ  systems  is  not  considered  or 
appreciated.  The  NMA  believes  that  optom- 
etrists lack  adequate  pharmacologic  training 
to  safely  use  drugs  in  the  eye  and  manage 
reactions  which  may  threaten  sight  for  life. 
The  NMA  believes  that  the  public  is  better 
served  by  having  the  treatment  of  eye  pa- 
thology and  injury  remain  only  in  the  domain 
of  licensed  physicians. 

For  the  same  reasons  as  denoted  above, 
the  NMA  further  believes  that  the  surgical 
treatment  of  eye  injury  or  disease,  and  surgi- 
cal correction  of  refractive  error,  should  re- 
main only  in  the  purview  of  licensed  physi- 
cians. 

C.  Chiropractors.  The  NMA  strongly  opposes 
any  measures  to  expand  the  practice  of 
chiropractic.  The  NMA  believes  that  the 
chiropractic  training  curriculum  does  not 
include  sufficient  exposure  to  the  commonly 
accepted  methods  of  diagnosis  and  treat- 
ment of  disease  processes  to  allow  utiliza- 
tion of  such  diagnostic  modalities  as  clinical 
laboratory  services,  or  x-rays  beyond  the 
axial  skeleton. 


Arguments  put  forth  by  chiropractic  orga- 
nizations have  frequently  utilized  the  theme 
that  the  scope  of  practice  of  chiropractic 
should  be  expanded  to  allow  these  practitio- 
ners to  be  able  to  diagnose  conditions  which 
then  will  be  referred  to  licensed  physicians. 
The  NMA  believes  that  these  arguments  are 
flawed  from  two  perspectives:  (1)  without 
the  requisite  training  in  radiology,  pathol- 
ogy, or  understanding  of  clinical  laboratory, 
these  practitioners  are  unable  to  satisfacto- 
rily separate  normal  variations  from  pathol- 
ogy, and  will  therefore  still  be  unable  to 
determine  appropriate  referral  situations;  and 
(2)  there  are  many  disease  processes  which 
are  not  accompanied  by  abnormalities  in 
commonly  ordered  imaging  or  laboratory 
procedures  (the  concept  of  "false  negative" 
studies).  The  NMA  believes  that  expanding 
the  practice  of  chiropractic  will  further  en- 
danger the  public  health,  while  potentially 
increasing  the  overall  cost  of  health  care 
delivery. 

Allied  Health  Occupations 

The  NMA  believes  that  training  programs  for 
allied  health  professionals  should  be  ex- 
panded to  meet  the  increasing  need  for  the 
services  they  provide.  The  NMA  supports 
increasing  funding  for  training  programs  to 
increase  the  availability  of  nurses,  laboratory 
and  radiologic  technicians,  and  other  profes- 
sionals, only  to  the  extent  of  demonstrated 
needs. 

The  NMA,  however,  reaffirms  its  position 
that  medical  technical  personnel  should  func- 
tion under  the  overalll  direction  of  licensed 
physicians,  and  that  reimbursement  for  the 
services  of  these  technical  personnel  should 
generally  be  to  the  institution  or  physician 
who  has  overall  supervisory  responsibility  for 
their  services  (i.e.,  they  should  not  function 
independently). 

Physician  Extenders 

The  NMA  recognizes  the  substantial  contri- 
bution to  the  health  care  of  the  public  made 
by  physician  extender  professions  such  as 
physician  assistants,  nurse  practitioners,  nurse 
midwives  and  nurse  anesthetists.  The  NMA 
recognizes  the  validity  and  desirability  of 
utilizing  such  professionals  to  expand  the 
services  provided  by  licensed  physicians. 

However,  the  NMA  also  believes  that 
services  provided  by  such  professionals 
should  always  be  under  the  supervision  of  or 
under  previously  arranged  protocols  with 
fully-licensed  physicians  (either  on-site  or 
within  immediate  electronic  communication). 
Reimbursement  for  such  physician  extend- 
ers serves  should  be  to  the  supervising  phy- 
sician, and  not  directly  to  the  physician  ex- 
tender professionals  (i.e.,  they  should  not 
function  independently). 

The  NMA  recognizes  that  there  are  cer- 
tain circumstances  wherein  the  supervisory 
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oversight  exercised  by  physicians  over  physi- 
cian extenders  might  be  modified,  particu- 
larly in  rural  and  under-served  areas.  This  is 
not  to  imply  that  the  quality  of  care  should  be 
compromised  in  such  instances,  but  rather 
from  a pragmatic  perspective,  allowing  slight 
modification  of  such  oversight  requirements 
• might  make  such  physician  extenders  avail- 
able in  rural  and  under-served  areas,  when 
services  might  otherwise  have  not  been  avail- 
able. 

A.  Physician  Assistants.  The  NMA  endorses 
the  concept  of  physician  assistans  specifi- 
cally trained  as  assistants  to  the  physician  to 
extend  the  health  care  services  of  the  physi- 
cian. They  should  function  only  under  the 
direction  and  responsible  supervision  of  prac- 
ticing, licensed  physicians,  according  to  pre- 
viously developed  protocols.  The  NMA  be- 
lieves that  physician  assistants  should  be 
certified  rather  than  licensed,  and  at  no  time 
should  they  be  considered  physician  substi- 
tutes. Oversight  of  the  physician/physician 
assistant  arrangement  should  be  made  by 
the  Board  of  Examiners  in  Medicine  and 
Surgery  (i.e.,  there  should  be  no  indepen- 
dent "Board  of  Examiners  for  physician  assis- 
tants"). The  NMA  believes  that  the  training 
programs  preparing  physician  assistants 
should  be  monitored  to  assure  the  quality  of 
training  provided  and  that  the  number  of 
graduates  reflects  the  demonstrated  need. 

B.  Nurse  Practitioners.  The  NMA  believes 
that  nurse  practitioners  fulfill  a needed  posi- 
tion on  the  health  care  team.  The  NMA 
believes  that  the  term  "nurse  practitioner" 
should  be  reserved  for  those  who  undergo 
specific  training  programs  following  attain- 
ment of  an  R.N.  degree.  The  NMA  believes 
that  nurse  practitioners  should  not  function 
autonomously,  but  rather  their  practice 
should  have  oversight  by  fully  licensed  phy- 
sicians, and  previously  developed  protocols 
for  all  clinical  situations  should  be  carefully 
drawn  up  between  the  nurse  practitioner 
and  his/her  physician  sponsor.  The  NMA 
believes  that  the  training  programs  prepar- 
ing nurse  practitioners  should  be  constantly 
reviewed  to  assure  the  quality  of  training 
provided  and  that  the  number  of  graduates 
reflects  demonstrated  needs. 

C.  Nurse  Midwives.  The  NMA  believes  that 
the  term  "nurse  midwife"  should  be  reserved 
for  those  who  undergo  specific  training  pro- 
grams following  the  attainment  of  an  R.N. 
degree.  The  NMA  believes  that  the  nurse 
midwife  should  not  function  independently 
as  a health  care  practitioner.  The  NMA  be- 
lieves that  the  nurse  midwife  should  only 
function  as  part  of  the  health  care  team 
under  the  supervison  of  licensed  physicians 
qualified  in  obstetrics.  The  NMA  believes 
that  nurse  midwives  should  be  employed 
only  as  a means  of  providing  limited  care, 
always  under  the  direction  and  supervison  of 
licensed  physicians,  under  written  protocols, 
with  all  reimbursement  for  services  being 
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through  the  supervising  physician  or  employ- 
ing institution.  The  NMA  further  believes 
that  training  programs  preparing  nurse  mid- 
wives should  be  constantly  reviewed  to  as- 
sure the  quality  of  training  provided,  and  that 
the  number  of  graduates  reflects  demon- 
strated needs. 

D.  Nurse  Anesthetists.  The  NMA  believes 
that  nurse  anesthetists  may  be  important 
components  of  the  surgical  team.  The  NMA 
believes  that  the  administration  of  anesthet- 
ics is  only  a portion  of  the  practice  of  anes- 
thesiology, and  that  the  total  care  of  the 
anesthetized  patient  is  beyond  the  purview 
of  nurse  anesthetists.  Therefore,  the  NMA 
believes  that  the  administration  of  anesthet- 
ics should  be  supervised  by  licensed  physi- 
cians, and  reimbursement  of  nurse  anesthe- 
tists should  be  by  the  employing  institutions 
or  supervising  physicians  (i.e.,  nurse  anes- 
thetists should  not  practice  independently). 


The  Committee  considered  the  matter  of  a policy 
statement  on  quality  assessment  and  determined  that 
the  following  proposed  wordage  would  be  presented 
to  the  House  of  Delegates  for  adoption: 

QUALITY  ASSESSMENT 

Much  has  been  done  and  much  written 
about  Quality  Assessment  (QA)  in  the  inpa- 
tient setting.  However,  although  many  hospi- 
tals as  apart  of  the  accreditation  process  are 
involved  in  QA  less  has  been  done  in  the 
outpatient  setting  in  QA  because: 

1.  there  is  no  centralized  location  for 
outpatient  activities, 

2.  outpatient  activities  are  often  spread 
over  time  rather  than  concentrated  in  a spe- 
cific time  frame  as  inpatient  care  is,  and 

3.  there  has  been  no  standard  for  docu- 
mentation of  the  outpatient  visit. 

With  the  change  toward  more  outpatient 
care,  organizations  involved  in  providing  out- 
patient care  including  physicians'  offices  and 
clinics,  free-standing  ambulatory  care  cen- 
ters, hospitals  and  other  outpatient  clinics 
must  institute  QA  activities. 

QA  in  the  outpatient  setting  includes  at 
least  three  areas  which  must  be  evaluated. 

The  first  is  patient  satisfaction.  Any  QA  activ- 
ity must  include  an  evaluation  of  that  facility 
by  the  patients  who  receive  care  there.  This 
should  include  but  not  be  limited  to  registra- 
tion, time  spent  waiting,  perceived  quality  of 
care,  patient  education  provided,  check-out 
and  frequency  of  follow-up  care. 

The  second  major  area  of  QA  activity 
relates  to  the  medical  service  provided. 

• Sufficient  history  must  be  obtained  re- 
lating to  the  primary  problem. 

• The  physical  examination  must  be  per- 
formed properly  and  cover  the  appro- 
priate physiological  system(s), 


• Lab  and  other  ancillary  services  should 
be  used  appropriately, 

• The  diagnosis  made  should  proceed 
logically  from  the  information  obtained, 
and 

• The  treatment  recommended  needs  to 
be  appropriate  to  defined  indicators. 

In  order  for  this  to  be  evaluated,  there 
must  be  adequate  DOCUMENTATION  of 
the  information. 

The  third  area  of  QA  relates  to  cost  for 
services  rendered  or  the  "value"  of  the  ser- 
vice. 

• Is  the  patient  or  third-party  payor  re- 
ceiving adequate  value  for  services? 

• Are  the  services  provided  appropriate 
to  make  the  diagnosis  with  a minimum 
of  expense  and  inconvenience  to  the 
patient? 

• Is  the  treatment  plan  cost-effective? 

The  NMA  believes  that  all  organizations 
providing  outpatient  care  or  services  should 
develop  their  own  internal  QA  program  based 
on  the  medical  standards  of  the  appropriate 
specialty  medical  organization.  The  guide- 
lines outlined  above  can  also  be  used  to 
make  sure  that  the  patients  using  that  facility 
are  receiving  quality  care  at  all  encounters. 

The  NMA  supports  all  efforts  at  internal 
quality  assessment  in  the  outpatient  setting, 
and,  further,  the  NMA  believes  that  such  QA 
activities  should  be  protected  from  discov- 
ery in  the  same  manner  as  hospital  inpatient 
QA  activities  are  protected. 

The  Committee  has  begun  consideration  of  a policy 
statement  on  AIDS  and  has  determined  that  the  devel- 
opment of  a policy  statement  on  this  subject  will  be 
given  further  consideration  at  future  meetings  of  the 
Committee. 

The  Committee  recommends  that  proposed  state- 
ments carried  in  this  report  be  adopted  by  the  House 
of  Delegates. 

Your  Committee  would  welcome  receipt  of  issues 
or  subjects  that  members  of  the  House  of  Delegates 
feel  should  be  considered  for  development  into  draft 
policy  statements  for  future  House  of  Delegates  con- 
sideration. 

REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
PROFESSIONAL  LIABILITY 

Same  V,  Ror'fman,  M D Omaha  • Chairholder;  Perry  T.  Williams,  M.D.. 
Omaha  • Board  Liaison:  David  L.  Bacon,  M.D.,  Kearney;  Daniel  R.  Cronk, 
M D Grand  Island:  Gregory  W.  Heidrick,  M.D.,  Lincoln;  Roger  H.  Meyer, 
M.D  Utica  George  W.  Orr,  M.D.,  Omaha;  Dwaine  J.  Peetz,  M.D.,  Neligh; 
R chard  M.  Pitsch,  Jr  , M.D.,  Lincoln;  Mike  Thompson,  Omaha. 

The  Ad-Hoc  Committee  on  Professional  Liability 
has  met  once  since  the  Annual  meeting.  At  this 
meeting,  we  met  with  representatives  of  the  St.  Paul 
Insurance  Company.  At  that  time,  the  St.  Paul  repre- 
sentatives indicated  that  the  Nebraska  rate  is  gener- 
ally below  the  national  average  for  claims  per  100 


physicians.  Nebraska  is  consistently  below  the  na- 
tional average  in  the  pure  premium  category.  Ne- 
braska claims-made  liability  rate  for  the  premium  is 
the  lowest  rate  in  the  mid-western  states  and  is  the 
third  lowest  premium  nationwide.  Only  Arkansas  and 
South  Dakota  have  lower  rates  than  Nebraska. 

The  top  ten  allegations  by  frequency  in  Nebraska 
in  1988  to  1992  in  decreasing  order  are:  post-opera- 
tive complications  of  surgery,  improper  treatment 
during  examination,  failure  to  diagnose  cancer,  im- 
proper treatment  related  to  birth,  inadvertent  acts 
during  surgery,  improper  treatment  producing  infec- 
tion, improper  treatment  producing  a drug  side  ef- 
fect, inappropriate  procedure  for  surgery,  failure  to 
diagnose  infection,  and  improper  treatment  with  an 
incorrect  medication. 

A long  discussion  ensued  regarding  the  possibility 
of  St.  Paul  providing  a claims-made  physician  and 
surgeon  professional  liability  policy  for  retired  physi- 
cians to  do  volunteer  work.  The  discussion  resulted  in 
a proposal  for  discussion  which  would  include  St. 
Paul  providing  a liability  policy  for  former  policyhold- 
ers, currently  retired  from  medicine,  who  possess  a 
valued  reporting  endorsement  and  medical  license. 
The  limits  of  liability  would  be  $200,000  per  claim  - 
$600,000  annual  aggregate.  The  coverage  would  be 
restricted  to  programs  in  which  the  physician  receives 
no  remuneration.  No  coverage  would  be  provided  for 
obstetrical,  prenatal  or  invasive  procedures.  They 
estimate  the  annual  premium  would  be  approximately 
$1 00.00.  Upon  "retirement"  from  the  volunteer  project, 
St.  Paul  would  issue  a reporting  endorsement  free  of 
charge  for  those  activities.  Part  of  the  discussion  and 
proposal  would  include  NMA's  participation  in  the 
program  in  that  they  would  be  asked  to  certify  eligible 
programs.  These  programs  would  be  specifically:  com- 
munity health  centers  for  the  indigent,  low-risk  screen- 
ing and  examination,  community  outreach,  medical 
education  and  public  health. 

Regarding  this  discussion,  there  is  considerable 
work  to  be  done  before  this  type  of  policy  can  be 
implemented.  The  committee  would  appreciate  any 
comments  from  the  House  of  Delegates  regarding 
this  proposal. 


REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
YOUNG  PHYSICIANS 

Kevin  D.  Nohner,  M.D.,  Omaha  - Chairholder;  David  R.  Little,  M.D., 
Hastings  - Board  Liaison;  Garnet  J.  Blatchford,  M.D.,  Omaha;  Susanne  E. 
Eilts,  M.D.,  Omaha;  Kiran  Gangahar,  M.D.,  Lincoln;  Patrick  A.  Hotovy, 
M.D.,  York;  Verlin  K.  Janzen,  M.D.,  Nebraska  City;  Tamara  R.  Johnson, 
M.D.,  Cambridge;  Robert  J.  McQuillan,  M.D.,  Omaha;  Kirk  B.  Muffly,  M.D., 
Omaha;  Roselyn  M.  Remington,  M.D.,  Schuyler;  Jeffry  L.  Strohmyer,  M.D  , 
Papillion;  Jeffrey  L.  Susman,  M.D.,  Omaha;  Miles  Tommeraasen,  M.D., 
Lincoln;  Keith  W.  Vrbicky,  M.D.,  Norfolk;  Curtis  Fox,  Omaha;  Jeff  Helmink, 
Omaha. 

The  Ad-Hoc  Committee  on  Young  Physicians  has 
met  on  one  occasion  since  the  1993  Annual  Session 
meeting  of  the  House  of  Delegates.  Highlights  of  this 
meeting  are  as  follows: 

1.  Medicare  Pay  Disparity  for  Young  Physicians  - 

The  Committee  is  pleased  to  announce  that  in 
the  recent  Budget  Reconciliation  Act,  the  Medi- 
care reimbursement  pay  disparity  for  young 
physicians  was  rescinded.  The  Committee  would 
like  to  thank  everyone  who,  through  lobbying 
and  personal  communication  with  their  elected 
representatives,  aided  in  this  effort. 
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2.  New  Physician  Reference  Booklet  - The  Com- 
mittee is  studying  the  feasibility  of  preparing  a 
booklet  to  be  distributed  to  new  physicians 
beginning  practice  as  a recruiting  tool.  The 
booklet  would  include  not  only  a description  of 
the  Nebraska  Medical  Association  and  its  struc- 
ture, but  would  also  include  practical  informa- 
tion for  the  physician,  i.e..  Medicare  and  Med- 
icaid numbers  to  call  when  questions  or  prob- 
lems arise,  the  process  for  appealing  a Medi- 
care reimbursement  denial,  legal  guidelines, 
worker's  compensation,  who  to  contact  re:  child/ 
adult  abuse,  etc.  Cost  figures,  along  with  devel- 
opment and  distribution  information,  are  being 
studied  and  compiled  and  a proposal  will  be 
presented  to  the  NMA  Board  of  Directors  by 
the  Committee  in  the  near  future. 

3.  AMA-YPS  Meeting  in  Chicago  - Doctor  Kevin 
Nohner,  YPS  delegate  to  the  AMA,  reported  on 
the  activities  of  the  meeting  held  in  June.  It  was 
noted  that  in  addition  to  seeking  a legislative 
means  of  rescinding  the  Medicare  reimburse- 
ment pay  disparity,  the  AMA-YPS  is  considering 
seeking  a slotted  seat  on  the  AMA  Board  of 
Trustees. 

4.  LB  536  - The  Committee  discussed  LB  536 
which  pertains  to  physicians  prescribing  narcot- 
ics to  family  members.  It  was  noted  that  regula- 
tions defining  key  elements  of  the  issue  are 
currently  being  drafted  and  hearings  will  be 
held.  While  the  Committee  agrees  with  the 
intent  of  the  law,  the  consensus  of  the  group 
was  that  as  the  regulations  are  being  developed 
by  the  Department  of  Health  and  the  state 
licensing  board,  the  Nebraska  Medical  Associa- 
tion should  make  a concerted  effort  to  ensure 
that  they  fall  within  the  realm  of  common  sense. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Lincoln  • Chairholder;  Allen  D.  Dvorak,  M.D., 
Omaha  • Vice-Chairholder;  Darroll  J.  Loschen,  M.D.,  York  - Board  Liaison; 
Paul  E.  Collicott,  M.D.,  Lincoln;  Susanne  E.  Eilts,  M.D.,  Omaha;  Robert  M. 
Ewart,  M.D.,  Lincoln;  James  A.  Fosnaugh,  M.D.,  Lincoln;  Suzanne  H. 
Granger,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha;  Mark  B.  Horton, 
M.D.,  Lincoln;  Dale  E.  Michels,  M.D.,  Lincoln;  John  F.  Riedler,  M.D., 
Omaha;  Jerald  R.  Schenken,  M.D.,  Omaha;  Patricia  A.  Siffring,  M.D., 
Omaha;  Mylan  R VanNewkirk,  M.D.,  Brule;  Gregg  F.  Wright,  M.D., 
Lincoln;  Christopher  Caudill,  Omaha;  Christopher  C.  Madden,  Omaha. 

The  Committee  has  met  on  one  occasion  since  the 
last  report  to  the  House  of  Delegates.  The  Commit- 
tee, however,  continues  to  review  a very  large  amount 
of  material  to  keep  abreast  of  national  and  state 
reform  efforts.  The  Governor's  Blue  Ribbon  Coalition 
continues  to  meet  with  members  of  the  Committee 
on  Health  Planning  as  members. 

The  discussion  has  moved  to  merging  of  the  state 
efforts  and  development  of  further  comprehensive 
planning.  Most  efforts  so  far  have  revolved  around  a 
core  benefit  plan.  All  are  awaiting  the  Clinton  Health 
Reform  package. 

The  national  initiatives  in  health  reform  will  be 
paramount  in  the  development  of  any  state  reform. 
Your  Committee  is  doing  its  best  to  keep  up  with  this 
rapidly  changing  endeavor. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  RURAL  HEALTH 

Darroll  J.  Loschen,  M.D.,  York  ■ Chairholder;  Ronald  W.  Klutman,  M.D 
Columbus  - Board  Liaison;  Richard  A.  Blatny,  M.D.,  Fairbury;  Dwaine 
Peetz,  M.D.,  Neligh;  Michael  J.  Haller,  M.D.,  Omaha;  Richard  A.  Raymond. 
M.D.,  Omaha;  Verlin  K.  Janzen,  M.D.,  Nebraska  City;  Raymond  L Schulte, 
M.D.,  Omaha;  Kurt  E.  Johnson,  M.D.,  Ogallala;  Michael  A.  Sitorius,  M D , 
Omaha;  Tamara  Johnson,  M.D.,  Cambridge;  Stephen  Stripe,  M.D  , Humboldt; 
Donald  J.  Larson,  M.D.,  Lincoln;  Dale  E.  Michels,  M.D.,  Lincoln;  Doug 
Dilly,  Omaha;  Suzy  Davey,  Omaha. 

At  the  time  of  the  preparation  of  this  report,  the 
Committee  on  Rural  Health  has  not  met  since  the 
Annual  Session  of  the  House  of  Delegates.  The  Com- 
mittee Chairholder  has  scheduled  a meeting  of  this 
Committee  (without  liaisons)  to  occur  on  Thursday,  2 
September  1993. 

There  are  several  issues  that  this  Committee  con- 
tinues to  monitor  on  behalf  of  the  Association.  Among 
these  are: 

• The  issue  of  the  expansion  of  the  scope  of 
practice  of  mid-level  practitioners,  especially 
physician  assistants. 

• The  issue  of  the  implementation  of  the  "Limited 
Services  Radiologic  Technician"  bill. 

• Health  care  reform,  as  it  impacts  the  delivery  of 
rural  health  care. 

• The  education  of  rural  physicians  regarding  the 
issue  of  managed  care,  as  it  is  applied  to  rural 
practices. 

• The  future  of  the  "Outstate  Caucus"  of  NMA 
delegates. 

These  (and  other)  issues  will  continue  to  be  ad- 
dressed at  the  meeting  of  the  Committee  on  2 Sep- 
tember, and  a more  complete  report  will  be  available 
at  the  reference  committee. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  & GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Omaha  ■ Chairholder;  Ronald  W.  Klulman, 
M.D.,  Columbus  - Board  Liaison;  Krynn  K.  Buckley,  M.D.,  Lincoln;  Judith  A. 
Butler,  M.D.,  Superior;  Paul  E.  Collicott,  M.D.,  Lincoln;  Richard  O.  Forsman, 
M.D.,  Omaha;  Benjamin  R Gelber,  M.D.,  Lincoln;  Charles  D.  Gregorius, 
M.D.,  Lincoln;  Robert  D.  Harry,  M.D.,  Lexington;  Herbert  A.  Hartman,  Jr., 
M.D.,  Omaha;  Linda  S.  Head,  M.D.,  Bellevue;  Tamara  R.  Johnson,  M.D., 
Cambridge;  D.G.  O'Leary,  M.D.,  Omaha;  David  Kaufman,  Omaha;  George 
W.  Orr,  M.D.,  Omaha;  Robert  G.  Osborne,  M.D.,  Lincoln;  Michelle  B 
Petersen,  M.D.,  Lincoln;  Richard  A Raymond,  M.D.,  Omaha;  C Lee 
Retelsdorf,  M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Duane  Sherwin, 
M.D.,  Norfolk;  Eileen  C.  Vautravers,  M.D.,  Lincoln;  Timothy  O.  Wahl,  M.D  , 
Omaha;  Peter  J.  Whitted,  M.D.,  Omaha;  Alan  L.  Worth,  M.D.,  Lincoln; 
Robert  Drvol,  Jr.,  Omaha. 

The  Commission  on  Legislation  and  Governmental 
Affairs  completed  a very  busy  legislative  agenda  dur- 
ing the  1993  session  and  anticipates  that  the  1994 
session  of  the  Legislature  will  generate  several  issues 
in  which  we  will  have  an  interest.  The  Commission 
will  meet  in  October  to  consider  hold-over  legislation 
from  the  1993  session  as  well  as  possible  additional 
legislation  which  may  be  forthcoming. 

There  are  numerous  bills  of  interest  to  the  Associa- 
tion remaining  at  various  stages  in  the  legislative 
process  following  adjournment  of  the  1993  session 
on  June  8. 

There  were  131  legislative  bills  and/or  resolutions 
in  which  the  Association  had  an  interest  this  session. 
Those  of  major  importance  to  the  Association  and 
their  status  are  as  follows. 
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Medicaid  Bills  Passed 

The  State  budget  crisis  caused  by  the  burgeoning 
cost  of  Medicaid  was  a dominant  issue.  The  Legisla- 
ture enacted  a package  of  Medicaid  bills,  several  of 
which  will  impact  physicians. 

• LB  805  - This  legislation  imposed  a temporary 
$100  tax  on  licensed  physicians  to  be  collected  on 
September  1,  1993  and  1994.  Funds  will  be  used  to 
increase  Medicaid  reimbursement  for  physicians  pro- 
viding primary  care  services.  (Opposed  by  NMA). 

• LB  815  - The  Legislature  adopted  a "provider 
tax"  on  Nebraska  hospitals  designed  to  generate  $7 
million  in  revenues  and  more  federal  matching  dol- 
lars. This  legislation  provided  for  two  alternative  tax- 
ing methods,  an  intergovernmental  transfer  system  or 
an  income  tax,  depending  on  which  method  is 
approved  by  HCFA.  (Monitored  by  NMA). 

• LB  808  - Under  this  legislation,  the  Director  of 
Social  Services  must  adopt  a schedule  of  copayments 
and  deductibles  for  non-institutional  services.  Provid- 
ers will  be  responsible  for  collecting  any  applicable 
copayment  or  deductible  amounts.  The  earliest  that 
copayments  could  be  put  into  effect  is  April  1,  1994. 
Prior  to  adopting  the  plan,  the  Director  must  prepare 
a report,  outlining  the  proposed  copayments  and 
deductibles  and  summarizing  data  from  other  states 
concerning  the  collectibility  of  such  payments  and 
their  effect  on  recipients  and  providers.  The  NMA 
opposed  Medicaid  copayments  and  is  working  to 
modify  or  repeal  them. 

• LB  804  - This  legislation  permits  limits  on 
chiropractic,  podiatric,  and  dental  services,  various 
covered  therapies,  visual  care,  durable  medical  equip- 
ment, transportation  services,  and  pharmacy  expendi- 
tures. After  considerable  debate,  the  legislature  de- 
cided to  retain  Medicaid  for  various  optional  ser- 
vices, but  authorized  the  Director  of  Social  Services 
to  limit  the  amount,  duration,  and  scope  of  services 
and  goods.  (Monitored  by  NMA). 

• LB  816  - This  legislation  created  a Managed 
Care  Commission  and  requires  development  of  a 
managed  care  system  for  Medicaid.  After  submission 
of  the  initial  plan,  the  Commission  will  be  responsible 
for  overseeing  implementation  of  the  managed  care 
system.  (Monitored  by  NMA). 

Physician  Practice  Bills  Passed 

• LB  536  - The  omnibus  Department  of  Health 
bill  makes  minor  changes  in  various  laws  affecting  the 
Department  of  Health.  It  changes  the  law  governing 
unprofessional  conduct  of  physicians,  adds  several 
specific  items  to  the  lists  of  unprofessional  activities, 
and  authorizes  the  Board  of  Examiners  to  define 
additional  acts  of  unprofessional  conduct  by  rule  or 
regulation.  This  legislation  also  authorizes  LPNs  to  do 
intravenous  therapy  and  nasogastric  tube  insertion 
under  supervision,  if  they  are  trained  and  certified. 
(Monitored  by  NMA). 

• LB  316  - This  legislation  made  minor  changes 
in  the  supervision  requirements  for  physician  assis- 
tants, allowing  the  Board  of  Examiners  to  vary  the 
level  of  supervision  required.  (Monitored  by  NMA). 

• LB  429  - This  legislation  expanded  the 
optometric  practice  scope  to  permit  removal  of  su- 


perficial foreign  bodies  and  use  of  specified  catego- 
ries of  oral  pharmaceuticals.  (Opposed  by  NMA). 

• LB  110  - This  legislation  requires  that  patients 
who  are  considering  abortions  must  be  provided  with 
specified  information  and  a 24-hour  waiting  period. 
(Monitored  by  NMA). 

• LB  152  - This  legislation  authorized  the  fund- 
ing of  stipends  and  benefits  for  family  practice  resi- 
dencies within  the  state.  (Supported  by  NMA). 

• LB  757  - This  legislation  made  major  changes 
in  the  Workers'  Compensation  system,  including  lim- 
its on  the  employee's  choice  of  physicians  and  a 
system  of  independent  medical  examiners.  (Moni- 
tored by  NMA). 

Bills  Held  Over 

Those  bills  which  were  not  passed  or  killed  will  be 
carried  over  for  consideration  in  1994.  Carryover  bills 
include: 

• LB  376  - This  legislation  would  expand  the  defi- 
nition of  "ambulatory  surgical  centers"  subject  to 
Certificate  of  Need  review,  bringing  some  physician 
office  projects  under  the  CON  process.  (Opposed  by 
NMA). 

• LB  492  - This  legislation  would  limit  the  helmet 
law  to  persons  under  19  years  of  age.  (Opposed  by 
NMA) 

• LB  493  - This  legislation  would  prohibit  sexual 
contact  between  psychotherapists  and  their  patients 
or  counselees.  (Monitored  by  NMA). 

• LB  819  - This  legislation  would  require  the  De- 
partment of  Health  to  obtain  the  names  of  HIV- 
infected  patients  and  conduct  contact  tracing.  (Sup- 
ported by  NMA). 

Bills  Killed 

The  1993  Legislature  killed  several  bills  of  interest 
to  medicine. 

• LB  104  - This  legislation  would  have  required 
physicians  to  post  a notice  in  their  offices  stating 
whether  they  accept  Medicare  assignment.  (Opposed 
by  NMA). 

• LB  168  - This  legislation  would  have  set  elabo- 
rate requirements  for  the  keeping  of  medical  records 
and  access  to  such  records.  (Opposed  by  NMA). 

• LB  214  - This  legislation  would  have  prohibited 
health  care  providers  from  regularly  waiving 
copayments  or  deductibles  for  insured  patients  un- 
less financial  need  was  shown.  (Opposed  by  NMA). 

• LB  686  - This  legislation  would  have  required 
Nebraska-based  physicians  who  do  utilization  review 
to  be  licensed  by  Nebraska.  (Supported  by  NMA). 

The  items  referred  to  the  Commission  by  the  House 
of  Delegates  and/or  Board  of  Directors  will  be  consid- 
ered when  the  Commission  meets  in  approximately 
one  month. 

We  cannot  overemphasize  the  importance  of  par- 
ticipation by  physicians  and  their  spouses  in  the 
legislative  process.  The  involvement  by  physicians 
and  their  spouses  at  the  local/district  level  in  contact- 


December  1993  Nebraska  Medical  Journal  419 


ing  and  maintaining  communication  with  their  legis- 
lative representative  is  most  important. 

During  the  1994  session,  we  will  continue  to 
provide  information  to  contact  physicians  and  the 
general  membership  of  the  Association  in  order  to 
solicit  input  and  to  keep  them  apprised  of  the 
Association's  interest  in  various  legislative  issues.  We 
anticipate  that  there  will  be  a sizable  number  of  bills 
introduced  in  the  1994  session  in  which  we  will  have 
an  interest. 


REPORT  OF  THE  NMA 
RADIATION  SAFETY  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  Linda  S.  Head,  M.D. 
Bellevue,  Ronald  W.  Klutman,  M.D.,  Columbus;  James  J.  Phalen,  M.D., 
Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Perry  T.  Williams,  M.D.,  Omaha. 

The  Radiation  Safety  Working  Group  of  the  NMA 
has  not  met  since  the  Annual  Session  of  the  House  of 
Delegates.  A meeting  of  the  group  was  originally 
scheduled  for  late  July,  but  the  uncertainty  of  the 
situation  and  the  inability  of  several  key  players  to 
attend  precluded  an  effective  meeting. 

However,  the  issue  of  the  implementation  of  LB 
390,  particularly  as  it  pertains  to  the  "limited  services 
X-Ray  technician",  continues  to  be  very  high  on  the 
agenda  for  the  NMA.  At  the  Board  of  Directors 
meeting  in  August,  the  Board  asked  the  Working 
Group  to  consider  meeting  as  soon  as  is  practicable, 
and,  further,  that  the  Group  should  include  a repre- 
sentative of  the  Nebraska  Society  of  Radiologic  Tech- 
nologists. The  Board  feels  that  any  final  resolution  of 
the  problem  will  require  a spirit  of  cooperation  among 
non-radiologist  physicians,  radiologists,  and  radio- 
logic  technicians.  This  should  be  brokered  by  the 
NMA. 

The  concerns  and  information  imparted  in  the 
report  of  the  Radiation  Safety  Working  Group  to  the 
NMA  Annual  Session  in  April,  1993,  remain  cogent 
today.  The  Group  will  meet  on  October  7 to  begin  the 
deliberations  that  will  be  necessary  to  bring  this  issue 
to  a satisfactory  conclusion. 

REPORT  OF  THE  CERTIFICATE  OF 
NEED  (CON)  WORKING  GROUP 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  Chris  C.  Caudill,  M.D., 
Lincoln;  Mark  B.  Horton,  M.D.,  Lincoln;  Richard  H.  Meissner,  M.D., 
Omaha;  Dave  Palm,  Lincoln;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Perry  T. 
Williams,  M.D.,  Omaha. 

The  CON  Working  Group  of  the  NMA  was  created 
by  the  Board  of  Directors  to  maintain  liaison  with  the 
Director  of  the  Nebraska  Health  Department  in  moni- 
toring the  quality  of  care  delivered  in  non-traditional 
settings.  Specifically,  the  Director  has  been  concerned 
with  care  previously  reserved  for  delivery  in  a hospital 
inpatient  setting,  which  now  is  frequently  delivered  in 
the  outpatient  setting. 

It  has  been  the  position  of  the  NMA  that  "Certifi- 
cate of  Need"  is  an  inappropriate  mechanism  for 
monitoring  the  quality  of  such  care.  However,  it  has 
been  the  position  of  the  Health  Department  that  this 
is  currently  the  only  mechanism  whereby  it  can  influ- 
ence the  services  delivered  in  such  non-traditional 
settings. 


The  NMA,  through  the  liaison  established  with  this 
Working  Group,  has  agreed  to  cooperate  with  the 
Director  of  the  Health  Department  in  seeking  other 
mechanisms  to  assure  the  quality  of  care  delivered  in 
such  non-traditional  settings. 

This  Working  Group  has  actually  not  met  since  the 
Annual  Session  of  the  House  of  Delegates  in  April  of 
1993.  It  continues  to  monitor  developments  in  this 
area,  however.  At  the  last  meeting  of  the  group,  it  was 
decided  that  the  staff  of  the  State  Health  Department 
was  to  explore  alternative  means  to  monitor  the 
quality  of  care  in  these  settings,  including  a definition 
of  what  care  should  be  encouraged  in  the  outpatient 
setting,  who  should  be  authorized  to  deliver  such 
care,  etc.  When  such  data  are  collected,  it  will  be 
distributed  to  the  members  of  the  Working  Group, 
and  a meeting  will  be  called  to  discuss  it.  It  will  then 
be  decided  whether  or  not  to  support  enabling  legis- 
lation, etc. 

The  ball  is  clearly  in  the  court  of  the  Health  Depart- 
ment. The  NMA  has  developed  a healthy  liaison  with 
the  Director  and  his  staff,  and  the  Board  of  Directors 
is  confident  of  substantial  input  by  the  NMA  member- 
ship in  the  evolution  of  this  issue. 

REPORT  OF  THE  NMA 
ADVISORY  COMMITTEEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J.  Loschen,  M.D.,  York  - Chairholder;  James  C.  Carlson,  M.D  , 
Lincoln;  James  A.  Fosnaugh,  M.D.,  Lincoln;  C.T.  Frerichs,  M.D.,  Beatrice; 
Edward  Langdon,  M.D.,  Omaha;  Robert  C.  Osborne,  M.D.,  Lincoln;  T.R 
Osborne,  M.D.,  Papillion;  John  C.  Sage,  M.D.,  Omaha. 

The  Advisory  Committee  was  created  by  the  Board 
of  Directors  to  address  the  issues  of  extreme  concern 
which  have  been  expressed  by  many  members  con- 
cerning the  implementation  of  the  OBRA-87  regula- 
tions as  they  pertain  to  patient  care  and  oversight  in 
the  nursing  home  environment.  This  Advisory  Com- 
mittee has  been  fortunate  to  have  developed  an 
excellent  working  relationship  with  Mr.  Fred  Wright, 
Director  of  the  Bureau  of  Health  Facility  Standards, 
whose  office  is  responsible  for  assuring  the  imple- 
mentation of  this  federal  statute  in  the  state.  This 
Committee  is  comprised  of  members  of  the  NMA 
who  are  intimately  involved  with  and  familiar  with  the 
problems  encountered  with  the  implementation  of 
OBRA-87  in  Nebraska  nursing  homes. 

30-  and  60-dav  Physician  Visit  Policy.  At  its  last 
meeting,  the  committee  was  able  to  come  to  agree- 
ment with  Mr.  Wright  on  verbiage  which  physicians 
might  use  on  patient's  charts  to  preclude  the  neces- 
sary 30-  and  60-day  visits  mandated  by  OBRA,  in 
situations  where  these  visits  were  clearly  not  imple- 
mented. Such  verbiage  was,  in  fact,  published  in  the 
NMA's  Pink  Sheet.  Unfortunately,  the  regional  office 
of  HCFA  took  issue  with  this  process,  and  at  the 
present  time,  Mr.  Wright  has  advised  against  this 
process.  Representatives  of  the  NMA  and  the  Ne- 
braska Health  Care  Association  (representing  Ne- 
braska nursing  homes)  met  with  Mr.  Wright  on  12 
August  to  address  the  confusion  created  by  this  issue. 
At  the  present  time,  the  issue  is  still  being  addressed 
by  this  Advisory  Committee,  and  the  final  outcome  of 
these  discussions  will  be  published  in  the  Pink  Sheet, 
as  soon  as  possible.  Another  issue  is  the  one  of  the 
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incongruity  between  the  mandates  of  OBRA  for  30- 
and  60-day  routine  visits  by  physicians,  and  the  re- 
fusal of  HCFA  to  reimburse  for  such  visits.  This  issue, 
also,  is  being  addressed  by  the  Committee. 

Further  meetings  of  the  Committee.  This  commit- 
tee is  scheduled  to  meet  again  on  2 September  1993. 
The  Chairholder  of  this  Committee  will  be  present  at 
the  Reference  Committee  to  present  further  informa- 
tion regarding  the  issues  addressed  at  that  meeting  to 
members  of  the  House  of  Delegates. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEDICAID  SERVICES 

Christopher  C Caudill,  M.D  , Lincoln  • Chairholder;  Krynn  K Buckley, 
M D , Lincoln;  Judith  A.  Butler,  M.D  , Superior;  Roger  A.  Jacobs,  M.D  , 
Seward:  Luke  P Lemke,  M.D  , Columbus;  Dale  E Michels,  M O,  Lincoln; 
Royce  A Mueller,  M D . Lincoln;  Michael  R Nabity,  M.D  Omaha,  Samuel 
H Perry,  II.  M.D,  No.  Platte:  Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln;  John  N. 
Walburn,  M.D.,  Omaha;  Eugene  A.  Waltke,  M.D  , Omaha:  Wayne  K 
Weston,  M.D  Lexington;  Catherine  A.  Leadabrand,  Omaha. 

The  Nebraska  Medical  Association  Ad-Hoc  Com- 
mittee on  Medicaid  Services  met  with  representatives 
of  the  Nebraska  Department  of  Social  Services  on  July 
14,  1993.  The  issue  of  lock-in  of  patients  to  primary 
care  physicians  was  discussed,  and  the  Department 
advised  us  that  primary  care  physicians  should  regu- 
larly and  on  a monthly  basis  check  the  Medicaid  cards 
of  their  patients,  as  it  will  indicate  whether  or  not  the 
patient  is  "locked  in".  Further,  we  were  advised  that 
with  development  of  a managed  care  plan  for  Medic- 
aid clients  particularly  in  the  metropolitan  Omaha 
area,  that  the  "lock-in"  process  will  probably  become 
superfluous. 

The  Department  was  asked  about  access  issues 
and  areas  which  were  underserved,  or  ways  of  iden- 
tifying what  areas  these  were,  with  respect  to  facilitat- 
ing the  process  of  Medicaid  access  to  medical  ser- 
vices. The  Department  representatives  were  unable 
to  identify  specific  areas  other  than  perhaps  Beatrice 
and  an  ongoing  impression  that  there  was  a problem 
in  metropolitan  Omaha.  The  Department  does  not 
have  a process  in  place  apparently,  at  this  point,  for 
identifying  access  other  than  through  indirect  report- 
ing. This  likewise  would  hamper  any  effort  by  the 
NMA  to  establish  a process  of  monitoring.  Nonethe- 
less, the  Committee  reemphasized  its  interest  and 
concern  in  working  with  the  Department  on  access 
issues. 

Also,  in  keeping  with  Resolution  #15  (A-93),  Ms. 
Harvey  discussed  the  plans  for  establishing  a man- 
aged care  program  in  metropolitan  Omaha:  She  stated 
that  the  Metropolitan  Omaha  Medical  Society  was 
integrally  involved  in  this,  as  well  as  are  other  inter- 
ested parties.  She  anticipated  that  non-HMO  provid- 
ers might  also  be  included  to  complement  the  physi- 
cian participation.  She  stated  that  the  plan  was  being 
submitted  to  Governor  Nelson  for  his  approval  in  the 
very  near  future,  and  this  should  be  forthcoming  prior 
to  the  Fall  Session.  She  also  stated  that  Dr.  Wesley 
Wilhelm  of  Omaha  had  agreed  to  work  with  the 
Department  on  the  development  of  not  only  the 
program  in  Omaha,  but  also  with  conceptualizing  a 
similar  program  for  the  balance  of  Nebraska.  His 
participation  was  viewed  as  a very  positive  event 
both  from  the  standpoint  of  the  Department  of  Social 
Services  as  w'eli  as  from  this  Committee. 


The  mandate  of  Medicaid  copayments  as  initiated 
by  LB  808  was  discussed:  The  possibility  of  access 
problems  and  increased  utilization  of  emergency 
rooms  was  presented.  The  reality  that  this  represents 
an  indirect  tax  on  providers  who  can  anticipate  prob- 
ably only  a 50  percent  recovery  of  the  copayment 
was  likewise  presented.  Ms.  Harvey  stated  that  the 
Department  of  Social  Services  does  not  like  the  sys- 
tem either,  but  was  directed  to  develop  it.  They  are 
preparing  data  to  substantiate  what  it  would  cost  to 
implement  it  was  well  as  how  effective  it  might  be.  It 
was  the  consensus  of  the  Committee  that  the  NMA 
should  be  involved  at  the  "grass  roots  level"  in  pre- 
senting not  only  our  own  impressions  of  what  this 
represents  and  what  it  might  do,  but  also  the  experi- 
ence of  other  state  medical  societies  with  similar 
legislation.  There  would  be  an  opportunity  potentially 
to  have  this  legislation  repealed  if  the  Legislature  can 
be  convinced  of  its  inefficacy  prior  to  the  next  ses- 
sion. 

LB  805  (Physician  Surcharge)  was  discussed  also. 
This  legislation  places  a $100  annual  assessment  on 
every  physician  licensed  in  Nebraska  on  September 
1,  1993  and  1994.  These  funds  are  to  be  matched  by 
HCFA  dollars  and  paid  to  physicians  for  Medicaid 
primary  care  services.  Ms.  Harvey  stated  that  the 
Department  was  rather  unhappy  with  the  surcharge 
concept  also  because  it  was  sunsetted  at  two  years 
and  if  it  were  not  continued  then  physician  reimburse- 
ment would  need  to  be  reduced  by  the  amount  that 
it  had  been  increased  by  direction  of  LB  805.  Ms. 
Harvey  also  stated  that  she  felt  that  the  only  solution 
to  this  was  implementation  of  a statewide  managed 
care  program. 

LB  815  places  a "provider  tax"  on  Nebraska  hospi- 
tals. They  are  faced  with  raising  $ 7 million  by  a taxing 
mechanism  which  will  function  through  hospital  au- 
thorities. The  funds  are  to  be  matched  under  Nebraska's 
Medicaid  match  rate  with  HCFA  dollars  and  used  for 
the  Medicaid  Program.  The  legislation  specifies  that  if 
HCFA  does  not  approve  the  "match"  that  Nebraska 
hospitals  and  nursing  homes  are  to  be  assessed  a 
corporate  income  tax  set  at  the  same  rate  as  that 
charged  other  Nebraska  corporations. 

The  over-utilization  for  institutionalization  of  young 
children  with  diagnoses  such  as  behavior  disorders 
was  discussed  at  length.  It  was  the  consensus  that 
some  mechanism  should  be  developed  to  not  only 
focus  on  limiting  inpatient  care  for  children  with 
certain  mental  health  diagnoses,  but  also  for  develop- 
ing educational  programs  for  parents  of  these  chil- 
dren to  facilitate  outpatient  management.  Ms.  Harvey 
noted  the  existence  of  the  Good  Beginnings  program 
that  the  department  has  developed  for  the  ages  of 
birth  to  five  years,  which  includes  extensive  parenting 
education.  She  also  noted  that  the  child  welfare 
system  is  in  the  process  of  being  reorganized. 

LB  816  which  mandates  development  of  a man- 
aged care  concept  for  Medicaid  for  the  State  of 
Nebraska  was  briefly  mentioned:  Ms.  Harvey  stated 
that  she  has  decided  to  appoint  a working  group  to 
develop  the  project  and  that  there  will  be  physician 
representation  on  this.  She  stated  that  the  NMA 
would  be  notified  as  soon  as  names  should  be  submit- 
ted for  seating  on  this  committee. 
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As  always,  the  Nebraska  Medical  Association's  Ad- 
Hoc  Committee  on  Medicaid  Services  appreciates 
the  continued  interest  and  cooperation  of  the  mem- 
bers of  the  Department  of  Social  Services  and  very 
much  appreciates  the  positive  working  relationship 
and  spirit  of  mutual  commitment  which  has  existed 
over  the  past  several  years. 

REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

Rodney  S.  W.  Basler,  M.D.,  Lincoln  - Chairholder;  Herbert  A.  Hartman, 
Jr.,  M.D.,  Omaha  - Board  Liaison;  David  E.  Borg,  M.D.,  Falls  City;  H.  Jeoffrey 
Deeths,  M.D.,  Omaha;  Benjamin  R.  Gelber,  M.D.,  Lincoln;  John  J.  Hoesing, 
M.D.,  Omaha;  Glen  F.  Lau,  M.D.,  Lincoln;  Michael  J.  McGahan,  M.D., 
Lincoln;  Scott  Neumeister,  Omaha;  Scott  Shipman,  Omaha. 

During  this  year,  the  Chair  of  the  Commission 
continued  to  meet  with  the  NMA  President,  the 
Executive  Director,  Assistant  Executive  Director,  and 
our  public  relations  team  to  investigate  potential 
areas  to  focus  our  energy  and  resources  to  enhance 
the  public  relations  functions  on  the  NMA.  I believe 
we  presently  have  a tremendously  talented  and  re- 
sponsive group  of  people  in  place,  who  are  ready  to 
act  on  a moment's  notice  to  any  challenge  presented 
them. 

The  Commission  has  developed  a series  of  bro- 
chures for  distribution  in  physician  offices.  The  bro- 
chures will  present  information  to  patients  on  items  of 
general  health  interest.  The  brochures  will  also  be 
used  to  present  the  Association's  perspective  and 
comment  on  health  care  reform  and  other  items  of 
socio-economic  interest.  The  Commission  is  distribut- 
ing the  brochures  at  cost  to  subscribing  physician 
offices.  We  hope  to  have  a large  contingent  of  par- 
ticipating members 

The  Commission  has  continued  its  regular  respon- 
sibilities including  providing  the  state-wide  press  with 
an  annotated  pre-release  copy  of  the  Nebraska  Medi- 
cal Journal,  and  producing  "Health  Tips"  for  Nebraska 
radio  stations  and  newspapers.  These  short  press 
releases,  discussing  areas  of  general  health  interest, 
are  provided  monthly  and  are  utilized  by  radio  sta- 
tions and  newspapers.  Usage  of  this  material  by 
Nebraska's  print  media  increased  by  50%  in  1992. 
The  Commission  also  distributed  taped  health  mes- 
sages from  the  NMA  President. 

The  Commission  has  also  developed  a packaged 
slide  program  for  members  to  use  in  discussing  health 
care  reform  with  the  public.  We  recognize  that  the 
membership  receives  ongoing  requests  from  service 
clubs  and  other  community  organizations  to  discuss 
this  topic  and  believe  that  the  availability  of  a set  of 
slides  and  series  of  talking  points  regarding  each  slide 
will  encourage  the  membership  to  take  advantage  of 
these  opportunities  to  bring  our  message  to  the 
public. 

REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MATERNAL  AND  CHILD  HEALTH 

Lawrence  C.  Bausch,  M.D.,  Lincoln  - Chairholder;  Kenton  L.  Shaffer, 
M.D.,  Kearney  - Vice-Chairholder;  Ronald  W.  Klutman,  M.D.,  Columbus  - 
Board  Liaison;  Mark  Horton,  M.D.,  Lincoln  - Dept,  of  Health  Liaison;  Bruce 
T.  Rowe,  Lincoln  • MCH  Liaison. 

SECTION  ON  MATERNAL  MORTALITY  REVIEW 

C.  William  Orr,  M.D.,  Omaha  • Director;  James  H.  Elston,  M.D.,  Omaha;  L 
Palmer  Johnson,  M.D.,  Lincoln;  Charles  W.  Marlowe,  M.D.,  Omaha;  Myrna  C 
Newland,  M.D.,  Omaha;  Terence  K.  Foote,  M.D.,  Hastings. 


SECTION  ON  FETAL  MORTALITY  REVIEW 

Carl  V.  Smith,  M.D.,  Omaha  - Director;  Cary  D.  Milius,  M.D.,  Lincoln;  Daniel 
C.  Bohi,  M.D.,  Omaha;  Ernest  K.  Bussinger,  M.D.,  Scottsbluff;  Bruce  A.  Buehler, 
M.D.,  Omaha;  Craig  A.  Bassett,  M.D.,  Omaha. 

SECTION  ON  INFANT  MORTALITY  REVIEW 

Kenton  L.  Shaffer,  M.D.,  Kearney  - Director;  Howard  W.  Needleman, 
M.D.,  Omaha;  Gerald  W.  Luckey,  M.D.,  David  City;  Lawrence  C.  Bausch, 
M.D.,  Lincoln;  Fred  J.  Pettid,  M.D.,  Omaha. 

SECTION  ON  CHILDHOOD  MORTALITY  REVIEW 

Gregg  F.  Wright,  M.D.,  Lincoln  - Director,  David  P.  Schor,  M.D.,  Lincoln;  Jof 
A.  Vonderhoof,  M.D.,  Omaha;  Kurt  W.  Lesh,  M.D.,  York;  Clarence  Davis,  Jr. 
M.D.,  Osceola;  Paige  Charleston,  Omaha;  Marty  Luedke,  Omaha. 

The  Ad-Hoc  Committee  on  Maternal  & Child  Health 
held  its  semi-annual  meeting  at  the  NMA  headquar- 
ters on  September  1,  1993.  The  meeting  consisted  of 
five  specific  items:  (1)  state  immunization  programs; 
(2)  perinatal  substance  abuse;  (3)  newborn  screen- 
ing; (4)  maternal  and  fetal  mortality  review  and  (5)  use 
of  folic  acid  for  the  pregnant  woman.  The  first  item  of 
business  centered  around  three  resolutions  that  were 
forwarded  from  the  Board  of  Directors  to  the  Commit- 
tee dealing  specifically  with  childhood  immuniza- 
tions, funding  of  a statewide  immunization  program 
sponsored  by  the  Nebraska  Department  of  Health, 
and  lastly,  development  of  a statewide,  centralized 
tracking  system  for  immunizations.  It  was  noted  that 
on  the  federal  level,  President  Clinton  on  August  10 
signed  into  law  the  Omnibus  Budget  Reconciliation 
Act  of  1993  which  includes  significant  portions  of 
childhood  immunization  initiative.  Under  the  pro- 
gram which  Congress  created  as  part  of  the  deficit 
reduction  bill  signed  into  law,  the  government  will 
buy  vaccine  at  discount  prices  from  drug  manufactur- 
ers and  distribute  it  free  to  doctors  who  choose  to 
participate.  The  doctors,  in  turn,  will  not  charge  the 
patient  for  the  vaccine  although  they  may  charge  a 
fee  for  administering  it  although  they  cannot  turn 
away  a child  whose  parents  are  unable  to  pay  for  the 
administrative  costs.  For  procedural  reasons  having 
to  do  with  Senate  rules,  a key  appropriation  for  the 
new  program  had  to  be  dropped  from  the  deficit  bill 
and  now  awaits  enactment  when  Congress  re-con- 
venes  in  the  next  month.  That  provision,  making 
federal  money  available  to  clinics  so  they  can  in  turn 
hire  additional  staff,  extend  their  hours  of  operation 
and  identify  children  who  need  to  be  immunized,  has 
bipartisan  support  from  Congress  and  is  reasonably 
sure  to  be  enacted  when  lawmakers  return.  The 
immunization  legislation  which  will  go  into  effect  on 
or  after  October  1,  1994,  includes  a new  $585  million 
entitlement  to  provide  vaccines  to  Medicaid  eligible 
children,  Native  American  children,  and  children  with- 
out insurance.  Some  discussion  of  the  Committee 
centered  around  the  issue  of  children  without  insur- 
ance as  that  may  be  difficult  to  define  and  somewhat 
deceiving.  A particular  point  was  made  where  a 
family  may  have  insurance  but  the  deductibles  are 
high  and  effectively  would  result  in  immunization 
costs  similar  to  whether  the  patient  was  insured  or  not 
insured. 

Another  new  component  of  the  legislation  is  that 
of  designated,  federal  certified  health  centers  of  which 
there  are  currently  two  in  Nebraska,  one  the  Charles 
Drew  Center  and  the  other  the  Panhandle  Commu- 
nity Services  which  is  being  developed.  Currently, 
these  two  centers,  because  they  are  federally  funded, 
would  allow  children  to  receive  all  appropriate  vac- 
cines. Mr.  Cary  Borden,  Director  of  the  Immunization 
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Program  in  Nebraska  from  the  Department  of  Health, 
addressed  the  Committee.  He  noted  that  there  has 
been  an  increase  in  the  last  year  of  public  immuniza- 
tion clinics  in  Nebraska,  currently  increasing  the  num- 
ber of  counties  participating  from  52  to  78  with  15 
counties  presently  who  have  no  public  immuniza- 
tions clinics.  He  noted  that  there  are  ongoing  commu- 
nity educational  efforts  being  conducted  around  the 
state  to  help  new  parents  understand  the  importance 
of  well-baby  check-ups  and  immunizations.  A list  of 
clinic  hours  as  well  as  maps  indicating  distribution  of 
these  centers  around  the  state  will  be  forwarded  to 
the  Committee  members  from  Mr.  Borden.  He  also 
noted  that  there  is  a $49,000  grant  which  is  a needs 
assessment  grant  to  look  at  the  feasibility  of  develop- 
ing private  and  public  database  systems  for  childhood 
immunizations.  Ideally,  a centralized  system  would 
be  developed  so  that  a physician  or  a physician's 
office  could  contact  a toll  free  number  at  the  state  and 
receive  a current  immunization  status  record  on  any 
child  in  the  State  of  Nebraska.  Mr.  Borden  also  cau- 
tioned the  Committee  that  he  has  received  numerous 
reports  from  the  CDC  indicating  that  there  are  private 
physicians  giving  immunizations  but  not  utilizing  the 
vaccine  information  packets  which  are  required  in  the 
Vaccine  No-Fault  Compensation  package.  He  also 
asked  for  assistance  from  the  Committee  in  develop- 
ing guidelines  for  the  distribution  of  Hepatitis  B vac- 
cine in  the  State  of  Nebraska.  At  the  present  time 
there  is  funding  only  for  approximately  20%  of  all 
clinics  in  Nebraska  and  this  number  will  increase  by 
20%  per  year  over  the  next  four  years.  He  asked 
specifically  that  a subcommittee  be  appointed  that 
could  meet  with  the  Department  of  Health  prior  to 
December  31,  1993,  to  help  in  the  selection  and 
distribution  of  this  vaccine  on  a limited  basis  through- 
out the  State  of  Nebraska. 

The  Committee  commended  Mr.  Borden  for  his 
work  and  information  relative  to  current  childhood 
immunizations  in  the  State  of  Nebraska.  The  Commit- 
tee further  recommended  that  the  Chair  appoint  a 
subcommittee  to  assist  Mr.  Borden  in  matters  related 
to  the  state  immunization  program  and  specifically, 
the  distribution  of  Hepatitis  B vaccine  in  the  state.  The 
Committee  further  recommended  that  a statement 
from  the  Committee  be  published  in  the  NMA  news- 
letter concerning  CDC  immunization  compliance. 
And  lastly,  the  committee  is  satisfied  with  the  re- 
sponse of  the  Nebraska  Department  of  Health  relative 
to  these  three  resolutions  dealing  with  immunizations 
passed  by  the  House  this  spring. 

The  Committee  also  took  to  task  the  issue  the 
perinatal  substance  abuse  in  Nebraska.  The  Commit- 
tee acknowledged  and  commended  Ms.  Laura  Free- 
man, who  is  working  on  her  Doctorate  of  Nursing 
research  project  and  has  recently  mailed  a question- 
naire to  physicians  in  the  State  of  Nebraska  regarding 
perinatal  substance  abuse.  While  the  Committee  felt 
that  this  information  would  be  very  helpful  to  the 
Nebraska  Department  of  Health  and  to  the  Commit- 
tee, there  was  also  a concern  that  this  information 
would  not  result  in  providing  the  state  with  accurate 
statistical  information  regarding  the  use  of  substance 
abuse  among  pregnant  women.  The  Committee 
drafted  a resolution  to  be  presented  at  the  1993  Fall 
Session  House  of  Delegates  meeting  regarding  the 
NMA  support  of  state  funding  from  the  Department 


of  Health  to  determine  the  incidence  of  substance 
abuse  among  pregnant  women  through  the  process 
of  anonymous  drug  screening. 

The  third  item  on  the  agenda  dealt  with  newborn 
screening.  The  State  Department  of  Health  has  ap- 
pointed an  advisory  committee,  some  of  whom  are 
represented  on  the  Ad-Hoc  Committee  on  Maternal 
& Child  Health,  to  review  and  make  recommenda- 
tions for  improving  the  newborn  screening  program 
in  Nebraska.  Doctor  Shapiro  has  stated  the  position 
of  the  Nebraska  Association  of  Pathologists  which 
opposes  the  utilization  of  a centralized  screening  lab. 
The  Nebraska  Department  of  Health  favors  a central- 
ized system  which  could  minimize  the  problem  of 
tracking  and  reduce  the  manpower  hours  necessary 
in  the  administration  of  the  program  as  it  currently 
exists.  Strong  comments  were  made  from  the  family 
practitioners  that  the  two  concerns  from  their  per- 
spective were  the  quality  of  service  at  the  most 
affordable  price  for  their  patients.  Part  of  the  problem 
with  the  current  newborn  screening  program  is  the 
result  of  the  failure  of  the  Attorney  General  to  ap- 
prove rules  and  regulations  that  have  been  submitted 
in  the  past  which  would  have  allowed  for  some 
modification  and  streamlining  of  the  newborn  screen- 
ing program.  The  Committee  tabled  the  issue  pending 
further  discussions  that  will  be  held  in  conjunction 
with  the  NMA  and  the  Department  of  Health  and  the 
Department  of  Health's  Advisory  Committee  on  New- 
born Screening.  The  Committee  requests  that  the 
NMA  membership  actively  participate  and  make  their 
ideas  and  concerns  known  to  the  members  of  this 
Committee. 

The  Committee  took  up  the  issue  of  maternal  and 
fetal  mortality.  Dr.  Ort  is  now  just  receiving  the  1 992 
data  from  the  Bureau  of  Vital  Statistics  relative  to 
mortality  data  and  has  agreed  to  publish  the  1991 
maternal  mortality  data  in  the  Nebraska  Medical 
journal  in  the  near  future.  Dr.  Carl  Smith  reviewed  the 
1991  data  on  fetal  deaths  limited  to  diagnosis  of 
intrauterine  hypoxia  and  birth  asphyxia.  Of  the  21 
records,  there  were  two  records  in  which  fetal  well- 
being could  have  been  improved  by  alterations  in 
physician  management.  He  cautioned  physicians 
against  the  use  of  asphyxia  or  hypoxia  if  there  is  no 
clinical  evidence  to  substantiate  this  condition.  Dr. 
Smith  also  praised  the  physicians  of  Nebraska  for  the 
appropriately  high  occurrence  of  use  of  fetal  autopsy 
in  obtaining  accurate  information  regarding  fetal  death 
and  demise.  The  Committee  commended  Dr.  Smith 
for  his  review  and  it  was  recommended  that  the 
review  of  fetal  deaths  will  be  expanded  in  1992  to 
include  not  only  intrauterine  hypoxemia  and  birth 
asphyxia  but  other  ill-defined  conditions  as  well.  This 
should  result  in  review  of  approximately  50  cases 
from  previous  average  numbers  in  the  State  of  Ne- 
braska. The  Committee  also  asked  the  House  of 
Delegates  to  continue  to  encourage  physician  com- 
pliance with  this  review,  again  reiterating  the  immu- 
nity from  litigation  of  this  privileged  information. 

The  last  item  was  the  use  of  folic  acid  in  pregnant 
women  presented  by  Dr.  Cary  Milius.  Dr.  Milius 
agreed  to  submit  a summary  of  the  recent  information 
on  the  use  of  folic  acid  in  pregnant  women  from  the 
CDC. 
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MINUTES,  BOARD  OF  COUNCILORS 

The  Board  of  Councilors  met  on  September  10, 
1993,  at  the  Cornhusker  Hotel,  Lincoln,  Nebraska. 

Members  present  were:  Doctors  Roger  S.  Jernstrom, 
Paul  M.  Scott,  Gordon  D.  Adams,  Richard  M.  Pitsch, 
Richard  A.  Blatny,  Charles  F.  Damico,  Ronald  L.  Asher, 
Milton  R.  Johnson,  Robert  F.  Shapiro,  Darroll  J.  Loschen, 
Richard  H.  Meissner,  and  David  R.  Little 

The  meeting  was  called  to  order  by  the  Chairman, 
Charles  F.  Damico,  M.D. 

Dr.  Damico  welcomed  Dr.  John  H.  Casey  to  the 
Board  as  the  newly-elected  Councilor  from  Lincoln. 

Dr.  Damico  called  for  approval  of  the  minutes  of 
the  Annual  Session  as  printed  in  the  July  issue  of  the 
Nebraska  Medical  lournal.  The  minutes  were  ap- 
proved as  written  by  motion  made,  seconded  and 
passed. 

The  Councilors  discussed  the  reports  and  resolu- 
tions contained  in  the  handbook.  There  was  consid- 
erable discussion  regarding  managed  care  in  the 
Medicaid  program  in  Nebraska.  The  Councilors  noted 
the  problems  involved  with  the  Medicaid  copayment 
recently  enacted  by  statute  and  noted  that  because 
hospitals  will  not  collect  a copayment  until  1995, 
there  will  be  an  increased  use  of  emergency  rooms  by 
Medicaid  patients. 

The  Councilors  reviewed  the  issue  of  limited  li- 
cense practitioners  and  allied  health  personnel,  and 
noted  the  position  of  the  NMA  opposing  expansion 
of  scope  of  practice  of  limited  practitioners.  It  was 
noted  the  population  and  availability  of  medical  care 
should  be  considered  when  developing  regulations 
for  allied  health  personnel.  It  was  noted  the  NMA 
should  outline  a generic  position  for  expansion  of 
scope  of  practice  of  physician  extenders. 

Dr.  Damico  noted  Dr.  James  Fosnaugh  has  agreed 
to  serve  on  the  Board  of  Examiners  in  Nursing  Home 
Administration.  He  further  noted  physician  participa- 
tion on  various  boards  and  committees  is  important 
and  suggested  the  Councilors  encourage  their  con- 
stituents to  participate. 

The  requests  for  Life  Membership,  Associate  Mem- 
berships and  the  list  of  50-Year  Practitioners  to  be 
recognized  at  the  1994  Annual  Session  were  re- 
viewed and  approved  by  the  Councilors  by  motion 
made,  seconded  and  passed. 

Cases  submitted  to  the  Board  of  Councilors  were 
reviewed. 

The  Councilors  discussed  the  efforts  of  the  NMA 
Advisory  Committee  on  Nursing  Home  Regulations 
and  noted  the  importance  of  this  activity. 

Dr.  Loschen  noted  the  slide  program  on  health 
care  reform  developed  by  the  NMA  and  urged  all  to 
use  this  program  for  any  community  or  appropriate 
speaking  engagements. 

An  election  for  Chairman  and  Secretary-Treasurer 
was  held.  A motion  was  made,  seconded  and  passed 
to  nominate  and  elect  Dr.  Charles  Damico  as  Chair- 
man of  the  Board  of  Councilors.  A motion  was  made, 
seconded  and  passed  to  nominate  and  elect  Dr. 
Richard  Blatny  as  Secretary-Treasurer  of  the  Board  of 
Councilors. 


Dr.  Damico  discussed  the  process  of  nomination 
and  election.  He  noted  consideration  is  being  given 
to  the  Board  of  Councilors  serving  as  the  Nominating 
Committee  at  Annual  Sessions.  Dr.  Blatny  noted  one 
session  of  the  Nominating  Committee  could  be  suffi- 
cient but  should  be  scheduled  close  to  a House  of 
Delegate  meeting  for  optimal  attendance.  The  group 
discussed  whether  the  Nominating  Committee  should 
be  represented  by  population  or  by  Councilor  dis- 
tricts. The  group  concurred  a nomination  by  written 
correspondence  and  oral  nominations  would  both  be 
considered.  Dr.  Damico  noted  this  will  require  a 
bylaw  change  and  prior  approval  of  the  House.  The 
issue  will  be  considered  further  by  the  NMA  Board  of 
Directors'  Executive  Committee. 

There  being  no  further  business,  the  meeting  was 
adjourned. 


MINUTES,  HOUSE  OF  DELEGATES, 

FIRST  SESSION 

The  First  Session  of  the  House  of  Delegates  was 
held  September  10,  1993,  at  the  Cornhusker  Hotel, 
Lincoln,  Nebraska. 

The  meeting  was  called  to  order  by  the  Speaker, 
Dr.  Richard  Meissner.  74  Delegates  were  present  and 
the  meeting  was  declared  in  session.  Seating  of  Alter- 
nate Delegates  for  Delegates  took  place. 

Dr.  Allen  Dvorak  presented  the  invocation. 

The  minutes  of  the  1993  Annual  Session  were 
approved  by  motion  made,  seconded  and  passed. 

Reference  Committee  Assignments  were  made  as 
follows: 

REFERENCE  COMMITTEE  A 

Report,  Board  of  Directors,  Item  #14,  Resolution 
#14  (A  93)  Managed  Competition  and  Net- 
working 

Report,  Board  of  Directors,  Item  #15,  Resolution 
#15  (A  93)  Medicaid  Access 
Report,  Board  of  Directors,  Item  #16,  Medicaid 
Report  of  the  Nebraska  Department  of  Social  Ser- 
vices 

Report  of  the  Ad-Hoc  Committee  on  Medicaid 
Services 

Resolution  #2  - Metro  Omaha  Medical  Society  - 
Continued  Care  of  Medicaid  Patients  by  Their 
Physicians 

Resolution  #12  - Metro  Omaha  Medical  Society  - 
Monitoring  of  Rules  and  Regulations  for 
Physician's  Tax  Assessment 
Resolution  #19  - Metro  Omaha  Medical  Society  - 
Medicaid  Nursing  Home  Operation  Costs  - 
(WITHDRAWN) 

REFERENCE  COMMITTEE  B 

Report,  Board  of  Directors,  Item  #7,  Resolution  #7 
(A  93)  Blue  Ribbon  Coalition 
Report,  Board  of  Directors,  Item  #19,  Health  Care 
Reform 

Report  of  the  Creighton  University  School  of  Medicine 
Report  of  the  University  of  Nebraska  Medical 
Center 

Report  of  the  Committee  on  Health  Planning 
Report  of  the  Committee  on  Rural  Health 
Report  of  the  NMA  Advisory  Committee  on  Nurs- 
ing Home  Regulations 
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Resolution  #1  - Metro  Omaha  Medical  Society  - 
OBRA  Regulations  in  Nursing  Homes 
Resolution  #3  - Metro  Omaha  Medical  Society  - 
Continuation  of  Monitoring  OBRA  Regulations 
in  Nursing  Homes 

Resolution  #10  - Lancaster  County  Medical  Soci- 
ety - State  Health  System  Reform 
Resolution  #1 1 - Lancaster  County  Medical  Soci- 
ety - National  Health  System  Reform 
Resolution  #15  - Ad-Hoc  Committee  on  Nursing 
Home  Regulations  - Loss  of  State  Control  Over 
Medical  Decision-Making 
Resolution  #16  - NMA  Advisory  Committee  on 
Nursing  Home  Regulations  - OBRA  87  Regula- 
tions Regarding  Frequency  of  Nursing  Home 
Visits 

Resolution  #18  - Metro  Omaha  Medical  Society  - 
Medical  Director,  Department  of  Insurance 

REFERENCE  COMMITTEE  C 

Report,  Board  of  Directors,  Item  #2,  Resolution  #2 
(A  93)  Medicare  Payment  for  Psychiatric  & Men- 
tal Disorders 

Report,  Board  of  Directors,  Item  #3,  Resolution  #3 
(A  93)  Medicare  Reimbursement 
Report,  Board  of  Directors,  Item  #6,  Resolution  #6 
(A  93)  Medicare  Fee  Schedule 
Report,  Board  of  Directors,  Item  #11,  Resolution 
#11  (A  93)  Limitation  on  AMA  Delegate/Alter- 
nate Terms 

Report,  Board  of  Directors,  Item  #22,  Physician 
Nominee  to  the  AMA  Leadership  Conference 
Report  of  the  Delegate  to  the  AMA 
Report  of  the  Delegate  to  the  AMA  YPS 
Report  of  the  Ad-Hoc  Committee  on  Young  Physicians 
Resolution  #5  - Lancaster  County  Medical  Society  - 
Fraud  and  Abuse 

Resolution  #20  - C.J.  Cornelius,  Jr.,  M.D.  - Use  of 
Service  Component  of  CPI  in  Health  Care  System 
Reform 

REFERENCE  COMMITTEE  D 

Report,  Board  of  Directors,  Item  #8,  Resolution  #8 
(A93)  Limited  Liability  Exemption  for  Retired  M.D.'s 
Report,  Board  of  Directors,  Item  #12,  Resolution 
#12  ( 93)  Student  Representative  on  the  NMA 
Board  of  Directors 

Report,  Board  of  Directors,  Item  #13,  Resolution 
#13  (A93)  Funding  for  AMA  Medical  Student 
Section  National  Committee  Members 
Report,  Board  of  Directors,  Item  #23,  Board  Ap- 
pointment 

Report,  Board  of  Directors,  Item  #24,  Membership 
Report,  Board  of  Directors,  Item  #25,  Finances 
Report,  Board  of  Directors,  Item  #26,  NMA  Blue 
Cross/Blue  Shield  Health  Insurance  Plan, 

Life  Membership  Requests,  Associate  Member- 
ship, and  1994  50-Year  Practitioners 
Report  of  the  Ad-Hoc  Committee  on  Health  Gallery 
Report  of  the  Ad-Hoc  Committee  on  Professional 
Liability 

Report  of  the  CON  Working  Group 

REFERENCE  COMMITTEE  E 

Report,  Board  of  Directors,  Item  #5,  Resolution  #5 
(A  93)  Economic  Credentialing, 

Report,  Board  of  Directors,  Item  #9  (A  93)  Regula- 
tion of  the  Medical  Profession 
Report,  Board  of  Directors,  Item  #17,  "Physicians 
Checked",  A Report  on  the  Discipline  of  the 
Profession 


Report,  Board  of  Directors,  Item  #18,  Physician 
Discipline  Legislation 

Report  of  the  Board  of  Examiners  in  Medicine  and 
Surgery 

Report  of  the  State  Department  of  Health 
Report  of  the  Commission  on  Legislation  & Gov- 
ernmental Affairs 

Report  of  the  NMA  Radiation  Safety  Working  Group 
Resolution  #4  - Metro  Omaha  Medical  Society  - 
CLIA  Inspection  of  Dermatology  Offices  for  the 
Purpose  of  Certifying  Competency  in  Derma- 
topathology 

Resolution  #6  - Lancaster  County  Medical  Society 

- "Willing  Provider" 

Resolution  #7  - Lancaster  County  Medical  Society 

- Antitrust  Laws 

Resolution  #8  - Lancaster  County  Medical  Society 

- Deemed  Status 

Resolution  #9  - Lancaster  County  Medical  Society 

- Negotiated  Rule  Making 

Resolution  #13  - Metro  Omaha  Medical  Society  - 
Economic  Credentialing  of  Physicians 

REFERENCE  COMMITTEE  F 

Report,  Board  of  Directors,  Item  #1,  Resolution  #1 
(A93)  State  Immunization  Program  Coordination 
with  Physicians 

Report,  Board  of  Directors,  Item  #4,  Resolution  #4 
(A93)  State  Immunization  Program 
Report,  Board  of  Directors,  Item  #10,  Resolution 
#10  (A93)  Education  of  Parents  Regarding  Immu- 
nizations 

Report,  Board  of  Directors,  Item  #20,  Limited  Li- 
cense Practitioners  and  Allied  Health  Personnel 
Report,  Board  of.  Directors,  Item  #21,  Americans 
with  Disabilities  Act 

Report  of  the  Ad-Hoc  Committee  on  Health  Education 
Report  of  the  Ad-Hoc  Committee  on  Health  Policy 
Statements 

Report  of  the  Ad-Hoc  Committee  on  Maternal  and 
Child  Health 

Report  of  the  Commission  on  Public  Affairs 
Resolution  #14  - Ad-Hoc  Committee  on  Maternal 
and  Child  Health  - Perinatal  Substance  Abuse  in 
Nebraska 

Minutes,  Board  of  Councilors 
Resolution  #17  - Metro  Omaha  Medical  Society  - 
NMA  Dissemination  of  Information 

Doctor  Meissner  called  for  additional  items  of 
business  for  reference  committees,  none  were  re- 
ceived. 

Doctor  Meissner  stated  that  Reference  Commit- 
tees E,  D and  A would  meet  immediately  following 
recess  of  the  House  and  Reference  Committees  B,  C 
& F would  meet  one  hour  and  fifteen  minutes  later. 

Doctor  Meissner  introduced  Lori  Preston,  AMA 
Field  Representative  for  Nebraska,  to  the  House  of 
Delegates. 

Doctor  Meissner  discussed  the  slide  presentation 
on  health  care  reform  developed  by  the  Commission 
on  Public  Affairs.  A brief  review  of  the  program  was 
shown.  Doctor  Meissner  urged  delegates  to  utilize 
the  slides  for  community  presentations  or  other  ap- 
propriate speaking  engagements. 

There  being  no  further  business,  the  House  was 
recessed  until  Saturday  morning  at  8:00  a.m. 
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House  of  Delegates 

SECOND  SESSION 

The  Second  Session  of  the  House  of  Delegates  was 
held  September  1 1,  1993.  The  meeting  was  called  to 
order  by  the  Vice  Speaker,  Doctor  David  Little.  61 
delegates  were  present  and  the  meeting  was  declared 
in  session.  Seating  of  Alternate  Delegates  for  Del- 
egates took  place. 

Doctor  Little  called  for  approval  of  the  minutes  of 
the  First  Session,  and  these  were  approved  as  printed. 

Reports  of  the  Reference  Committees  were  pre- 
sented as  follows: 

Reference  Committee  A 

Reference  Committee  A considered  5 reports  and 
2 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1 ) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #14, 
RESOLUTION  #14  (A93)  MANAGED  COMPETI- 
TION AND  NETWORKING 

No  commentary  was  received  by  the  Reference 
Committee.  Accordingly,  it  is  recommended  the  re- 
port be  filed  for  information. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  House  adopted  this 
section  of  the  report. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #15, 
RESOLUTION  #15  (A93)  MEDICAID  ACCESS 

Little  commentary  was  received  by  the  committee. 
It  is  recommended  the  report  be  filed  for  information. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(3)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #16, 
MEDICAID 

Favorable  commentary  was  received  regarding 
the  Board  of  Directors'  management  of  this  issue.  The 
reference  committee  recommends  the  report  be  filed 
for  information. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(4)  REPORT  OF  NEBRASKA  DEPARTMENT  OF 
SOCIAL  SERVICES 


Mary  Dean  Harvey,  Director  of  the  Nebraska 
Department  of  Social  Services,  Dr.  Chris  Wright,  the 
Medical  Director  of  the  Department  of  Social  Ser- 
vices, and  numerous  associates  from  the  Department 
responded  to  numerous  comments  and  inquiries. 
Considerable  comments  were  made  about  the  effi- 
cacy of  copayments  from  Medicaid  participants.  The 
NMA  membership  pointed  out  the  high  percentage  of 
Medicaid  participants  who  are  unable  to  meet  this 
copayment.  The  Department  of  Social  Services  pointed 
out  that  this  was  a feasibility  study  and  not  a mandated 
item.  There  was  a general  agreement  that  the 
copayment  plan  would  be  an  added  discount  to  the 
physicians  and  would  not  be  an  overall  incentive  to 
prevent  abuses  of  the  service.  Director  Harvey  pointed 
out  how  important  it  was  to  the  Department  to  have 
physician  participation  and  there  was  general  agree- 
ment regarding  the  lack  of  the  need  for  copayments 
from  this  segment  of  the  population. 

Considerable  discussion  regarding  managed  care 
was  lead  by  Doctor  Wright  and  Doctor  Wes  Wilhelm 
and  Doctor  John  Riedler.  Emphasis  was  placed  upon 
case  management  and  the  role  that  capitation  and 
partial  capitation  would  play  in  this  endeavor.  Both 
the  NMA  members  and  the  representatives  of  the 
Department  of  Social  Services  stress  the  need  for 
understanding  and  cooperation  between  the  provid- 
ers and  the  recipients  as  well  as  the  payors.  The 
addition  of  Doctors  Wilhelm  and  Riedler  to  the  De- 
partment of  Social  Services  team  has  greatly  facili- 
tated communication  between  the  Department  and 
the  NMA. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Doctor  Cornelius  sug- 
gested the  use  of  medical  vouchers  for  copayments, 
perhaps  "medical  stamps,"  to  be  supplied  by  the 
Department  of  Social  Services.  He  further  suggested 
the  Commission  on  Legislation  & Governmental  Af- 
fairs review  this  issue.  The  motion  was  then  seconded 
and  passed. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MEDICAID  SERVICES 

Specific  concerns  were  expressed  about  the  diffi- 
culties in  the  lead  screening  program  and  the  Depart- 
ment of  Social  Services  took  pains  to  elicit  ways  in 
which  they  were  trying  to  make  this  system  more  user 
friendly. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  the  re- 
port be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(6)  RESOLUTION  #2  - METRO  OMAHA  - 
CONTINUED  CARE  OF  MEDICAID  PATIENTS 
BY  THEIR  PHYSICIANS 

This  resolution  read  as  follows: 

WHEREAS,  LB  816  mandates  the  Department  of 
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Social  Services  create  a plan  for  Medicaid  patients 
that  involves  managed  care,  and 

WHEREAS,  many  Nebraska  physicians  are  cur- 
rently treating  Medicaid  patients,  and 

WHEREAS,  optimal  health  care  supports  the  main- 
tenance of  the  doctor-physician  relationship; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association's  position  be  that  the  Depart- 
ment of  Social  Services  Managed  Care  Plan  for  Med- 
icaid patients  allow  all  Nebraska  physicians  who  are 
willing  to  participate,  be  allowed  to  continue  to  care 
for  Medicaid  patients. 

Both  the  Department  of  Social  Services  and  the 
NMA  members  present  strongly  agreed  that  all  Ne- 
braska physicians  who  are  willing  to  participate  be 
allowed  to  continue  to  care  for  Medicaid  patients. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  the  reso- 
lution be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(7)  RESOLUTION  #12  - METRO  OMAHA  - MONI- 
TORING OF  RULES  AND  REGULATIONS  FOR 
PHYSICIAN'S  TAX  ASSESSMENT 

The  resolution  read  as  follows: 

WHEREAS,  LB  805  was  passed  by  the  Nebraska 
Legislature  requiring  licensed  physicians  to  pay  a 
$100.00  extra  tax  assessment  for  a two  year  period, 
and 

WHEREAS,  these  funds  were  to  be  used  to  increase 
fees  paid  to  physicians  for  primary  care  services 
provided  to  recipients  of  medical  assistance  pro- 
grams, and 

WHEREAS,  the  Tax  Commissioner  is  to  write  rules 
and  regulations  to  carry  out  the  act; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  monitor  the  rules  and  regula- 
tions, and  that  the  Department  of  Revenue  be  di- 
rected to  give  a full  accounting  of  the  revenue  ac- 
crued and  assure  that  it  is  being  utilized  in  the  manner 
prescribed  by  law. 

LB  805  requires  an  extra  tax  assessment  for  a two 
year  period  to  be  used  to  increase  fees  paid  to 
physicians  for  primary  care  services.  The  Department 
of  Social  Services  has  a system  in  place  to  monitor 
those  funds  to  see  that  they  are  being  utilized  in  the 
manner  prescribed  by  law. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  the 
adoption  of  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  A AS  A 
WHOLE.  The  motion  was  seconded  and  passed. 


Respectfully  submitted, 

Eugene  M.  Zweiback,  M.D.,  Chm.,  Omaha 
Alvin  A.  Armstrong,  M.D.,  Scottsbluff 
Dale  E.  Michels,  M.D.,  Lincoln 

Reference  Committee  B 

Reference  Committee  B considered  7 reports  and 
7 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #7 
(A93)  BLUE  RIBBON  COALITION,  REPORT  OF 
BOARD  OF  DIRECTORS,  ITEM  #19,  HEALTH 
CARE  REFORM,  and  REPORT  OF  COMMITTEE 
ON  HEALTH  PLANNING. 

These  reports  were  considered  together.  Doctors 
Herb  Reese  and  Allen  Dvorak,  Chairholder  and  Vice- 
Chairholder  of  the  Committee  on  Health  Planning, 
both  represent  the  membership  on  the  Blue  Ribbon 
Coalition  and  were  present  to  testify  and  answer 
questions  to  your  reference  committee.  Doctor  Reese 
called  to  your  attention  the  SHRAG  (State  Health 
Reform  Action  Group)  reports  from  the  AMA,  each 
discussing  in  detail  separate  issues  and  talking  points 
regarding  the  health  system  payment  reform  issues. 
These  items  are  available  to  the  membership  and  one 
can  contact  the  NMA  office  for  details.  The  Commit- 
tee would  like  to  remind  the  membership  that  the 
AMA  will  be  holding  a priority  special  meeting  for 
state  association  leaders  within  a week  of  the  official 
announcement  of  President  Clinton's  new  health  care 
reform  initiative.  Your  reference  committee  suggested 
the  Board  of  Directors  of  the  NMA  consider  sending 
the  chair  of  its  Committee  on  Health  Planning  to  this 
meeting  as  well. 

RECOMMENDATIONS: 

1.  That  the  three  aforementioned  reports  be  filed 
for  information. 

2.  That  the  Board  of  Directors  consider  sending 
the  chairholder  of  the  Committee  on  Health  Planning 
to  the  impending  special  AMA  meeting  on  health 
system  payment  reform. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(2)  REPORT  OF  CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE  AND  REPORT  OF  UNIVERSITY  OF 
NEBRASKA  MEDICAL  CENTER 

These  reports  were  considered  without  additional 
comment. 

RECOMMENDATION: 

I.Your  reference  committee  recommends  that 
these  reports  be  filed  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(3)  REPORT  OF  COMMITTEE  ON  RURAL  HEALTH 

Doctor  Darroll  Loschen,  Chairholder  of  the  Com- 
mittee, was  present  to  testify  and  also  to  provide  a 
brief  verbal  summary  of  the  meeting  of  September  2. 
A more  detailed  report  of  that  meeting  will  be  pre- 
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sented  at  the  next  membership  meeting,  however, 
one  issue  which  has  arisen  precipitously  is  a new 
petition  by  the  nurse  practitioners  under  the  "407 
process"  to  discuss  expanding  the  scope  of  practice  of 
nurse  practitioners.  Your  reference  committee  calls  to 
your  attention  the  Committee  on  Rural  Health  and  the 
NMA  are  working  actively  with  legal  counsel  and  plan 
to  attend  all  meetings  in  that  process. 

RECOMMENDATION: 

I.Your  Reference  Committee  recommends  the 
report  of  the  Committee  on  Rural  Health  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(4)  REPORT  OF  NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS,  RESOLUTION 
#1,  - METRO  OMAHA  - OBRA  REGULATIONS  IN 
NURSING  HOMES,  RESOLUTION  #3  - METRO 
OMAHA  - CONTINUATION  OF  MONITORING 
OBRA  REGULATIONS  IN  NURSING  HOMES, 
AND  RESOLUTION  #1 6 - NMA  ADVISORY  COM- 
MITTEE ON  NURSING  HOME  REGULATIONS  - 
OBRA-87  REGULATIONS  REGARDING  FRE- 
QUENCY OF  NURSING  HOME  VISITS 

Resolution  #1  read  as  follows: 

WHEREAS,  the  OBRA  regulations  were  imple- 
mented by  HCFA  to  monitor  care  for  nursing  home 
patients  in  nursing  homes,  and 

WHEREAS,  the  cost  of  providing  care  has  tradition- 
ally been  provided  by  Medicare  for  all  patients  over  65 
years  old  and  therefore  the  majority  of  patients  in 
nursing  homes,  and 

WHEREAS,  Medicare  has  recently  declared  that 
the  visits  as  required  by  OBRA  (HCFA)  are  not  a 
Medicare  required  visit  and  therefore  not  their  fiscal 
responsibility,  and 

WHEREAS,  Medicare  has  stated  that  these  billed 
charges  will  be  monitored  and  scrutinized  closely  as 
to  type  of  care  (e.g.  OBRA  requirement  vs.  routine 
medical  care)  and  thus  subject  to  Medicare  denial, 
and 

WHEREAS,  these  denied  charges  then  must  be 
submitted  to  Medicaid  and/or  the  patient  or  the 
family; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  through  its  House  of  Delegates 
ask  the  American  Medical  Association  to  reconcile 
this  disparity  between  the  two  divisions  of  HCFA  (e.g. 
Medicare  reimbursement  vs.  OBRA  regulations)  ei- 
ther to  facilitate  and  simplify  the  reimbursement  or 
change  the  requirements. 

Resolution  #3  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  Ad- 
visory Committee  on  Nursing  Home  Regulations  has 
done  a superb  job  in  trying  to  work  with  the  State  of 
Nebraska  Department  of  Health  with  reference  to 
OBRA  regulations  and  physicians  visits  in  nursing 
homes,  and 


WHEREAS,  an  article  was  recently  written  in  the 
NMA  News  after  a meeting  with  Mr.  Fred  Wright  that 
helped  to  clarify  this  situation,  and 

WHEREAS,  some  of  the  nursing  homes  are  taking 
issue  with  this  requirement  and  continuing  to  desire 
this  strict  enforcement  of  the  rules  as  far  as  visits  are 
concerned; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  advisory  committee  continue  its 
diligence  and  monitoring  of  the  OBRA  regulations  as 
they  impact  the  nursing  homes,  the  nursing  home 
residents  as  well  as  the  physicians  of  the  State  of 
Nebraska,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  work  with  the  Nursing  Home 
Association  in  educating  their  members  as  to  the  work 
done  by  the  NMA  and  Department  of  Health  to  help 
eliminate  unnecessary  physician  visits  and  stay  within 
the  federal  guidelines. 

Resolution  #16  read  as  follows: 

WHEREAS,  the  federal  OBRA-87  legislation  and 
implementing  regulations  mandate  that  all  nursing 
home  residents  receive  visits  from  his/her  personal 
physician  every  30  days  for  the  first  90  days  of 
residence  in  the  facility,  and  every  60  days  thereafter, 
regardless  of  the  resident's  state  of  health,  and 

WHEREAS,  these  same  regulations  require  a com- 
prehensive physical  examination  every  year,  regard- 
less of  the  state  of  the  resident's  health,  and 

WHEREAS,  there  is  no  medically-defensible  reason 
for  the  great  majority  of  these  visits,  and 

WHEREAS,  these  same  regulations  make  it  virtually 
impossible  for  the  attending  physician  or  the  nursing 
home  facility  to  suggest  that  the  resident  refuse  these 
unnecessary  visits,  and 

WHEREAS,  these  regulations  result  in  an  enor- 
mous drain  on  already-scarce  health  care  resources, 
to  the  benefit  of  virtually  no  one,  and 

WHEREAS,  in  order  to  receive  reimbursement  for 
these  unnecessary  visits,  attending  physicians  are 
forced  to  take  liberties  with  the  CPT  coding  system 
(Medicare  does  not  reimburse  for  "routine"  visits,  not 
prompted  by  a specific  diagnosis),  and 

WHEREAS,  such  legislation  and  regulation  has 
created  significant  difficulty  with  access  to  medical 
care  by  nursing  home  residents,  physicians  being 
generally  adverse  to  such  unnecessary,  arbitrary,  and 
capricious  utilization  of  scarce  health  care  resources, 
and 

WHEREAS,  such  legislation  and  regulation  has 
often  created  antagonism  and  hostility  between  nurs- 
ing home  facilities  and  attending  physicians, 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  Del- 
egates to  the  AMA  seek  the  intervention  by  the  AMA 
in  asking  for  a re-evaluation  of  these  requirements  by 
the  Health  Care  Financing  Administration. 

The  report  and  resolutions  were  considered  to- 
gether. Only  favorable  comments  were  heard  regard- 
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ing  these  resolutions  and  this  report.  Your  reference 
committee  would  like  to  call  to  the  special  attention  of 
the  membership  the  October  5,  1992  memorandum 
from  HCFA  to  Medicare  carriers  regarding  coverage 
of  payment  of  medically-necessary  physician  visits: 

"Federal  regulations  require  physicians  to 
visit  residents  in  skilled  nursing  facilities  (SNFs) 
and  nursing  facilities  (NFs)  at  least  once 
every  30  days  for  the  first  90  days  and  at  least 
once  every  60  days  thereafter.  These  visits 
and  all  other  medically-necessary  visits  are 
covered  under  Medicare  Part  B.  Carriers 
should  keep  in  mind  that  many  patients  now 
admitted  to  SNFs  and  NFs  have  acute  and 
chronic  conditions  of  sufficient  intensity  to 
require  frequent  physicians'  visits  (e.g.,  once 
a week,  once  a day)  as  long  as  these  visits  are 
medically  necessary,  they  are  covered  under 
Medicare  Part  B." 

Your  reference  committee  recognizes  that  this 
memorandum  does  not  address  all  issues  raised  by  the 
above  resolutions.  For  example,  it  appears  that  HCFA 
says  the  visits  are  necessary  and  that  the  carriers  need 
to  recognize  the  necessity  of  the  visits  but  it  does  not 
specify  which  code  numbers  one  should  use  to  bill  for 
these  visits. 

RECOMMENDATIONS: 

1 . The  report  of  the  NMA  Advisory  Committee  on 
Nursing  Home  Regulations  be  filed  for  information. 

2.  Resolution  #1  be  adopted. 

3.  Resolution  #3  be  adopted. 

4.  Resolution  #16  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Doctor  Cornelius  asked 
who  the  delegate  from  Omaha  was  who  wrote  por- 
tions of  the  resolutions  in  order  that  AMA  delegates 
might  obtain  background  information  on  the  issue.  It 
was  noted  Doctor  Forsman  had  input  on  the  matter. 
The  motion  was  seconded  and  passed. 

(5)  RESOLUTION  #15  - AD-HOC  COMMITTEE  ON 
NURSING  HOME  REGULATIONS  - LOSS  OF 
STATE  CONTROL  OVER  MEDICAL  DECISION- 
MAKING 

The  resolution  read  as  follows: 

WHEREAS,  laws  in  the  State  of  Nebraska  specify 
procedures  for  evaluating  the  competency  of  indi- 
viduals to  make  their  own  decisions  about  medical 
care  or  the  refusal  of  recommended  medical  care,  and 

WHEREAS,  there  are  specific  provisions  in  Ne- 
braska laws  for  designating  a guardian  to  look  after  the 
medical  well-being  of  individuals  declared  to  be  in- 
competent of  directing  their  own  medical  care,  and 

WHEREAS,  the  provisions  of  the  Federal  OBRA-87 
legislation,  as  pertaining  to  nursing  home  residents 
and  as  interpreted  by  HCFA,  frequently  take  such 
decisions  about  a resident's  care  out  of  the  hands  of 
the  state-established  legal  guardian,  and 

WHEREAS,  the  well-being  of  such  patients  is  often 
being  thereby  compromised; 


THEREFORE,  BE  IT  RESOLVED,  that  the  Delegates 
of  the  NMA  to  the  AMA  propose  to  the  AMA  Interim 
Session  of  the  House  of  Delegates  that  the  AMA  seek 
redress  of  this  issue  at  the  federal  level,  to  prevent 
federal  regulations  from  overturning  the  health  care 
decisions  of  state-appointed  legal  guardians. 

Only  favorable  testimony  was  received.  One  com- 
ment was  that  the  conflict  may  be  a matter  of  misinter- 
pretation on  the  part  of  the  federal  OBRA  reviewers. 
Your  reference  committee  feels  this  is  a timely  issue 
and  that  it  should  be  presented  at  the  AMA  Interim 
Session  of  the  House  of  Delegates  this  December. 

RECOMMENDATION: 

1.  Your  Reference  Committee  recommends  adop- 
tion of  Resolution  #15. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  It  was  noted  that  Doctor 
Robert  Osborne  was  the  author  of  this  resolution  and 
could  be  contacted  for  input  to  the  AMA  delegation. 
The  motion  was  seconded  and  passed. 

(6)  RESOLUTION  #1  0-  LANCASTER  COUNTY-  STATE 
HEALTH  SYSTEM  REFORM  AND  RESOLUTION 
#1 1 - LANCASTER  COUNTY-  NATIONAL  HEALTH 
SYSTEM  REFORM 

Resolution  #10  read  as  follows: 

WHEREAS,  Nebraska's  Blue  Ribbon  Coalition  and 
the  Inter-Agency  Health  Care  Advisory  Committee 
have  been  studying  health  system  reform  issues,  and 

WHEREAS,  the'Clinton  plan  is  expected  to  provide 
considerable  flexibility  for  states  to  implement  their 
own  versions  of  heath  system  reform,  and 

WHEREAS,  it  is  in  the  best  interests  of  organized 
medicine  to  present  a unified  front: 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  and  component  societies  coordi- 
nate their  efforts  to  develop,  in  cooperation  with  state 
government,  a system  of  health  reform  that  will  effec- 
tively serve  all  Nebraska  citizens  in  both  the  urban 
and  rural  areas,  and 

BE  IT  FURTHER  RESOLVED,  that  they  assist  their 
members  in  dealing  with  the  challenges  of  any  state 
health  system  reform  adopted. 

Resolution  #11  read  as  follows: 

WHEREAS,  the  Clinton  Administration  will  soon 
reveal  their  health  reform  plans,  and 

WHEREAS,  the  American  Medical  Association  has 
announced  that  they  will  invite  representatives  from 
county,  state  and  specialty  societies  for  a briefing 
when  the  plan  is  announced,  and 

WHEREAS,  it  is  in  the  best  interests  of  organized 
medicine  to  present  a unified  front; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  and  the  component  medical 
societies  coordinate  their  efforts  to  inform,  educate 
and  advocate  for  Nebraska's  physicians  on  the  critical 
aspects  of  the  plan  for  health  system  reform. 
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These  resolutions  were  considered  together.  Only 
favorable  testimony  was  received. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  adop- 
tion of  Resolutions  #10  and  #11. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(7)  RESOLUTION  #18  - METRO  OMAHA  - MEDICAL 
DIRECTOR,  DEPARTMENT  OF  INSURANCE 

The  resolution  read  as  follows: 

WHEREAS,  the  State  of  Nebraska  Department  of 
Insurance  has  no  physician  medical  director,  and 

WHEREAS,  the  Department  of  Insurance  has  no 
one  to  adjudicate  problems  between  physicians  and 
insurance  carriers,  and 

WHEREAS,  the  insurance  industry  is  well  repre- 
sented in  the  State  Department  of  Insurance,  and 

WHEREAS,  this  situation  places  physicians  in  an 
unequal  position  when  attempting  to  resolve  reim- 
bursement issues, 

THEREFORE,  BE  IT  RESOLVED,  that  NMA  initiate 
action  to  have  physician  representation  in  the  Ne- 
braska State  Department  of  Insurance. 

The  author  of  this  resolution  was  present  to  testify 
at  the  committee  meeting.  The  resolution  calls  upon 
the  NMA  to  initiate  action  to  have  physician  represen- 
tation in  the  Nebraska  Department  of  Insurance. 
Testimony  suggested  this  raises  several  complicated 
issues  and  that  alternative  modes  of  action  may  be 
available  to  the  NMA  to  address  the  specific  problems 
which  led  to  the  introduction  of  this  resolution. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  referral 
of  this  resolution  to  the  NMA  Board  of  Directors  for 
report  back  at  the  A-94  meeting. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Doctor  Butler  noted  the 
Department  of  Insurance  currently  has  no  power  to 
change  or  force  regulations  at  this  time  and  suggested 
the  NMA  work  in  this  regard.  The  motion  was  then 
seconded  and  passed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  BAS  A WHOLE. 
The  motion  was  seconded  and  passed. 

Respectfully  submitted, 

James  A.  Fosnaugh,  M.D.  Chairman,  Lincoln 
Richard  A.  Raymond,  M.D.,  Omaha 
Milton  R.  Johnson,  M.D.,  Scottsbluff 


Reference  Committee  C 

Reference  Committee  C considered  8 reports  and 
2 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 


(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#2,  RESOLUTION  #2  (A93)  MEDICARE  PAYMENT 
FOR  PSYCHIATRIC  & MENTAL  DISORDERS 

The  resolution  was  submitted  to  the  NMA  delega- 
tion to  the  AMA  House  of  Delegates  and  the  resolu- 
tion was  affirmed  as  a matter  of  AMA  House  policy  so 
that  no  action  was  required. 

RECOMMENDATION: 

1.  The  committee  recommends  that  this  item  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #3, 
RESOLUTION  #3  (A93)  MEDICARE 
REIMBURSEMENT 

It  was  noted  that  the  resolution  was  not  adopted  at 
the  Annual  Session  and  no  further  action  was  recom- 
mended. 

RECOMMENDATION: 

1.  The  committee  recommends  that  this  item  be 
filed. 

Considerable  discussion  ensued  on  the  floor  of  the 
House  and  it  was  noted  this  issue  has  been  addressed 
in  AMA  policy  and  the  AMA  continues  to  address  the 
problem.  Doctor  Hartman  noted  discontent  with  the 
AMA's  action  on  Medicare  reimbursement.  Doctor 
Hartman  made  a motion  the  NMA  delegation  to  the 
AMA  resubmit  its  resolution  regarding  Medicare  reim- 
bursement. The  AMA  delegation  pointed  out  that  the 
AMA  House  of  Delegates  has  reaffirmed  its  current 
policy  regarding  this  matter  and  continues  to  work  on 
the  Medicare  reimbursement  issue.  Doctor  Hartman 
withdrew  the  motion. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED  IN  DIS- 
CUSSION. The  motion  was  seconded  and  passed. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#6,  RESOLUTION  #6  (A93)  MEDICARE  FEE 
SCHEDULE 

The  committee  noted  that  the  resolution  addressed 
concern  with  the  reimbursement  for  primary  care 
services  and  because  it  has  been  a reaffirmation  of 
present  AMA  policy,  the  resolution  was  not  adopted 
at  the  Annual  Session.  It  was  recommended  that  this 
information  be  filed. 

RECOMMENDATION: 

1.  Your  committee  recommends  the  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#11,  RESOLUTION  #11  (A93)  LIMITATION  ON 
AMA  DELECATE/ALTERNATE  TERMS 

The  resolution  had  proposed  that  the  Commission 
on  Association  Affairs  develop  amendments  to  the 
bylaws  of  the  Association  to  provide  a maximum  of 
three,  two-year  terms.  This  resolution  had  not  been 
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adopted  at  the  Annual  Session  by  the  House  of 
Delegates.  The  Board  had  looked  into  this  matter 
further  and  concurred  with  the  House  that  no 
further  action  should  be  taken  regarding  the  pro- 
posals in  this  resolution. 

RECOMMENDATION: 

1 . Our  reference  committee  recommends  this  item 
be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #22, 
PHYSICIAN  NOMINEE  TO  THE  AMA  LEADER- 
SHIP CONFERENCE 

The  Board  report  indicated  the  selection  of  an 
NMA  member  to  attend  an  AMA  Leadership  Confer- 
ence is  a part  of  the  election  process  and  it  proposed 
the  selection  be  on  a rotational  basis.  Also,  it  was 
noted  the  Board  is  planning  to  consider,  in  depth,  the 
nominating  process  for  all  Association  elected  posi- 
tions. 

RECOMMENDATION: 

1 . Your  reference  committee  recommends  the  phy- 
sician nominee  to  the  AMA  Leadership  Conference 
be  selected  as  proposed  by  the  Board. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(6)  REPORT  OF  DELEGATE  TO  AMA 

Doctor  Roffman  was  present  to  discuss  his  report. 
There  was  a good  deal  of  testimony  and  discussion 
regarding  RBRVS  and  the  disappointment  with  the 
concept  and  the  fact  that  it  has  not  materialized  as  a 
mechanism  of  increased  reimbursement  for  primary 
care,  and  has  resulted  in  a substantial  decrease  in 
reimbursement  for  other  care.  The  examples  of  physi- 
cians leaving  practice  because  of  dissatisfaction  with 
reimbursement  levels  were  noted  by  the  committee. 

RECOMMENDATION: 

1 . The  committee  recommends  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(7)  REPORT  OF  DELEGATE  TO  THE  AMA  YPS,  AND 
REPORT  OF  AD-HOC  COMMITTEE  ON  YOUNG 
PHYSICIANS 

These  reports  were  considered  together.  Testi- 
mony was  heard  in  regard  to  a proposed  physician 
reference  book  suggested  by  the  Committee  and 
being  considered  by  the  Board.  This  book  could  be 
used  as  a reference  book  and  as  a recruiting  tool.  The 
publication  could  include  a description  of  the  Ne- 
braska Medical  Association  and  its  structure,  also 
including  practical  information  for  the  physician. 

RECOMMENDATIONS: 

1.  The  Committee  recommends  that  this  concept 
be  supported  and  further  studied  by  the  Board  of 


Directors.  There  was  discussion  of  the  fact  that  it 
might  be  prudent  and  good  public  relations  to  provide 
this  sort  of  reference  material  to  all  physicians  in  the 
state  whether  members  or  not.  The  cost  figures  of  this 
distribution  would  have  to  be  given  consideration. 

2.  The  Committee  recommends  the  two  reports  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(8)  RESOLUTION  #5  - LANCASTER  COUNTY-  FRAUD 
AND  ABUSE 

The  resolution  read  as  follows: 

WHEREAS,  we  recognize  that  fraud  and  abuse  can 
exist  in  medically  related  government  programs,  and 

WHEREAS,  that  fraud  and  abuse  can  exist  across 
the  spectrum  of  the  medical  system,  and 

WHEREAS,  physicians  share  a responsibility  to 
report  potentially  fraudulent  activities; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  and  component  societies  sup- 
port and  assist  in  any  programs  designed  to  curb  such 
fraud  and  abuse  where  it  might  occur. 

This  resolution  was  considered  and  testimony  was 
heard  regarding  this  resolution.  It  was  recommended 
that  a change  be  made  in  the  wording  of  the  resolu- 
tion to  be  amended  to  say  "Whereas,  physicians  share 
an  ethical  and  moral  responsibility  to  report  poten- 
tially fraudulent  activities,"  and  in  the  "THEREFORE,  BE 
IT  RESOLVED"  the  word  "any"  should  be  struck.  Testi- 
mony was  heard  regarding  better  dissemination  and 
understanding  of  the  mechanism  members  have  avail- 
able in  reporting  questions  of  fraud  and  abuse. 

RECOMMENDATION: 

1 . The  committee  recommends  that  this  resolution 
be  amended  as  proposed  above  and  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Suggestion  was  made  to 
have  the  Board  of  Directors  disseminate  to  the  mem- 
bership information  on  the  mechanism  as  to  how  they 
can  report  a potential  fraud  and  abuse  situation.  The 
motion  was  then  seconded  and  passed. 

(9)  RESOLUTION  #20  - C.J.  CORNELIUS,  M.D.  - USE 
OF  SERVICE  COMPONENT  OF  CPI  IN  HEALTH 
CARE  SYSTEM  REFORM 

The  resolution  read  as  follows: 

WHEREAS,  President  Clinton's  Health  Care  Reform 
proposal  will  be  unveiled  on  9-22-93,  and 

WHEREAS,  one  of  the  elements  of  that  proposal 
would  tie  increases  in  physician  reimbursement  to  the 
annual  increase  in  the  CPI,  and 

WHEREAS,  a number  of  the  components  which 
make  up  the  CPI  are  not  related  in  any  way  to  the  cost 
of  delivery  of  medical  care,  and 

WHEREAS,  the  cost  of  delivering  medical  care 
would  be  more  closely  reflected  by  the  increase  in 
cost  of  the  service  component  CPI; 
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THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  en- 
dorse the  use  of  the  services  component  of  CPI  if  the 
CPI  is  to  be  used  in  any  way  in  determining  the  annual 
increase  in  reimbursement  for  physician  services,  and 

BE  IT  FURTHER  RESOLVED,  that  the  NMA  request 
the  AMA  to  adopt  a similar  position  in  its  efforts  to 
obtain  equitable  reimbursement  for  physicians  in  any 
national  health  system  reform  proposal. 

Testimony  was  heard  from  Doctor  Cornelius  re- 
garding the  fact  that  the  consumer  price  index  as 
commonly  used  is  based  on  a number  of  factors  which 
do  not  really  directly  impact  the  cost  of  providing 
medical  care.  In  the  future,  it  is  to  be  expected  that 
adjustments  in  physician  reimbursement  may  well  be 
tied  to  the  consumer  price  index,  and  Doctor  Cornelius 
testified  that  it  would  be  much  more  appropriate  if 
reimbursement  levels  were  adjusted  according  to  the 
service  component  of  the  CPI  which  more  accurately 
reflects  the  costs  a physician  incurs  in  providing 
medical  services. 

RECOMMENDATION: 

1.  The  committee  recommends  adoption  of  Reso- 
lution #20  and  the  resolution  be  forwarded  to  the 
AMA  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  C AS  A WHOLE. 

I wish  to  thank  Doctor  Eilts  and  Doctor  Hinrichs  for 
their  excellent  participation  in  the  deliberations  of  this 
committee.  The  motion  was  seconded  and  passed. 

Respectfully  submitted, 

Gordon  D.  Adams,  M.D.,  Chm.,  Norfolk 
Jon  J.  Hinrichs,  M.D.,  Lincoln 
Susanne  E.  Eilts,  M.D.,  Omaha 

Reference  Committee  D 

Reference  Committee  D considered  10  reports 
and  The  Life  Membership/50-Year  Practitioner  re- 
quests. The  Reference  Committee  submits  the  follow- 
ing report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#8,  RESOLUTION  #8  (A93)  LIMITED  LIABILITY 
EXEMPTION  FOR  RETIRED  M.D.'S 

The  reference  committee  heard  testimony  that  the 
NMA  Ad-Hoc  Committee  on  Professional  Liability  has 
met  with  the  insurance  carriers  and  there  is  a favorable 
reaction  to  the  proposal.  At  the  current  time  the 
carrier  is  in  the  process  of  development  of  the  policy 
and  protocol  for  this  particular  type  of  practice.  There 
will  be  subsequent  reports  as  this  is  finalized. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 


(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#12,  RESOLUTION  #12  (A  93)  STUDENT  REPRE- 
SENTATIVE ON  THE  NMA  BOARD  OF  DIREC- 
TORS 

Your  reference  committee  heard  testimony  regard- 
ing the  placement  of  a student  representative  on  the 
NMA  Board  of  Directors  and  the  fact  that  the  Board 
feels  that  this  should  be  a pilot  study  lasting  four  years. 
The  reason  for  a pilot  study  being  proposed  was  that 
no  by-law  changes  would  be  necessary  during  the 
study  period  and  only  after  an  outcome  study  was 
accomplished  would  we  decide  whether  to  proceed 
with  this  for  the  long  term. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#13,  RESOLUTION  #13  (A  93)  FUNDING  FOR 
AMA  MEDICAL  STUDENT  SECTION  NATIONAL 
COMMITTEE  MEMBERS 

The  original  resolution  proposed  that  a fixed  amount 
of  funds  be  determined  annually  by  the  Board  of 
Directors  to  aid  in  sending  any  University  of  Nebraska 
College  of  Medicine  student  or  Creighton  University 
Medical  student  appointed  to  AMA  Medical  Student 
Section  National  Committees  to  the  AMA  Annual  and 
Interim  meetings,  providing  that  this  student  is  a 
member  of  both  the  AMA  and  NMA.  The  Nebraska 
Medical  Association  currently  provides  funding  assis- 
tance in  the  amount  of  $600  to  assist  with  incurred 
expenses  of  a medical  student  delegate  and  alternate 
delegate  when  they  attend  the  national  meetings  of 
the  AMA  Medical  Student  Section  in  June  and  Decem- 
ber of  each  calendar  year.  The  Board  of  Directors  has 
determined  that  consideration  will  be  given  in  the 
future  for  possible  special  funding  for  special  pur- 
poses i.e.,  students  selected  to  AMA  Medical  Student 
Section  committees  or  other  offices  or  positions.  The 
Board  has  determined  it  would  not  establish  a mecha- 
nism for  providing  funding  for  this  purpose  at  this 
time. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  portion  of  the  Board's  report  be  accepted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#23,  BOARD  APPOINTMENT 

Testimony  was  heard  that  a problem  exists  in 
finding  physicians  who  are  interested  in  serving  on  the 
various  state  boards  and  committees.  It  has  been 
proposed  that  Association  members  who  would  like 
to  serve  on  boards  and  committees  file  a letter  with 
the  NMA  office  in  order  to  build  a pool  of  interested 
physicians.  It  was  further  suggested  that  a request  for 
such  letters  be  forthcoming  in  the  Nebraska  Medical 
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Journal  along  with  a list  of  boards  and  commissions  to 
which  the  NMA  supplies  nominees. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  portion  of  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(5)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #24, 
MEMBERSHIP 

Testimony  was  heard  regarding  the  number  of 
members  of  the  NMA.  The  Association  has  gained  59 
new  members  in  1993,  in  addition  5 former  members 
have  been  reinstated.  There  are  currently  1,581  dues 
paying  members  of  the  Association  and  265  life  and 
associate  members.  This  membership  comprises  64% 
of  Nebraska's  2,861  physicians.  The  total  membership 
thus  far  in  1993  is  somewhat  lower  than  the  member- 
ship reported  at  the  end  of  1992.  It  was  pointed  out 
that  this  is  largely  in  the  student  section  and  that  the 
student  membership  recruitment  cycle  is  just  begin- 
ning. It  is  anticipated  that  student  membership  be- 
tween now  and  the  end  of  the  year  will  provide  for  a 
greater  number  of  total  members  than  were  enrolled 
in  1992. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(6)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#25,  FINANCES 

Testimony  was  heard  that  the  1993  budget  of 
$681,441.00  reflects  a 3.8%  increase  over  1992,  the 
expenditures  are  following  the  projected  budget,  and 
the  year  is  anticipated  to  be  completed  as  planned. 
Participation  in  endorsed  plans  is  recommended  as 
this  keeps  down  dues  levels,  and  members  are  encour- 
aged to  take  part  in  products  and  services  endorsed 
by  the  Association  as  follows:  Blue  Cross/Blue  Shield 
health  plan,  Bartling  and  Hinkle  collection  services, 
Lincoln  Telecommunication  products,  including  of- 
fice phone  systems,  pagers,  cellular  phones  and  FAX 
machines,  the  NMA  Gold  Card,  and  the  recently 
endorsed  long-term  care  package. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
portion  of  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(7)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#26,  NMA  BLUE  CROSS/BLUE  SHIELD  HEALTH 
INSURANCE  PLAN 

Testimony  was  heard  that  there  are  now  485  phy- 
sicians who  are  insured  under  the  Blue  Cross/Blue 
Shield  Health  Plan.  The  carrier  has  reported  that  there 


will  be  no  rate  increase  for  the  next  year.  Association 
members  are  encouraged  to  join  this  particular  health 
plan,  as  a portion  of  the  premium  dollar  is  returned  to 
the  Nebraska  Medical  Association. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
portion  of  the  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(8)  LIFE  MEMBERSHIP  REQUESTS,  ASSOCIATE  MEM- 
BERSHIP, AND  1994  50-YEAR  PRACTITIONERS 

REQUESTS  FOR  LIFE  MEMBERSHIP 

BUFFALO  COUNTY  MEDICAL  SOCIETY 
Merle  E.  Sjogren,  M.D.,  Lincoln 

HALL  COUNTY  MEDICAL  SOCIETY 
C.  Dean  McGrath,  M.D.,  Grand  Island 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Ray  O.  Gillies,  Jr.,  M.D.,  Omaha 
Harry  E.  Keig,  M.D.,  Papillion 

REQUEST  FOR  ASSOCIATE  MEMBERSHIP 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Herbert  E.  Reese,  M.D.,  Lincoln 

FIFTY  YEAR  PRACTITIONERS 
1994  ANNUAL  SESSION 

HALL  COUNTY  MEDICAL  SOCIETY 
Warren  G.  Bosley,  M.D.,  Grand  Island 

LANCASTER  COUNTY  MEDICAL  SOCIETY 
Paul  G.  Goetowski,  M.D.,  Walton 
Jack  M.  Stemper,  M.D.,  Lincoln 
John  G.  Wiedman,  M.D.,  Lincoln 

METROPOLITAN  OMAHA  MEDICAL  SOCIETY 
Ralph  L.  Cassel,  M.D.,  Omaha 
John  D.  Coe,  M.D.,  Omaha 
Edward  K.  Connors,  M.D.,  Omaha 
Merrill  T.  Eaton,  M.D.,  Omaha 
Richard  J.  Fangman,  M.D.,  Omaha 
Leland  J.  Olson,  M.D.,  Omaha 
Peyton  T.  Pratt,  M.D.,  Omaha 
Barney  B.  Rees,  M.D.,  Omaha 
Charles  M.  Root,  M.D.,  Fort  Myers  Beach,  FL 
William  L.  Rumbolz,  M.D.,  Omaha 
Stanley  M.  Truhlsen,  M.D.,  Omaha 

YORK  COUNTY  MEDICAL  SOCIETY 
Wilbert  E.  Hieb,  M.D.,  Henderson 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
the  proposed  names  be  approved. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(9)  REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  GALLERY 

Several  items  appear  in  the  report  of  the  Ad-Hoc 
Committee  on  Health  Gallery.  First,  the  University 
would  have  to  pledge  proposed  space  on  the  fourth 
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floor  of  the  museum  for  occupation  by  the  Gallery. 
This  would  replace  prior  space  not  suited  to  the 
Gallery's  use. 

Secondly,  there's  a need  for  the  University  Founda- 
tion to  include  the  Health  Gallery  in  their  major  fund 
drive  planned  in  the  near  future.  These  are  funds 
currently  being  held  by  the  NMA  which  amount  to 
approximately  $100,000.00.  Matching  funds  are 
needed  from  the  University  Foundation  which  would 
make  total  funds  available,  approximately  of 
$200,000.00.  It  is  felt  that  it  is  possible  to  obtain  the 
additional  matching  funds  to  bring  the  total  to  $400- 
500,000.00.  With  this  level  of  funding  it  is  the  opinion 
that  a first  class  innovative  health  gallery  could  be 
constructed.  General  plans  for  this  were  approved  by 
the  committee  and  plans  were  made  to  meet  with  the 
University  of  Nebraska  Foundation  and  Chancellor 
Spanier.  Subsequently,  a written  commitment  was 
obtained  to  include  the  Health  Gallery  in  the  Founda- 
tion Fund  Drive  and  as  a priority  of  the  museum,  the 
space  will  be  pledged. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(10)  REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  PROFESSIONAL  LIABILITY 

It  was  reported  that  the  Nebraska  rate  is  generally 
below  the  national  average  of  claims  per  100  physi- 
cians. Nebraska  is  consistently  below  the  national 
average  in  pure  premium  category.  Nebraska's  claims 
made  liability  rate  for  the  premium  is  the  lowest  in  the 
midwestern  states  and  is  the  third  lowest  premium 
nationwide.  Only  Arkansas  and  South  Dakota  have 
lower  rates  than  Nebraska.  The  top  allegations  by 
frequency  in  Nebraska  1988-1992  were  both  compli- 
cations of  surgery  and  proper  treatment  during  exami- 
nation, failure  to  diagnose  cancer,  improper  treat- 
ment related  to  birth,  inadvertent  acts  during  surgery, 
improper  treatment  producing  infection,  improper 
treatment  producing  drug  side  effect,  inappropriate 
procedure  for  surgery,  failure  to  diagnose  infection, 
improper  treatment  with  an  incorrect  medication. 

In  this  report  also  was  testimony  regarding  the 
proposed  liability  policy  for  former  policy  holders 
currently  retired  from  medicine  who  possess  a valid 
reporting  endorsement  and  medical  license.  The  lim- 
its of  liability  would  be  $200,000.00  per  claim, 
$600,000.00  annual  aggregate.  The  coverage  would 
be  restricted  to  programs  in  which  the  physician 
receives  no  remuneration.  No  coverage  would  be 
provided  for  obstetrical,  prenatal  or  invasive  proce- 
dures and  estimated  annual  premium  would  be  ap- 
proximately $100.00.  Upon  retirement  from  the  vol- 
unteer project,  $t.  Paul  would  issue  a reporting  en- 
dorsement free  of  charge  for  these  activities.  Part  of 
the  discussion  of  the  proposal  would  include  NMA's 
participation  in  the  program,  as  we  would  be  asked  to 
certify  eligible  programs.  These  programs  would  be 
specifically  community  health  centers  for  the  indigent, 
low  risk  screening  and  examination,  community  out- 
reach, medical  education  and  public  health. 


RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  5PEAKER,  I MOVE  THE  ADOPTION  OF  THI5 
5ECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(11)  REPORT  OF  THE  CON  WORKING  GROUP 

Testimony  was  heard  that  there  is  a concern  in  the 
monitoring  of  quality  of  care  delivered  in  a non 
traditional  setting,  specifically,  the  Director  of  the 
Department  of  Health  is  concerned  with  care  previ- 
ously reserved  for  delivery  in  a hospital  in-patient 
setting  now  frequently  delivered  in  the  out-patient 
setting.  Legislation  has  been  introduced  enabling  this 
particular  type  of  monitoring  to  be  done  under  the 
aegis  of  "certificate  of  need".  There  is  a concern  that 
this  is  an  inappropriate  agency  for  the  monitoring  of 
the  quality  of  care  delivery.  Traditionally  the  certificate 
of  need  legislation  was  to  cover  capital  construction 
and  acquiring  of  equipment  and  diagnostic  devices. 
The  majority  of  states  no  longer  have  this  type  of 
legislation,  and  Nebraska  is  only  one  of  six  states  with 
this  legislation  remaining  on  the  books. 

Testimony  was  heard  that  the  NMA  is  interested  in 
assisting  the  monitoring  of  good  quality  care  and  the 
appropriateness  of  care  in  a cooperative  arrangement 
with  the  $tate  Health  Department.  The  impression  is 
that  the  CON  law  is  the  wrong  vehicle  and  more 
appropriate  settings  should  be  explored  with  the 
Health  Department. 

RECOMMENDATION: 

1.  We  refer  this  item  to  the  Board  of  Directors  for 
further  monitoring. 

MR.  5PEAKER,  I MOVE  THE  ADOPTION  OF  THI5 
5ECTION  OF  OUR  REPORT.  This  motion  was  sec- 
onded and  passed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  DAS  A WHOLE. 
The  motion  was  seconded  and  passed. 

Respectfully  submitted, 

David  L.  Bacon,  M.D.,  Chairman,  Kearney 
Allen  D.  Dvorak,  M.D.,  Omaha 
M.  Jack  Mathews,  M.D.,  Lincoln 


Reference  Committee  E 

Reference  Committee  E considered  8 reports  and 
6 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1 ) REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #5, 
RESOLUTION  #5  (A93)  ECONOMIC  CRE- 
DENTIALS 

Testimony  was  not  heard  in  reference  to  this. 
RECOMMENDATION: 

1.  The  committee  recommends  that  this  item  be 
filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 
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(2)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #9, 
RESOLUTION  #9  (A93)  REGULATION  OF  THE 
MEDICAL  PROFESSION 

No  testimony  was  heard  in  reference  to  this  item. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(3JREPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #17, 
"PHYSICIANS  CHECKED",  A REPORT  ON  THE 
DISCIPLINE  OF  THE  PROFESSION 

No  testimony  was  given  in  reference  to  this  item. 

RECOMMENDATION: 

1.  We  recommend  that  this  item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(4)  REPORT  OF  BOARD  OF  DIRECTORS,  ITEM  #18, 
PHYSICIAN  DISCIPLINE  LEGISLATION 

Testimony  was  heard  in  reference  to  this  and 
concerns  were  expressed  that  the  task  force  would 
not  have  a physician  on  it.  Testimony  also  was  heard 
that  the  Association  should  continue  providing  input 
not  only  to  the  task  force,  but  also  to  Governor  Nelson 
in  reference  to  the  discipline  of  health  professionals. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 
Doctor  Cornelius  moved  the  NMA  leadership  re- 
quest a meeting  with  Governor  Nelson  regarding  the 
task  force  and  the  lack  of  involvement  of  knowledge- 
able NMA  physicians  in  the  deliberations  and  plan- 
ning as  this  committee  considers  this  issue.  The  mo- 
tion was  seconded.  It  was  noted  the  Governor  had  not 
contacted  any  physicians  to  participate  in  the  task 
force  as  promised.  Doctor  Shapiro  noted  the  Associa- 
tion office  has  been  contacted  and  asked  for  input  on 
the  physician  discipline  process.  He  stated  legal  coun- 
sel has  reviewed  the  document  as  have  several  NMA 
physician  members  and  recommendations  have  been 
submitted  to  the  task  force.  Suggestion  was  made  that 
Doctors  Dunlap  and  Sage  be  involved  with  the  review 
of  the  discipline  regulations.  Suggestion  was  made  to 
communicate  with  Doctor  Horton  who  is  involved 
with  the  task  force.  The  motion  passed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(5)  REPORT  OF  THE  BOARD  OF  EXAMINERS  IN 
MEDICINE  AND  SURGERY 

There  was  no  one  to  give  testimony  in  reference  to 
this  report. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 


onded and  passed. 

(6)  REPORT  OF  THE  STATE  DEPARTMENT  OF  HEALTH 

Doctor  Mark  Horton  was  not  available  to  give 
testimony  today  and  no  further  testimony  was  heard 
from  others  in  the  reference  committee. 

RECOMMENDATION: 

1.  We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  motion  was  sec- 
onded and  passed. 

(7)  REPORT  OF  COMMISSION  ON  LEGISLATION  & 
GOVERNMENTAL  AFFAIRS 

Testimony  was  given  for  informational  purposes 
only.  Testimony  was  also  heard  that  the  nurse  practi- 
tioners are  in  the  process  of  proposing  they  become 
independent  practitioners,  and  the  Commission  on 
Legislation  and  Governmental  Affairs  is  monitoring 
this  closely. 

RECOMMENDATION: 

1 . We  recommend  that  this  report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(8)  REPORT  OF  NMA  RADIATION  SAFETY 
WORKING  GROUP 

Considerable  and  lengthy  testimony  has  heard  in 
reference  to  this.  All  agreed  that  standards  are  needed, 
but  the  question  remains  as  to  who  will  establish  the 
standards  and  whether  there  should  be  different  levels 
of  standards  to  meet  the  complexity  levels  of  x-rays. 
Points  were  made  repeatedly  regarding  quality  and 
safety  issues.  Points  were  also  made  as  to  patient 
access  and  the  cost  of  the  patient.  David  Buntain 
stated  that  legislation  is  in  place  for  1 6 hours  of  course 
work  and  that  the  Department  of  Health  has  to  justify 
the  return  to  the  1 00  hour  course  for  the  credentialing 
process,  and  the  every  two  year  renewal  of  creden- 
tials. 

RECOMMENDATIONS: 

1 . It  is  recommended  that  the  NMA  continue  to  be 
active  in  the  outcome  of  this  important  issue,  and  that 
the  Association  remain  actively  involved  in  negotia- 
tions. 

2.  The  reference  committee  recommends  that  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(9)  RESOLUTION  #4  - METRO  OMAHA  - CLIA  IN- 
SPECTION OF  DERMATOLOGY  OFFICES  FOR 
THE  PURPOSE  OF  CERTIFYING  COMPETENCY 
IN  DERMATOPATHOLOGY 

The  resolution  read  as  follows: 

WHEREAS,  CLIA  '88  has  designated  as  moderately 
complex  labs  those  dermatology  offices  where 
histopathology  slides  are  professionally  interpreted, 
and 
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WHEREAS,  physical  inspection  of  these  moder- 
ately complex  labs  requires  at  least  one  person  from 
the  State  of  Nebraska  to  travel  to  the  physician's  office 
at  the  physician's  expense,  and 

WHEREAS,  the  actual  determination  of  compe- 
tency to  perform  interpretation  of  histopathologic 
slides  rests  solely  with  visual  inspection  of  the 
physician's  copy  of  American  Board  of  Dermatology 
certification,  and 

WHEREAS,  the  above  information  can  be  ascer- 
tained more  easily  and  much  less  expensively  by  mail 
rather  than  physical  inspection; 

THEREFORE,  BE  IT  RESOLVED,  that  physical  in- 
spection of  dermatology  offices  for  the  purpose  of 
certifying  competency  to  interpret  histopathologic 
slides,  based  on  visual  inspection  of  the  American 
Board  of  Dermatology  certificate,  be  accomplished  by 
mail  rather  than  by  means  of  an  expensive  and  unnec- 
essary visit  by  state  personnel,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  through  its  House  of  Delegates 
ask  the  American  Medical  Association  to  petition  for 
relief  of  this  burdensome  CLIA  '88  requirement  to 
facilitate  lowering  the  costs  of  health  care  delivery. 

Testimony  was  heard  from  the  author  of  this  reso- 
lution. 

RECOMMENDATION: 

1.  It  is  recommended  by  your  reference  commit- 
tee that  this  resolution  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  motion  was  sec- 
onded and  passed. 

(10)  RESOLUTION  #6  - LANCASTER  COUNTY  - 
WILLING  PROVIDER 

The  resolution  read  as  follows: 

WHEREAS,  most  managed  care  networks  limit  their 
membership  to  physicians  selected  on  the  basis  of 
quality,  experience,  and  willingness  to  accept  dis- 
counted or  risk-based  reimbursement,  and 

WHEREAS,  several  states  have  passed  "any  willing 
provider"  statutes  that  require  PPO's  and  other  man- 
aged care  entities  to  accept  any  physician  who  meets 
the  network's  credentialing  criteria; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Board  of 
Directors  of  the  Nebraska  Medical  Association  study 
the  issue  to  determine  if  "willing  provider"  legislation 
is  appropriate  for  physicians  in  Nebraska. 

Lengthy  testimony  was  heard  in  reference  to  this. 
Through  testimony  it  was  revealed  that  14  states  have 
legislation  in  reference  to  this  and  the  AMA  also  has 
model  legislation.  Testimony  was  in  favor  of  this 
resolution.  It  was  revealed  that  the  1992  session  had 
a similar  resolution  but  it  was  seemingly  tied  up  in 
legal  opinion.  Your  reference  committee  heard  testi- 
mony from  one  of  the  authors  for  this  resolution  who 
proposed  amending  the  resolution  by  adding  three 
additional  whereases  as  follows:  "WHEREAS,  restric- 
tion of  patient  choice  of  providers  can  disrupt  existing 
physician/patient  relationships  and  continuity  of  care 
and,  WHEREAS,  such  disruption  may  impair  the  qual- 
ity of  care,  and  WHEREAS,  physicians  are  the  best 


advocates  for  the  patient,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  NMA  support  preservation  of  the 
patient  choice  of  providers  and  that  the  Board  of 
Directors  of  the  NMA  study  the  issue  to  determine 
whether  willing  provider  legislation  is  appropriate  for 
Nebraska. 

The  revised  resolution  would  then  read  as  follows: 

"WHEREAS,  most  managed  care  networks  do  not 
offer  open  participation  to  all  physicians,  and 

WHEREAS,  managed  care  networks  limit  their  mem- 
bership to  physicians  selected  on  the  basis  of  quality, 
experience,  and  willingness  to  accept  discounted  or 
risk-based  reimbursement,  and 

WHEREAS,  several  states  have  passed  "any  willing 
provider"  statutes  that  require  PPOs  and  other  man- 
aged care  entities  to  accept  any  physician  who  meets 
the  network's  credentialing  criteria,  and 

WHEREAS,  restriction  of  patient  choice  of  provid- 
ers can  disrupt  existing  physician/patient  relation- 
ships and  continuity  of  care,  and 

WHEREAS,  such  disruption  may  impair  the  quality 
of  care,  and 

WHEREAS,  physicians  are  the  best  advocates  for 
the  patient; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  sup- 
port preservation  of  the  patient  choice  of  providers 
and  the  Board  of  Directors  of  the  NMA  study  the  issue 
to  determine  whether  willing  provider  legislation  is 
appropriate  for  Nebraska." 

RECOMMENDATION: 

1.  The  recommendation  of  your  reference  com- 
mittee is  that  this  resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(11)  RESOLUTION  #7  - LANCASTER  COUNTY  - 
ANTITRUST  LAWS 

The  resolution  read  as  follows: 

WHEREAS,  the  likelihood  of  substantial  modifica- 
tions of  antitrust  laws  at  the  federal  level  will  probably 
not  occur,  and 

WHEREAS,  states  are  not  expected  to  have  any 
greater  success  of  such  modifications,  and 

WHEREAS,  a state  can  limit  the  application  of  its 
own  antitrust  laws,  but  cannot  limit  the  application  of 
federal  antitrust  laws  unless  it  meets  the  criteria  of  the 
"state  action  exemption"; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  seek  to  enact  appropriate  state 
antitrust  laws  including  those  requiring  a state  action 
exemption  which  will  result  in  greater  access  to  health 
care,  higher  quality  and  cost  savings  for  the  citizens  of 
the  State  of  Nebraska. 

Testimony  was  heard  in  reference  to  this.  It  was 
brought  out  in  testimony  that  one  does  not  avoid  the 
Federal  Trade  Commission,  but  one  must  agree  to 
state  regulation  at  the  Attorney  General's  office  level. 
Testimony  was  heard  from  David  Buntain  in  reference 
to  this.  LB  81  7 was  prepared  by  the  Nebraska  Hospital 
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Association  and  at  one  time  the  NMA  was  to  be 
enjoined  in  this  legislation,  but  it  was  decided  the 
Hospital  Association  would  stand  alone  in  reference 
to  this.  Testimony  was  also  heard  from  Mr.  Buntain 
that  LB  81  7 should  probably  be  enacted  and  then  have 
the  NMA  study  legislation  to  see  if  this  could  be 
introduced  on  our  own.  Your  reference  committee 
proposes  to  amend  the  resolution  to  read:  THERE- 
FORE, BE  IT  RESOLVED,  that  the  NMA  through  an 
appropriate  committee  study  our  state  antitrust  laws 
and  investigate  possible  avenues  of  addressing  this 
issue." 

The  revised  resolution  would  read  as  follows: 

"WHEREAS,  the  likelihood  of  substantial  modi- 
fications of  antitrust  laws  at  the  federal  level  will 
probably  not  occur,  and 

WHEREAS,  states  are  not  expected  to  have 
any  greater  success  of  such  modifications,  and 

WHEREAS,  a state  can  limit  the  application  of 
its  own  antitrust  laws,  but  cannot  limit  the 
application  of  federal  antitrust  laws  unless  it 
meets  the  criteria  of  the  "state  action  exemp- 
tion;1' 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA 
through  an  appropriate  committee  study  our 
state  antitrust  laws  and  investigate  possible  av- 
enues of  addressing  this  issue." 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  adop- 
tion of  this  resolution  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(12)  RESOLUTION  #8  - LANCASTER  COUNTY  - 
DEEMED  STATUS 

The  resolution  read  as  follows: 

WHEREAS,  there  are  certain  key  regulatory  func- 
tions that  will  be  necessary  for  the  success  of  health 
system  reform  plans  and  which  are  uniquely  within  the 
purview  of  physicians  to  carry  out,  and 

WHEREAS,  these  are  the  new  standard  setting 
activities  for  the  delivery  of  physician  services,  includ- 
ing the  development  of  practice  parameters,  the  mea- 
surement of  patient  outcomes,  the  collection  and 
analysis  of  outcomes  data,  the  reporting  of  outcomes, 
and  similar  activities,  and 

WHEREAS,  physicians  and  medical  societies  are 
best  suited  to  do  this  standard  setting  the  same  way 
that  the  accreditation  of  medical  education  and  hos- 
pitals has  been  delegated  to  organized  medicine; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  develop  legislation  to  allow  phy- 
sicians, through  their  county  and  state  medical  societ- 
ies, to  perform  functions  such  as’  practice  parameter 
development  and  similar  activities  when  health  sys- 
tem reform  is  developed  in  Nebraska. 

This  resolution  prompted  a considerable  amount  of 
discussion  and  testimony.  Testimony  was  heard  from 
MOMS  in  reference  to  this  resolution  and  support  was 
given.  The  reference  committee  recommends  the 


"resolved"  be  changed  to  read:  "THEREFORE,  BE  IT 
RESOLVED,  that  the  NMA  develop  legislative  lan- 
guage which  would  allow  physicians,  through  their 
county  and  state  medical  societies,  to  perform  moni- 
toring functions  when  health  system  reform  legislation 
is  considered  in  Nebraska." 

The  revised  resolution  would  read  as  follows: 

"WHEREAS,  there  are  certain  key  regulatory 
functions  that  will  be  necessary  for  the  success  of 
health  system  reform  plans  and  which  are  uniquely 
within  the  purview  of  physicians  to  carry  out,  and 

WHEREAS,  these  are  the  new  standard  setting 
activities  for  the  delivery  of  physician  services, 
including  the  development  of  practice  param- 
eters, the  measurement  of  patient  outcomes,  the 
collection  and  analysis  of  outcomes  data,  the 
reporting  of  outcomes,  and  similar  activities,  and 

WHEREAS,  physicians  and  medical  societies 
are  best  suited  to  do  this  standard  setting  the 
same  way  that  the  accreditation  of  medical  edu- 
cation and  hospitals  has  been  delegated  to  orga- 
nized medicine; 

THEREFORE,  BE  IT  RESOLVED  that  the  NMA 
develop  legislative  language  which  would  allow 
physicians,  through  their  county  and  state  medi- 
cal societies,  to  perform  monitoring  functions 
when  health  system  reform  legislation  is  consid- 
ered in  Nebraska." 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(13)  RESOLUTION  #9  - LANCASTER  COUNTY  - 

NEGOTIATED  RULE  MAKING 

The  resolution  read  as  follows: 

WHEREAS,  health  system  reform  will  dramatically 
increase  the  amount  of  regulation  experienced  by 
physicians,  and 

WHEREAS,  influence  is  desired  to  allow  physicians 
to  have  an  opportunity  to  advocate  their  beliefs  about 
what  is  best  for  patients  and  the  public  and  protect 
their  own  economic  interest,  and 

WHEREAS,  negotiated  rulemaking  is  a procedure 
set  forth  in  the  federal  Negotiated  Rulemaking  Act  of 
1990,  5 U.S.C.  §581  et  sen: 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  use  the  federal  act  as  a guide  and 
draft  a negotiated  rule  making  statute  that  is  better 
tailored  to  the  provisions  of  medical  care  for  the 
citizens  of  the  State  of  Nebraska. 

Testimony  was  in  favor  of  this  resolution.  It  was 
suggested  the  resolved  should  read  "THEREFORE,  BE 
IT  RESOLVED,  the  NMA  use  the  Negotiated  Rulemaking 
Act  of  1 990,  5 USC,  §581 , et.  seq.  as  a guide  and  draft 
a negotiated  rulemaking  statute  that  is  better  tailored 
to  the  provision  of  medical  care  for  the  citizens  of 
State  of  Nebraska." 
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The  revised  resolution  would  read  as  follows: 

"WHEREAS,  health  system  reform  will  dramati- 
cally increase  the  amount  of  regulation  experi- 
enced by  physicians,  and 

WHEREAS,  influence  is  desired  to  allow  physi- 
cians to  have  an  opportunity  to  advocate  their 
beliefs  about  what  is  best  for  patients  and  the 
public  and  protect  their  own  economic  interests, 
and 

WHEREAS,  negotiated  rulemaking  is  a proce- 
dure set  forth  in  the  federal  Negotiated  Rulemaking 
Act  of  1990,  5 U.S.C.  § 581  et  seo: 

THEREFORE,  BE  IT  RESOLVED,  the  NMA  use 
the  Negotiated  Rulemaking  Act  of  1 990,  5 U.S.C. 
§581  et  seq  as  a guide  and  draft  a negotiated 
rulemaking  statute  that  is  better  tailored  to  the 
provisions  of  medical  care  for  the  citizens  of  the 
State  of  Nebraska." 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
this  resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(14)  RESOLUTION  #13  - METRO  OMAHA - 

ECONOMIC  CREDENTIALING  OF  PHYSICIANS 

The  resolution  read  as  foilows: 

WHEREAS,  economic  credentialing  is  defined  as 
the  use  of  economic  criteria  unrelated  to  quality  of 
care  or  professional  competency  in  determining  an 
individual's  qualifications  for  initial  or  continuing  hos- 
pital medical  staff  membership  privileges,  and 

WHEREAS,  we  strongly  oppose  the  practice  of 
economic  credentialing,  and 

WHEREAS,  physicians  should  continue  to  work 
with  their  hospital  boards  and  administrators  to  de- 
velop appropriate  educational  uses  of  physician  hos- 
pital utilization  and  related  financial  data  and  that  any 
such  data  collected  be  reviewed  by  professional  peers 
and  shared  with  the  individual  physicians  from  whom 
it  was  collected,  and 

WHEREAS,  physicians  should  attempt  to  assure 
provision  in  their  hospital  medical  staff  in  decisions  to 
grant  or  maintain  exclusive  contracts  or  to  close 
medical  staff  departments; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Nebraska 
Medical  Association  review  the  Nebraska  state  stat- 
utes with  regard  to  economic  credentialing  and,  as 
appropriate,  seek  modifications  therein,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  draft  legislation  that  would  ac- 
knowledge the  role  of  the  medical  staff  in  the  hospital 
medical  staff  credentialing  process  and  assure  various 
elements  of  medical  staff  self-governance,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  will  study  and  address  the  issues 
posed  by  the  use  of  economic  credentialing  in  other 
health  care  settings  and  delivery  systems  in  the  State 
of  Nebraska. 


A similar  resolution  was  brought  before  the  House 
of  Delegates  in  1993  also  sponsored  by  the  Metro 
Omaha  Medical  Society.  Testimony  was  heard  from 
this  society  that  this  resolution  was  to  address  this  on 
a state  level  and  the  previous  resolution  did  not 
address  managed  care.  Testimony  was  heard  that  it 
would  probably  not  be  proper  to  have  this  addressed 
by  legislation. 

The  committee  recommends  the  resolution  be 
amended  as  follows: 

"WHEREAS,  economic  credentialing  is  defined 
as  the  use  of  economic  criteria  unrelated  to 
quality  of  care  or  professional  competency  in 
determining  an  individual's  qualifications  for  ini- 
tial or  continuing  hospital  medical  staff  member- 
ship privileges,  and 

WHEREAS,  we  strongly  oppose  the  practice  of 
economic  credentialing,  and 

WHEREAS,  physicians  should  continue  to  work 
with  their  hospital  boards  and  administrators  to 
develop  appropriate  educational  uses  of  physi- 
cian hospital  utilization  and  related  financial  data 
and  that  any  such  data  collected  be  reviewed  by 
professional  peers  and  shared  with  the  individual 
physicians  from  whom  it  was  collected,  and 

WHEREAS,  physicians  should  attempt  to  assure 
provision  in  their  hospital  medical  staff  bylaws  of 
an  appropriate  role  for  the  medical  staff  in  deci- 
sions to  grant  or  maintain  exclusive  contracts  or 
to  close  medical  staff  departments; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  review  the  Nebraska 
state  statutes  with  regard  to  economic  cre- 
dentialing and,  as  appropriate,  seek  modifica- 
tions therein,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  acknowledge  the  role  of  the 
medical  staff  in  the  hospital  medical  staff  cre- 
dentialing process  and  assure  various  elements  of 
medical  staff  self-governance,  and 

BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  will  study  and  address  the 
issues  posed  by  the  use  of  economic  credentialing 
in  other  health  care  settings  and  delivery  systems 
in  the  State  of  Nebraska." 

RECOMMENDATION: 

1.  The  recommendation  of  your  reference  com- 
mittee is  that  this  resolution  be  adopted  as  amended. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  E AS  A WHOLE. 
The  motion  was  seconded  and  passed. 

Respectfully  submitted, 

John  L.  Reed,  M.D.,  Chm.,  Lincoln 
Chris  E.  Wilkinson,  M.D.,  Kearney 
John  C.  Sage,  M.D.,  Omaha 
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Doctor  Caudill  discussed  the  impact  of  allied  health 
professionals  in  the  delivery  of  care  and  their  wish  to 
expand  their  scope  of  practice.  He  urged  the  NMA 
take  a positive  approach  to  the  expansion  of  care 
proposals  and  review  carefully  how  mid-level  practi- 
tioners integrate  appropriately  into  the  quality  deliv- 
ery of  health  care  and  support  those  types  of  mea- 
sures. 

Reference  Committee  F 

Reference  Committee  F considered  10  reports  and 
2 resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#1,  RESOLUTION  #1  (A93)  STATE  IMMUNIZA- 
TION PROGRAM  COORDINATION  WITH  PHY- 
SICIANS; REPORT  OF  THE  BOARD  OF  DIREC- 
TORS, ITEM  #4,  RESOLUTION  #4  (A93)  STATE 
IMMUNIZATION  PROGRAM;  REPORT  OF  THE 
BOARD  OF  DIRECTORS,  ITEM  #10,  RESOLU- 
TION #10  (A93)  EDUCATION  OF  PARENTS  RE- 
GARDING IMMUNIZATIONS 

These  items  were  all  considered  together.  These 
three  items  concerned  resolutions  from  the  Annual 
Session  which  the  Board  of  Directors  referred  to  the 
Ad-Hoc  Committee  on  Maternal  and  Child  Health. 
Your  reference  committee  heard  much  discussion 
concerning  these  resolutions.  Dr.  Larry  Bausch  was 
present  and  addressed  the  concerns  of  the  commit- 
tee. His  committee  is  in  the  process  of  implementing 
these  resolutions  and  at  the  present  time  programs  are 
underway  for  their  implementation.  The  Ad-Hoc  Com- 
mittee on  Maternal  and  Child  Health  is  working  with 
the  State  Department  of  Health  to  address  these 
concerns  and  progress  is  being  made.  It  was  noted 
that  the  formation  of  a subcommittee  specifically 
composed  for  the  purpose  of  addressing  the  problems 
of  immunization  may  well  be  carried  out.  We  antici- 
pate further  reports  at  future  Sessions  of  the  Associa- 
tion. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  these 
items  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(2)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#20,  LIMITED  LICENSE  PRACTITIONERS  AND 
ALLIED  HEALTH  PERSONNEL 

Considerable  discussion  was  heard  regarding  this 
report.  Representatives  of  the  NMA  Board  of  Direc- 
tors were  present  at  the  discussion.  It  appears  that  the 
problem  of  licensure  and  definition  of  scope  of  privi- 
leges, credentialing,  scope  of  education,  and  other 
concerns  will  be  an  ongoing  problem.  The  NMA 
Board  of  Directors  believes  strongly  that  guidelines 
must  be  provided  for  developing  appropriate,  precise 
and  supportable  definitions  for  the  scopes  of  practices 
of  these  varying  groups  of  individuals.  The  Board  of 
Directors  also  believes  that  an  integrated  approach 
for  incorporating  these  people  in  a mutually  produc- 
tive way  into  the  health  care  system  is  necessary.  Such 
a system  would  most  efficiently  meet  patient  needs. 
Your  reference  committee  feels  that  it  is  most  impor- 
tant to  continue  monitoring  these  issues. 


RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS,  ITEM 
#21,  AMERICANS  WITH  DISABILITIES  ACT 

No  discussion  was  heard  concerning  this  item. 
Your  reference  committee  noted  that  the  availability 
of  AMA  information  concerning  this  Act  has  appeared 
in  two  issues  of  the  NMA  Newsletter,  and  members 
are  referred  to  these  letters  for  informational  items. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
item  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  EDUCATION 

Brief  discussion  was  heard  concerning  this  report. 
The  committee  has  had  no  formal  meeting  since  its 
report  to  the  House  of  Delegates  at  the  Annual 
Meeting  last  April.  It  was  noted  that  at  the  time  of  the 
Annual  Teachers  Convention  in  October,  members  of 
the  Ad-Hoc  Committee  on  Health  Education  plan  to 
meet  with  directors  of  health  education  for  the  pur- 
pose of  discussing  concerns  as  to  health  education 
policies,  and  to  express  the  Association  and  the 
Committee's  appreciation  for  the  efforts  of  teachers  in 
promoting  the  health  education  curriculum. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(5)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HEALTH  POLICY  STATEMENTS 

Considerable  discussion  and  testimony  was  re- 
ceived concerning  this  lengthy  report.  Dr.  Retelsdorf 
was  present  to  answer  questions.  The  issue  of  profes- 
sional courtesy  was  raised  briefly  but  no  particular 
testimony  was  received  concerning  this.  The  main 
discussion  centered  around  non-physician  health  care 
providers.  In  summary,  the  Nebraska  Medical  Associa- 
tion believes  strongly  that  physician  extenders  such  as 
nurse  practitioners,  physicians  assistants,  nurse  mid- 
wives and  nurse  anesthetists  have  a definite  scope 
and  purpose  in  the  health  care  system  of  the  public. 
However,  we  also  believe  that  services  provided  by 
such  professionals  should  always  be  under  the  super- 
vision of  a physician  and  that  none  of  these  groups 
should  function  independently.  Little  testimony  was 
received  concerning  podiatrists.  With  regard  to 
chiropractic  practitioners  the  Association  again  voiced 
strong  opposition  to  any  measures  expanding  the 
practice  of  chiropractic.  At  the  present  time  the  com- 
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mittee  does  not  feel  it  appropriate  to  address  direct 
issues  concerning  hospital  privileges  to  these  groups. 

However,  if  the  House  of  Delegates  so  directs,  the 
committee  will  address  these  issues.  It  was  noted  that 
the  essence  of  the  report  was  to  again  emphasize  that 
all  non-physician  health  care  providers  are  indeed 
seeking  further  scope  of  their  practices  and  that  very 
careful  monitoring  and  control  is  necessary.  Your 
reference  committee  wishes  to  commend  Dr. 
Retelsdorf  and  his  committee  for  their  excellent  work 
in  dealing  with  these  very  difficult  issues. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Doctor  Larson  noted  the 
scope  of  mid-level  practitioners  will  be  enlarged  not 
based  on  economics  as  most  of  the  mid-level  practitio- 
ners are  reimbursed  more  than  physicians.  He  noted 
this  is  an  encroachment  on  the  practice  of  medicine. 
He  suggested  this  issue  be  monitored  closely.  The 
motion  was  seconded  and  passed. 

(6)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH 

In  addition  to  those  items  concerning  the  resolu- 
tions presented  at  the  Annual  Session  last  year  which 
have  already  been  discussed  in  this  report,  your 
reference  committee  heard  considerable  discussion 
dealing  with  other  activities  of  the  committee.  The 
issue  of  perinatal  substance  abuse  has  been  addressed 
by  the  committee  in  detail  and  a resolution  has  been 
drafted  which  will  be  presented  later  in  this  report.  The 
issue  of  newborn  screening  was  also  discussed.  Steps 
are  being  taken  to  try  and  streamline  this  as  much  as 
possible.  The  issue  of  maternal  and  fetal  mortality  was 
also  raised.  The  report  noted  that  there  were  two 
records  being  reviewed  for  possible  alteration  in 
physician  management.  No  details  were  given  to  your 
reference  committee.  A brief  discussion  of  the  use  of 
folic  acid  in  pregnant  women  was  also  noted  in  the 
report. 

RECOMMENDATION: 

1 . In  the  sixth  paragraph  of  the  report,  in  the  sixth 
sentence,  the  word  "could"  should  be  replaced  with 
the  word  "may." 

2.  In  the  sixth  paragraph,  the  sentence  beginning 
"He  cautioned  physicians  against  the  use  of  asphyxia 
or  hypoxia  if  there  is  no  clinical  evidence  to  substan- 
tiate this  condition."  be  replaced  with  the  following: 
"He  cautioned  physicians  against  the  use  of  the  terms 
asphyxia  or  hypoxia  etc. 

3.  We  recommend  the  report  be  filed  for  informa- 
tion and  we  wish  to  commend  again  Dr.  Bausch  and 
his  excellent  work  and  the  work  of  his  committee 
members. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(7)  REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

Brief  discussion  concerning  the  activities  of  this 
commission  was  received.  It  was  noted  that  the  pack- 


aged slide  program,  which  was  briefly  commented  on 
in  the  First  Session  of  the  House  of  Delegates,  is 
available  and  its  use  is  strongly  endorsed  by  your 
reference  committee. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  this 
report  be  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(8)  RESOLUTION  #14,  AD-HOC  COMMITTEE  ON  MA- 
TERNAL AND  CHILD  HEALTH:  PERINATAL  SUB- 
STANCE ABUSE  IN  NEBRASKA 

The  resolution  read  as  follows: 

WHEREAS,  substance  abuse  among  pregnant 
women  can  have  a profound  effect  on  the  developing 
fetus  and  newborn,  and 

WHEREAS,  the  incidence  of  substance  abuse  among 
pregnant  women  in  Nebraska  is  unknown  and  sus- 
pected to  be  under-reported,  and 

WHEREAS,  the  knowledge  of  the  incidence  would 
enable  the  State  of  Nebraska  to  target  programs  to 
reduce  the  incidence  of  substance  abuse  in  this 
population; 

THEREFORE,  BE  IT  RESOLVED,  that  the  NMA  sup- 
port state  funding  from  the  Department  of  Health  to 
determine  the  incidence  of  substance  abuse  among 
pregnant  women  through  a process  of  anonymous 
drug  screening. 

Discussion  was  received  concerning  this  resolu- 
tion and  the  very  important  issue  that  it  addresses.  It 
was  noted  that  there  is  always  a concern  of  anonymity 
concerning  such  testing  but  your  reference  commit- 
tee feels  very  strongly  that  the  concern  needs  to  be 
addressed. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  resolu- 
tion #1 4 be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(9)  MINUTES,  BOARD  OF  COUNCILORS 

Your  reference  committee  reviewed  this  report. 
Dr.  Damico  was  present  to  comment  on  the  process 
of  nomination  and  election.  He  commented  that  the 
Board  of  Councilors  is  considering  re-structuring  the 
nominating  committee.  He  noted  that  this  would 
require  a by-law  change  and  prior  approval  of  the 
House.  The  issue  is  to  be  considered  further  by  the 
NMA  Board  of  Directors  Executive  Committee.  No 
discussion  concerning  this  issue  was  received. 

RECOMMENDATION: 

1.  Your  reference  committee  recommends  that 
the  minutes  of  the  Board  of  Councilors  be  accepted 
and  filed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
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SECTION  OF  OUR  REPORT.  The  motion  was  sec- 
onded and  passed. 

(10)  RESOLUTION  #1  7-  METRO  OMAHA  MEDICAL 
SOCIETY  - NMA  DISSEMINATION  OF 
INFORMATION 

The  resolution  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association  has 
recently  done  an  outstanding  job  of  negotiating  with 
the  State  of  Nebraska  regarding  the  recent  tax  on 
physician  licenses,  and 

WHEREAS,  given  the  climate  around  the  country, 
we  should  probably  consider  ourselves  fortunate  that 
the  increase  was  not  more  severe,  and 

WHEREAS,  despite  the  above  fact,  many  members 
have  expressed  tremendous  discontent  at  the  solu- 
tion, and 

WHEREAS,  those  same  members  feel  that  orga- 
nized medicine  was  unsuccessful  in  meeting  their 
needs,  and 

WHEREAS,  there  was  no  specific  communication 
between  the  NMA  and  the  membership  other  than  the 
“pink  sheet," 

THEREFORE,  BE  IT  RESOLVED,  that  a special  mail- 
ing be  sent  to  members  explaining  the  NMA  efforts  as 
well  as  the  legality  of  this  issue,  and 

BE 'IT  FURTHER  RESOLVED,  that  the  NMA  im- 
proves their  communication  with  the  individual  mem- 
bers in  matters  where  we  have  acted  successfully  (or 
unsuccessfully)  on  their  behalf. 

RECOMMENDATION: 

1.  Your  reference  committee  feels  that  the  issues 
addressed  in  the  resolution  are  being  addressed  and 
handled  in  an  appropriate  manner  and  we  therefore 
recommend  that  this  resolution  not  be  adopted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT  AS  AMENDED.  It  was 
noted  that  the  prime  reason  for  this  resolution  cen- 
tered around  the  fact  that  the  Executive  Office  of  the 
Metropolitan  Omaha  Medical  Society  had  received 
many  calls  from  many  physicians  concerning  the  $100 
assessment  on  each  licensed  physician.  It  was  pointed 
out  that  information  concerning  this  assessment  was 
presented  in  detail  in  issues  of  the  Nebraska  Medical 
Association  Newsletter  and  in  the  Nebraska  Medical 
lournal.  Your  reference  committee  feels  strongly  that 
members  of  the  Nebraska  Medical  Association  should 
avail  themselves  at  all  times  of  the  information  con- 
tained in  these  publications. 

Doctor  Zweiback  noted  the  NMA  worked  success- 
fully on  this  issue  and  the  perception  of  the  MOMS 
membership  was  just  the  opposite.  He  noted  the 
Association  should  not  scold  the  membership  for  not 
reading  every  publication.  He  noted  the  Executive 
Director  and  society  works  diligently  to  keep  member- 
ship at  the  highest  possible  level  to  fund  the  organiza- 
tion. He  noted  the  physicians  who  do  not  read  the 
publications  might  not  pay  dues  for  the  upcoming 
year  based  on  their  lack  of  knowledge  on  this  issue. 
Doctor  Zweiback  praised  the  Association  for  its  ac- 
complishment on  this  issue  and  noted  his  feeling  that 


the  NMA  should  do  an  equally  good  job  in  appraising 
their  membership.  He  suggested  a personal  phone  call 
or  personal  letter  to  let  members  know  what  has 
happened.  Doctor  Zweiback  continued  to  praise  the 
efforts  of  the  NMA  on  the  license  assessment  issue. 

Doctor  Meissner  noted  communication  with  the 
membership  is  an  ongoing  problem.  He  noted  Doctor 
Zweiback  suggested  a personal  mailing  detailing  the 
events  of  this  activity.  Doctor  Zweiback  moved  for  an 
amendment  to  the  report  and  asked  the  resolution  be 
adopted.  He  stated  he  would  like  the  Board  to  make 
the  final  determination  on  how  to  contact  the  mem- 
bership on  this  issue. 

The  House  voted  to  reject  Section  1 0 of  the  report 
of  Reference  Committee  F.  The  original  resolution 
was  read  and  a motion  was  made  to  adopt  it  as 
written.  Doctor  Gregorius  suggested  to  contact  not 
only  the  members  of  the  NMA,  but  also  non-members 
apprising  them  of  what  the  NMA  is  accomplishing  for 
them. 

Doctor  Asher  noted  the  probability  of  physicians 
reading  a second  mailing  if  they  didn't  read  the  first 
mailing  is  probably  slim.  He  suggested  personal  con- 
tact or  telephone  contact  discussing  the  activities  of 
the  NMA.  He  urged  all  delegates  and  councilors  to 
utilize  personal  contact. 

Doctor  Shapiro  stated  one  of  his  president's  pages 
delineated  the  entire  synopsis  of  this  matter. 

Doctor  Kiran  Gangahar  noted  a possible  forum  for 
discussion  of  a topic  of  this  nature  would  be  hospital 
medical  staff  meetings  which  are  reasonably  well 
attended,  would  not  impose  an  additional  cost  to  the 
NMA,  and  could  be  staffed  by  members  of  the  county 
society. 

Doctor  Jernstrom  noted  his  opposition  to  the  reso- 
lution in  that  members  should  keep  abreast  of  NMA 
activities  on  their  own  volition. 

Doctor  Larson  suggested  non-members  be  polled 
to  determine  why  they  will  not  join  the  NMA  and  then 
address  those  points. 

Doctor  Zweiback  noted  the  thrust  of  the  resolution 
was  to  focus  on  the  solidarity  of  the  future  of  the 
organization  by  improving  the  method  of  membership 
recruitment. 

Doctor  Cornelius  re-enforced  Doctor  Gangahar's 
suggestion  of  utilizing  medical  staff  meetings.  He 
moved  the  NMA  Board  study  a mechanism  of  getting 
NMA  information  issues  on  the  agenda  of  hospital 
medical  staff  meetings  for  an  additional  mechanism  of 
increasing  communication.  The  motion  was  seconded 
and  passed. 

The  House  voted  on  the  Resolution  #1  7 and  it  was 
passed. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  REFERENCE  COMMITTEE  F AS  A WHOLE. 
The  motion  was  seconded  and  passed. 

Respectfully  submitted, 

Edward  A.  Holyoke,  Jr.,  M.D.,  Omaha-Chairman 
Ronald  L.  Asher,  M.D.,  North  Platte 
Larry  D.  Ruth,  M.D.,  Lincoln 

The  House  then  adjourned. 
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American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


For  Your  Benefit 


Clinton's  plan  has  AMA  elements,  yet  medicine  cannot  endorse  it 


The  AMA  neither  endorsed  nor  opposed 
President  Clinton's  entire  health  system 
reform  plan,  saying  it  will  continue  to 
maintain  dialogue  with  the  administration, 
congressional  leaders,  and  Republican  and 
Democrat  sponsors  for  other  proposals  to 
ensure  nonpartisan  discussions  result  in 
final  legislation  "that  puts  our  patients 
first." 

"We  disagree  with  certain  of  the  president's 
strategies  to  achieve  commonly  shared 
goals,  and  we  will  neither  endorse  nor 
oppose  the  president's  preliminary  plan  in 
its  entirety,"  the  AMA  said. 

Although  it  welcomed  Clinton's  affirmation 
of  many  AMA  reform  principles,  the 
Association  warned  that  the  plan's  reliance 
on  price  controls  and  overregulation,  and  its 
new  layers  of  governmental  bureaucracy 
will  limit  patient  and  physician  choices, 
lessen  the  quality  of  medical  services  and 
undermine  the  mutual  trust  between  patient 
and  physician. 

"While  the  president  proposes  rigid  spend- 
ing limits  that  would  also  limit  resources 
for  patient  care,  the  plan  does  not  consider 
adequately  other  major  cost-saving  areas 
like  liability  and  antitrust  reform,"  the 
AMA  said. 

Financing  and  implementation  issues  con- 


tinue to  cause  concern  as  Clinton  did  not 
clearly  address  how  he  plans  to  finance 
reform  and  that  his  timetable  to  enact  the 
plan  may  be  "too  aggressive." 

The  Association  cautioned  that  "heavy 
reliance  on  cuts  in  Medicare  and  Medicaid 
for  financing  is  an  unrealistic,  short-term 
solution  that  could  threaten  medical  ser- 
vices for  the  poor  and  elderly  in  the  future." 

AMA  stated  Clinton  may  be  creating 
expectations  that  cannot  be  met. 

"If  anticipated  savings  fail  to  materialize 
from  his  reform  plan,  deep  reductions  in 
medical  services  may  follow,  as  many  lead- 
ing economists  warn,  thus  defeating 
reform's  primary  purpose,"  the  AMA  said. 

Actual  legislative  specifications  of  Clinton's 
plan  are  expected  in  October.  Clinton's 
speech  "is  just  the  beginning  of  the  most 
important  domestic  debate  of  our  lifetime," 
the  AMA  said. 

Dialogue  between  the  administration  and 
AMA  will  continue  during  the  next  stages 
of  the  reform  process. 

The  Association  also  is  meeting  with  con- 
gressional leaders  and  sponsors  of 
Republican  and  Democratic  system  reform 
plans. 


Prepared  by  the  AMA  Department  of  Communications  Services.  For  information,  call  800  AMA-321 1,  ext.  4416. 
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The  1 994  Annual  Session 

will  be  held 

April  29  - May  1 , 1 994 

at  the 

Marriott  Hotel 
Omaha,  Nebraska 

We  look  forward  to  seeing  you  there! 
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MEDICAL  STUDENTS 
AND  RESIDENTS 


The  Nebraska  Medical  Journal  will 
award  a prize  of  $100  for  the  best 
article  submitted  by  a medical  stu- 
dent or  resident  in  1993.  Judging  of 
articles  will  be  done  by  members  of 
the  NMJ  Editorial  Board. 

Articles  should  be  submitted  to: 

Benjamin  R.  Gelber,  M.D.,  Editor 

Nebraska  Medical  Journal 

2221  South  17th  Street,  #310 

Lincoln,  Nebraska  68502 


Ron’s  Rule  — I give 
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meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn’t 
failed  me  yet.  ” 

Ron  Richmond,  MD, 
joined  the 

CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  heing  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 


A singer.  A board-certified  family  practitioner.  Soft- 
spoken  for  a New  Yorker.  Ron  Richmond  knows... 


It  s a great  way  to 
practice  medicine 


CompHealth 

Locum  Tenens 


1-800-^53-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids.  Mich. 
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Bruce  A.  Buehler,  M.D Omaha 

Craig  A.  Bassett,  M.D Omaha 

Section  on  Infant  Mortality  Review 

Kenton  L.  Shaffer,  M.D.,  Director  Kearney 

Howard  W.  Needleman,  M.D Omaha 

Gerald  W.  Luckey,  M.D David  City 

Lawrence  C.  Bausch,  M.D Lincoln 

Fred  J.  Pettid,  M.D Omaha 

Section  on  Childhood  Mortality  Review 

Gregg  F.  Wright,  M.D.,  Director Lincoln 

David  P.  Schor,  M.D Lincoln 

Jon  A.  Vanderhoof,  M.D Omaha 

Clarence  Davis,  Jr.,  M.D Osceola 

AD-HOC  COMMITTEE  ON 
LOW  LEVEL  RADIOACTIVE  WASTE  DISPOSAL 

Merton  A.  Quaife,  M.D.,  Chairholder Omaha 

Robert  G.  Osborne,  M.D.,  Board  Liaison  Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Rodrigo  Gomez-Codero,  M.D Spencer 

Martin  R.  Lohff,  M.D Omaha 

W.E.  Lundak,  M.D Lincoln 

David  C.  McMaster,  M.D Auburn 

William  H.  Northwall,  M.D Kearney 

NMA  TASK  FORCE  ON  AIDS 

Richard  A.  Morin,  M.D.,  Chairholder Lincoln 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Paul  N.  Gobbo,  M.D Lincoln 

Robert  G.  Penn,  M.D Omaha 

Jane  S.  Roccaforte,  M.D Omaha 

Philip  W.  Smith,  M.D Omaha 

Thomas  S.  Stalder,  M.D Lincoln 

NMA  AD-HOC  COMMITTEE  ON  VIOLENCE  AND  NEGLECT 

John  F.  Riedler,  M.D.,  Chairholder Omaha 

Perry  T.  Williams,  M.D.  Board  Liaison  Omaha 

Karen  M.  Higgins,  M.D Grand  Island 

Jack  K.  Lewis,  M.D Omaha 

John  R.  Mitchell,  M.D Omaha 

Paul  J.  Nelson,  M.D Omaha 

Matthias  I.  Okoye,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

COMMITTEE  ON  HEALTH  PLANNING 

Herbert  E.  Reese,  M.D.,  Chairholder Lincoln 

Allen  D.  Dvorak,  M.D.,  Vice-Chairholder Omaha 

Darroll  J.  Loschen,  M.D.,  Board  Liaison  York 

Paul  E.  Collicott,  M.D Lincoln 

Susanne  E.  Eilts,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Suzanne  H.  Granger,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Mark  B.  Horton,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

John  F.  Riedler,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Patricia  A.  Siffring,  M.D Omaha 

Mylan  R.  VanNewkirk,  M.D Scottsbluff 

Gregg  F.  Wright,  M.D Lincoln 

COMMISSION  ON  LEGISLATION 
AND  GOVERNMENTAL  AFFAIRS 

Allen  D.  Dvorak,  M.D.,  Chairholder Omaha 

Ronald  W.  Klutman,  M.D.,  Board  Liaison Columbus 

Krynn  K.  Buckley,  M.D Lincoln 

Judith  A.  Butler,  M.D Superior 

Paul  E.  Collicott,  M.D Lincoln 

Richard  O.  Forsman,  M.D Omaha 

James  A.  Fosnaugh,  M.D Lincoln 

Benjamin  R.  Gelber,  M.D Lincoln 

Charles  D.  Gregorius,  M.D Lincoln 

Robert  D.  Harry,  M.D Lexington 

Herbert  A.  Hartman,  Jr.,  M.D Omaha 

Linda  S.  Head,  M.D Bellevue 

Tamara  R.  Johnson,  M.D Cambridge 

D.G.  O'Leary,  M.D Omaha 

George  W.  Orr,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

Michelle  B.  Petersen,  M.D Lincoln 

Richard  A.  Raymond,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.I ) ( )maha 

Duane  Sherwin,  M.D Norfolk 

Eileen  C.  Vautravers,  M.D Lincoln 

Timothy  O.  Wahl,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 

Alan  L.  Wort  I).  M.D I .incoln 
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AD-HOC  COMMITTEE  ON  MEDICAID  SERVICES 


Chris  C.  Caudill,  M D , Chairholder Lincoln 

Krynn  K,  Buckley,  M.D Lincoln 

Patrick  E Brookhouser,  M.D Omaha 

Judith  A Butler,  M.D Superior 

Allen  D Dvorak,  M.D Omaha 

Roger  A Jacobs,  M.D Seward 

Luke  P Lemke,  M.D Columbus 

Dale  E Michels,  M.D  Lincoln 

Royce  A Mueller,  M.D Lincoln 

Michael  R Nabity,  M D Omaha 

Samuel  H Perry,  II,  M.D North  Platte 

HarlanC.  Shriner,  Jr  ,M  D Lincoln 

John  N.  Walburn,  M.D Omaha 

Eugene  A Waltke,  M.D Omaha 

Wayne  K Weston,  M.D.  Lexington 

AD-HOC  COMMITTEE  RE:  MEDICARE 

Paul  E Collicott,  M.D.,  Chairholder Lincoln 

Herbert  A Hartman,  Jr  . M D , Board  Liaison  Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Richard  A Blatny, M D Fairbury 

Michael  J Duggan,  M.D Lincoln 

David  H.  Filipi,  M D Omaha 

Kiran  Gangahar,  M.D Lincoln 

J A Grubbe,  M D Lincoln 

Loren  H Jacobsen,  M.D Broken  Bow 

Alan  W Langvardt,  M D Beatrice 

Dwaine  J Peetz,  M.D  Neligh 

Richard  M Pitsch,  Sr  , M.D Seward 

Richard  A.  Raymond,  M.D Omaha 

Steven  R Thomas,  M.D.  York 

AD-HOC  COMMITTEE  ON  HEALTH  POLICY  STATE- 
MENTS 

C.  Lee  Retelsdorf,  M.D  , Chairholder Omaha 

Darroll  J Loschen,  M.D,  Board  Liaison York 

Dale  E Michels,  M.D  Lincoln 

William  R Palmer,  M.D Omaha 

AD-HOC  COMMITTEE  ON  PROFESSIONAL  LIABILITY 

Blaine  Y.  Roffman,  M.D,  Chairholder  Omaha 

Perry  T.  Williams,  M D,  Board  Liaison Omaha 

David  L Bacon,  M D Kearney 

Daniel  R Cronk,  M.D Grand  Island 

Gregory  W.  Heidrick,  M.D Lincoln 

Roger  H.  Meyer,  M D.  Utica 

George  W.  Orr,  M.D Omaha 

Dwaine  J Peetz,  M.D Neligh 

Richard  M.  Pitsch,  Jr.,  M.D Lincoln 

NMA  PRO  OVERVIEW  COMMITTEE 

Herbert  A Hartman,  Jr  , M.D  , Chairholder Omaha 

David  L.  Bacon,  M.D  Kearney 

Gary  W Barth,  M.D Hastings 

A H Bergman,  M.D  Fremont 

Dennis  M Connolly,  M.D Lincoln 

Doak  P Doolittle,  M.D  Holdrege 

Glen  A Forney,  M.D Scottsbluff 

C.  T Frerichs,  M.D Beatrice 

Thomas  F Gallagher,  M.D Omaha 

Richard  E.  Jackson,  M.D Pawnee  City 

Tamara  R Johnson,  M.D Cambridge 

Jack  K Lewis,  M.D Omaha 

M.  Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

John  C Sage,  M.D Omaha 

NMA  PRO  GRIEVANCE  COMMITTEE 

Herbert  A.  Hartman,  Jr..  M.D Omaha 

Dennis  M.  Connolly,  M.D Lincoln 

C.  T.  Frerichs,  M.D Beatrice 

M Jack  Mathews,  M.D Lincoln 

John  L.  Reed,  M.D Lincoln 

NMA  ADVISORY  COMMITTEE  ON 
NURSING  HOME  REGULATIONS 

Darroll  J Loschen,  M.D.,  Chairholder York 

James  G Carlson,  M.D Lincoln 

James  A.  Fosnaugh,  M.D Lincoln 

C.  T Frerichs,  M.D Beatrice 

Edward  Langdon,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

T.  R.  Osborne,  M.D Papillion 

John  C.  Sage,  M.D Omaha 

NMA  RADIATION  SAFETY  WORKING  GROUP 

Darroll  J Loschen,  M.D.,  Chairholder  York 

Linda  S.  Head,  M.D Bellevue 

Ronald  W Klutman,  M.D Columbus 

James  J.  Phalen,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Perry  T.  Williams,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Patrick  E.  Brookhouser,  M.D.,  Chairholder  Omaha 

Charles  F Damico,  M.D.,  Board  Liaison  Hastings 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Byron  M.  Dillow,  M.D Fremont 

Charles  A.  Dobry,  M.D 1 Omaha 

Stacey  D.  Goodrich,  M.D Tecumseh 

Robert  L.  Kruger,  M.D Omaha 

Richard  L.  O'Brien,  M.D Omaha 

William  R.  Schlichtemeier,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Jeffrey  L.  Susman,  M.D Omaha 


AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 


Warren  G Bosley,  M.D.,  Chairholder Grand  Island 

Robert  G Osborne,  M.D,  Board  Liaison Lincoln 

Joseph  R.  Ellison,  M.D Omaha 

Richard  W Hammer,  M.D Lincoln 

Morris  B.  Mellion,  M.D Omaha 

Marjorie  J.  Mellor,  M.D Central  City 

Michelle  B Petersen,  M.D Lincoln 

Mylan  R VanNewkirk,  M.D Scottsbluff 

Wesley  G Wilhelm,  M D Omaha 

COMMITTEE  ON  RURAL  HEALTH 

Darroll  J Loschen,  M.D  , Chairholder  York 

Ronald  W Klutman,  M.D  , Board  Liaison Columbus 

Richard  A.  Blatny,  M.D Fairbury 

Michael  J Haller,  M D Omaha 

Verlin  K Janzen,  M.D Nebraska  City 

Kurt  E.  Johnson,  M.D Ogallala 

Tamara  R Johnson,  M.D Cambridge 

Donald  J.  Larson,  M.D Lincoln 

Dale  E.  Michels,  M.D Lincoln 

Dwaine  J.  Peetz,  M.D Neligh 

Richard  A Raymond,  M.D Omaha 

Raymond  L Schulte,  M.D Omaha 

Michael  A Sitorius,  M.D Omaha 

Stephen  Stripe,  M.D Humboldt 

NMA/CREIGHTON  COORDINATING  COMMITTEE 
NMA  Representatives 

Robert  F Shapiro  M.D  , NMA  Chairholder Lincoln 

Charles  F Damico,  M.D.,  Board  Liaison  Hastings 

Francis  D Donahue,  M.D Omaha 

Bernard  L.  Kratochvil,  M.D Omaha 

Anthony  R.  Kusek,  M.D Albion 

Kevin  D.  Nohner,  M.D Omaha 

Frederick  F Paustian,  M.D Omaha 

Donald  J.  Pavelka,  M.D Omaha 

Dwaine  J Peetz,  M.D Neligh 

Jerald  R Schenken,  M.D Omaha 

NMA/UNCM  COORDINATING  COMMITTEE 
NMLA  Representatives 

Robert  F.  Shapiro,  M.D  , NMA  Chairholder  Lincoln 

David  R Little,  M D,  Board  Liaison Hastings 

Gordon  D Adams,  M.D Norfolk 

David  R Colan,  M.D Grand  Island 

David  R Dyke,  M.D Lincoln 

Joel  T Johnson,  M.D Kearney 

Randy  T.  Kohl,  M.D Albion 

LindaS  Mazour,  M D Red  Cloud 

Richard  H Meissner,  M.D Omaha 

James  F.  Panzer,  M.D Gordon 

Frederick  F.  Paustian,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

R.  C.  Weldon,  M.D Nebraska  City 

Wesley  G Wilhelm,  M.D Omaha 

COMMISSION  ON  PUBLIC  AFFAIRS 

Rodney  S.W  Basler,  M.D,  Chairholder Lincoln 

Herbert  A Hartman,  Jr.,  M.D  , Board  Liaison Omaha 

David  E Borg,  M.D Falls  City 

H Jeoffrey  Deeths,  M.D Omaha 

Benjamin  R.  Gelber,  M.D Lincoln 

John  J.  Hoesing,  M.D Omaha 

Glen  F.  Lau,  M.D Lincoln 

Michael  J.  McGahan,  M.D Lincoln 

COMMISSION  ON  HOSPITAL  MEDICAL  STAFF 

Glen  F.  Lau,  M.D.,  Chairholder Lincoln 

David  R Little,  M.D.,  Board  Liaison Hastings 

Elvin  G Brown,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

Charles  F.  Heider,  Jr.,  M.D North  Platte 

William  E.  Lundak,  M.D Lincoln 

Joseph  G.  Rogers,  M.D Lincoln 

Larry  D.  Ruth,  M.D Lincoln 

Steven  A Schwid,  M.D Omaha 

H.  Neal  Sievers,  M.D Blair 

Hiram  R Walker,  M D Kearney 

NMPAC  BOARD  OF  DIRECTORS 

Timothy  O.  Wahl,  M.D.,  Chairholder Omaha 

Chris  C.  Caudill,  M.D.,  Board  Liaison Lincoln 

Allen  D.  Dvorak,  M.D Omaha 

Herbert  D.  Feidler,  M.D Norfolk 

Ronald  W.  Klutman,  M.D Columbus 

Allan  C.  Landers,  M.D Scottsbluff 

Arnold  W.  Lempka,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Bernard  Magid,  M.D Omaha 

Richard  H.  Meissner,  M.D Omaha 

Roger  H.  Meyer,  M.D Utica 

Herbert  E.  Reese,  M.D Lincoln 

Blaine  Y.  Roffman,  M.D Omaha 

Jerald  R.  Schenken,  M.D Omaha 

Peter  J.  Whitted,  M.D Omaha 
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PHYSICIAN'S  DIRECTORY 


The  Physicians'  Directory  is  intended  to  assist  our  readers  in  the  referral  process 
and  you  are  encouraged  to  so  utilize  it.  Directory  space  is  sold  in  one-eighth  page 
multiples  for  a twelve-month  period.  Detailed  information  regarding  content  and 
cost  can  be  obtained  through  the  Nebraska  Medical  Association  office,  233  So. 
13th  St.,  Suite  1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


GRAND  ISLAND 

LINCOLN, 

cont. 

GRAND  ISLAND 
CLINIC  INC 

308-382-1100 

2444  W.  FAIDLEY  AVE. 
Phone  ANSWERED  24  HOURS 


FAMILY  PRACTICE 

William  J.  Lawton,  M.D. 
Stanley  F.  Nabity,  M.D. 
Barton  D.  Urbauer,  M.D. 
INTERNAL  MEDICINE 
William  J Landis,  M.D. 


PEDIATRICS 

Agnes  Gomes,  M.D. 

OBSTETRICS  ■ GYNECOLOGY  Karen  M.  Higgins,  M..D. 
John  P.  Reilly,  M.D.  Larry  J.  Marshall,  M.D. 

SURGERY 
James  V.  Reiss,  M.D. 

11-94 


COLON  & 
RECTAL  CLINIC 


ALEXANDER  N.  KINGSLEY,  M.D.,  F.A.C.S. 

Certified,  American  Board  of  Surgery 

Certified,  American  Board  of  Colon  and  Rectal  Surgery 


• Reconstructive  Colon  Rectal  Surgery  • Colonoscopy 

• Laparoscopic  Surgery  ° Gl  Surgical  Oncology 


PROFESSIONAL  OFFICE  BUILDING 

1-402-435-1466 

2221  S.  17th  St.,  SUITE  405 
LINCOLN,  NE  68502 

1-800-MED-LINC 

1-94 


The 

□ 

^ HEART  \ \ \ \ 

■_■■■  CONSULTATIVE 

Center  of  Nebraska 

□"■■■■  NEPHROLOGY  & 

JOSE  A.  NADER,  M.D. 

Board  Certified  Cardiologist 

Scott  P.  Liggett  MD/Stephen  P.  Yourtgberg  MD 

PHILLIP  E.  BURKET,  M.D. 

•Board  Certified  • Graduates  of  Mayo  Clinic 

Board  Certified  Cardiologist 

•Kidney  Dialysis  & Organ  Transplantion 

•Members  of  American  Society  of  Nephrology 

3016  West  Faidley  P O Box  5345  Grand  Island,  NE  68802 

Office:  (308)  382  3994  1-800  233-3994  FAX:  (308)  382-5873 

FirsTier  Bldg.  • 100  North  56th,  Suite  407  • Lincoln,  NE 

8-94 

Phone  (402)  466-8259  or  1-800-633-5462  4 

LINCOLN 


BURN 

CARE 

NEBRASKA 


BURN  ^ 

CARE 

f NEBRASKA 


ROBERT  W.  GILLESPIE,  M.D. 

Providing  Comprenesive  Burn  Care  for  20  Years 


For  Immediate  Physician  Contact  Call 

1-800-995-2876 
1 -800-995-BURN 
(402)  467-5454 


8-94 


eye. 


I surgical 
r associates 


5445  South  Street 
Lincoln,  NE  68506 
(402)  489-0838 


6900  L Street 
Lincoln,  NE  68510 
(402)  483-7700 


Larry  W.  Wood,  M.D. 
Max  W.  Linder,  M.D. 
Gregory  E.  Sutlon,  M.D. 
Vincent  J.  Sutton,  M.D. 

SATELLITE  CLINICS 

Beatrice,  Nebraska 
Seward,  Nebraska 
Hebron,  Nebraska 
Fairbury,  Nebraska 
Geneva,  Nebraska 
Nebraska  City,  Nebraska 
Syracuse,  Nebraska 
Tecumseh,  Nebraska 
Marysville,  Kansas 

12-93 
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PHYSICIAN'S  DIRECTORY,  cont. 


LINCOLN,  cont. 


LINCOLN  OB-GYN,  P.C. 

William  P Heidrick, M D., F A.C.O  G 

Joseph  G.  Rogers.  M.D.,  F.A.C.O.G. 

Dennis  L.  Hodge,  M.D.,  F A.C.O  G 

Gregory  W.  Heidrick,  M.D . F A.C.O.G 

YvonneK.  Davenport.  M.D. .F.A.C.O.G 

"Board  Certified  in 

Obstetrics  & Gynecologv" 

• 

HIGH  RISK  OBSTETRICS 

| — 24  HOURS  • 7 DAYS  A WEEK  — i 

• 

• 

PELVIC  ULTRASOUND 
GYNECOLOGIC  FEMALE 

483-7641 

' NEW  PATIENTS  WELCOME ' 

URINARY  PROBLEMS 

• 

MICROSURGERY 

MEDICAL  PARK  PLAZA  BUILDING 

• 

LASER  SURGERY 

Suite  200,  301  S.  70th 

• 

MAMMOGRAPHY 

Lincoln,  NE  68510 

10-94 

TO 

LINCOLN  ORTHOPAEDIC  CENTER 

Frederick  D.  Hathaway,  M.D.  Matthew  C.  Reckmeyer,  M.D. 
Bruce  A.  Miller,  M.D.  Douglas  P.  Tewes,  M.D. 

John  C.  Yeakley,  M.D. 

All  Board  Certified  or  Board  Eligible 

475-2803 

Corner  of  1 3th  & E 

1000  S.  13th,  Lincoln 


LINCOLN,  cont.  | 


NEBRASKA  HEART  INSTITUTE 

Cardiology  Consultants,  P.C. 

Kyong  T.  Turk,  M.D. 

Charles  S.  Wilson,  M.D. 

Dale  A.  Hansen,  M.D. 

Christopher  C.  Caudill,  M.D. 

Joseph  R.  Gard,  M.D. 

Sabyasachi  Mahapatra,  M.D. 

Steven  K.  Krueger,  M.D. 

Kamran  Ghalili,  M.D. 

Kaliprasad  N.  Ayala,  M.D. 

Steven  L.  Martin,  M.D. 

1919  South  40th  Street 

(402)489-6554 

Suite  300 

or 

Lincoln,  NE  68506 

1-800-MED-LINC 

11-94 

NEBRASKA  HEART  INSTITUTE 

Cardiovascular  & Thoracic  Surgery,  P.C. 

Cardiac,  Vascular  and  Thoracic  Care 

Deepak  M.  Gangahar,  M.D.  Michael  A.  Breiner,  M.D. 
Giles  S.  Hedderich,  M.D.  R.  Kent  Jex,  M.D. 

Edward  P.  Raines,  M.D. 

1 91 9 South  40th  Street  (402)  489-6554 

Suite  300  or 

Lincoln,  NE  68506  1-800-MED-LINC 

11-94 


LINCOLN  SURGICAL  GROUP,  P.C. 

PERIPHERAL  VASCULAR  SURGERY 
Paul  E.  Collicott,  M.D.,  FACS  Chester  N.  Paul,  M.D.,  FACS 
COLON  AND  RECTAL  SURGERY 
Richard  M.  Pitsch,  Jr.,  M.D.,  FACS 
GENERAL  SURGERY 
Louis  J.  Gogela,  Jr.,  M.D.,  FACS 


ALL  BOARD  CERTIFIED  BY  AMERICAN  BOARD  OF  SURGERY 

• Peripheral  Vascular  Surgery.  Diagnostic  and  Therapeutic 

• Laparoscopic  Surgery,  Abdominal  and  Thoracic 

• Colon  and  Rectal  Surgery  • General  Surgery 

• Surgery  of  T rauma  • Laser  Surgery 

— DAY  OR  NIGHT  - CALL  — 

Office  (402)  483-7825  or  Med-Unc:  1 -800-533-5462 
4740  A Street-  Suite  100-  Uncoln.  NE  6851 0 11  94 


LnIbraska 

I ORTHOPAEDIC 
I .ASSOCIATES  u Y1( - 

| p.cgJ|- 


•GENERAL  ORTHOPAEDICS 

• ATHLETIC  INJURIES 

• ARTHROSCOPY  - HANDSURGERY 
01  • JOINT  DISEASE  S TRAUMA 

• DISORDERS  OF  THE  SPINE 
TOTAL  JOINT  REPLACEMENT 
CHILDREN'S  ORTHOPAEDICS 
SURGERYOFTHEHAND 


Board  Certified  Orthopaedic  Surgeons  Easy  Access  Parking 


Patrick  E.  Clare,  M.D. 
William  F.  Garvin,  M.D. 
David  P.  Heiser,  M.D. 
Thomas  M.  Heiser,  M.D. 
Daniel  R.  Ripa,  M.D. 
Robert  W.  Dugas,  M.D. 


488-3322 


HOLMES  LAKE  PLAZA 

6940  Van  Dorn,  Suite  201 
Lincoln,  Nebraska 

10-94 


RICHARD  A.  MORIN,  M.D. 


Diagnosis,  Treatment  & Prevention  of  Infectious  Diseases 


Board  Certified  Infectious  Disease 


1919  South  40th  Street 
Suite  214 
Lincoln,  NE  68506 


Day  or  Night  Call 
(402)  489-1110 
or  1-800-MED-LINC 

9-94 


Neurological  Surgery 
2221  So.  17th  Suite  310 

i 

Lincoln,  NE  68502 

Benjamin  R.  Gelber,  M.D. 
Louis  J.  Gogela,  M.D. 

Eric  YV.  Pierson,  M.D. 

Phone:  402-475-4948 

10-94 
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PHYSICIAN'S  DIRECTORY,  cont. 

"LINCOLN,  cont.  ~| 


OMAHA 


PULMONARY  SPECIALTIES,  P.C. 

Diagnosis  and  Treatment  of  Pulmonary  Diseases, 
Critical-Care  Medicine  and  Pulmonary  Procedures 

Bob  J.  Bleicher,  M.D. 

Ellen  G.  Miller,  M.D. 


PLAZA  MALL  SOUTH 

1919  S.  40th,  Suite  320  Lincoln,  NE  68506 
(402)  483-1919 

8-94 


■T  Trol 

l@ 


Tology 

cntcrr, 


Adult  & Pediatric 
Urology 


Hal  K.  Mardis,  M.D.,  FAC.S.  R.  Michael  Kroegec.M.D.,  FAC.S. 

Harvey  A.  Konigsberg,  M.D.,  F.A.C.S.  Peter  M.  Gordon,  M.D.,  FAC.S. 
H.  Jeoffrey  Deeths,  M.D.,  F.A.C.S. 

Certified  American  Board  of  Urology 


111S.  90th  Street 
Omaha,  NE  681 14 
(402)  397-9800 
800-882-4770 


Satellite  Clinic 
Papillion,  NE 


o 


PLASTIC  SURGICAL,  ARTS 


PHILIP  S.  METZ,  M.D.,  F.A.C.S. 
R.  SAMUEL  BRYANT,  M.D. 

Plastic  and  Reconstructive  Surgery 
Acute  and  Reconstructive  Hand  Surgery 
Cosmetic  Surgery 


801  South  48th  Street 
Lincoln,  NE  68510 


(402)  483-2572 
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r KAIRIfi  SURGICAL 

ASSOCIATES  P C 

John  Buckley,  M.D.  John  Reed,  M.D.,  F.A.C.S. 

Board  Certified  in  General  Surgery 
Plaza  Mall  South 

1919  South  40th,  Street,  Suite  107  • Lincoln,  NE  68506 
(402)486-3400  • FAX:  486-3344 


LARRY  D.  RUTH  M.D. 

PLASTIC  & COSMETIC  SURGERY 

476-1177 

Suite  303,  2221  South  17th  Street 
Lincoln,  Nebraska  68502 
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UROLOGY,  P.C. 

R. A.  Crusinberry,  M.D. 

A.  H.  Domina,  M.D. 

D.  L.  Henslee,  M.D. 

P.  E.  Howe,  M.D. 

S.  S.  Lacy,  M.D. 

A.  J.  Lepinski,  M.D. 

J.  W.  Peck,  M.D. 

4740  "A"  Street,  Suite  #206  • Lincoln,  Nebraska  68510 
(402)  489-8888  8.94 


Subspecialty  Certification  Consultative 

Cardiovascular  Diseases  Cardiology 

Walt  F.  Weaver,  M.D.,  F.A.C.C. 

Cardiology  Clinic 

4535  Normal  Blvd.,  Suite  272  Tel.  (402)  4894242 

Lincoln,  Nebraska  68506  Fax  (402)  489-3338 
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LINCOLN,  cont. 


pathology 

medical 

services 

pc. 


A Nichols  Institute  Affiliate 


SAMUEL  E.  BOON,  M.D. 
JOHN  H.  CASEY,  M.D. 
DEBORAH  K.  DAVIDSON,  D O, 
MICHAELJ.  DUGGAN,  M.D, 
DONALD  A.  DYNEK,  M.D. 
GEORGE  E.  GAMMEL,  M.D. 
PATRICK  A.  KEELAN,  M.D. 

DAVID  L.  KUTSCH,  M.D. 
STEFFANR.  LACEY,  M.D. 
CHRISTOPHER  T.  MASADA,  M.D 
MATTHIAS  I.OKOYE,  M.D. 
JOHN  F.  PORTERFIELD,  M.D, 
ROBERT  F.  SHAPIRO,  M.D. 
AINA  I.SILENIEKS,  M.D. 
DANIEL  J.  TILL,  M.D, 
LARRY  D,  TOALSON,  M.D 
LARRY  WARRELMANN,  Exec.  Director 


Plaza  Mall  South;  1 91 9 South  40th  Street,  Suite  333,  Lincoln,  NE  68506-6960 
402/483-5053  or  800/742-741 4 
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OMAHA,  cont.  ] OMAHA,  cont. 


Sfonley  M.Truhlsen.  M.D..  F.A.C.S 
C.  Rex  latto,  M.D..  F.A.C.S. 

AFFILIATED 

John  T.  Ramsell.  M.D..  F.A.C.S. 

Raymond  M.  Crowman,  III.  M.D..  F A.C.S 

EYE  PHYSICIANS 

Camilla  R.  Parjon,  M.D. 
John  0.  Peters.  M.D. 

& SURGEONS,  P.C. 

Medical  & Surgical  Eye  Care 
Cataract  & Lens  Implant  Surgery 

Laser  Surgery-Retinal  & Vitreous  Surgery 

Cornea  & Anterior  Segment  Surgery 

TWO  LOCATIONS 

210  Regency  Parkway,  Suite  10 
Omaha,  NE  68114 
(402)  391-3131 
FAX  (402)  391-3147 

4242  Farnam  Street,  Suite  247 
Omaha,  NE  68131 
(402)  552-2300 
FAX  (402)  552-2301 

5-94 

Medical  Pain  Center 

Tower  Professional  Park 
7837  Chicago  Plaza 
Omaha,  NE  68114 

(402)  390-6226  FAX  (402)  390-6220 


Richard  G.  Belatti,  M.D. 

Board  Certified 


Specializing  in  the  medical  management 
of  acute,  chronic  and  cancer  pain. 
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BERGAN  CARDIOLOGY 
SPECIALISTS,  P.C. 

7500  Mercy  Road 
Omaha,  NE  68124 
(402)  398-5880 

Hugh  S.  Levin,  M.D.  Dennis  P.  Tierney,  M.D. 

Joseph  A.  Jarzobski,  M.D.  Shirley  Landen  Huerter,  M.D. 

Timothy  R.  Fangman,  M.D.  Michael  H.  Peters,  M.D. 

3-94 


Midwest  Allergy 
& 

Asthma  Clinic  Inc. 


OMAHA  - 8552  CASS  ST. 

402-397-7400 

FREMONT  - 415  EAST  2>d  ST. 

402-397-7400 


Specializing  In  the  Diagnosis 
And  Treatment  Of  Allergic 
Diseases  and  Asthma 


402-563-3379 


NORFOLK  - 1 300  NEBRASKA  AV. 


Stanley  L.  Davis,  M.D. 

M.  Ross  Thomas,  M.D. 
Thomas  C.  Nilsson,  M.D. 
Kevin  R.  Murphy,  M.D. 
Wm.  Brendie  Glomb,  M.D. 


Board  Certified 
In  Adult 
And  Pediatric 

Asthma  l 


402-379-3250 

>RANO  ISLAND  - 1806  N.  CLEBURF 

308-381-1700 


Clinhsl  Immunology 


3-94 


Eye  Physicians 
Omaha 

4353  Dodge 
Omaha.  NE  68131 
(402)  552-2020 

8111  Dodge  Street 
Omaha,  NE  68114 
(402)  390-8100 


Diseases  And 
Surgery  of  the  Eye 

John  C.  Filkins,  M.D.  , Emeritus 
Richard  H.  Meissner,  M.D. 
Everett  C.  Madson,  M.D. 

Peter  J.  Whitted,  M.D. 

John  D.  Griffiths,  M.D. 

Jeffery  J.  Hottman,  M.D. 
Michael  A.  Halsted,  M.D. 
Kathryn  E.  Hodges,  M.D. 
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NEBRASKA 

SPINE 

SURGEONS,  PC. 


Patrick  W.  Bowman,  M.D. 
David  N.  Kettleson,  M.D. 
Michael  C.  Longley,  M.D. 

Eric  D.  Phillips,  M.D. 

H.  Randal  Woodward,  M.D. 


402-397-6661 


9110  West  Dodge  Road,  Suite  290  East 
Omaha,  Nebraska  68114-3359 
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GROSS  IWERSEN  KRATOCHVIL  & KLEIN  PC 

Orthopaedic  Surgery 

I JOSEPH  F.  GROSS,  M.D. 

FRANK  J.  IWERSEN.  M.D. 

C.  MICHAEL  KELLY,  M.D. 

BERNARD  L.  KRATOCHVIL,  M.D. 

JACK  A.  MCCARTHY,  M.D. 

R.  MICHAEL  GROSS,  M.D. 

T.  KEVIN  O'MALLEY,  M.D. 

TIMOTHY  C.  FITZGIBBONS,  M.D. 

JEFFREY  J.  TIEDEMAN,  M.D. 

Hand  Surgery 

Disorders: 

Joint  Replacement 

• The  Spine  & Knee 

Sports  Medicine 

• Foot  & Ankle 

Work  Related  Injuries  & Evaluations 

• Shoulder  & Elbow 

CALLS  ANSWERED  24  HOURS 

399-8550 

Appointments 399-8484 

Billing 399-9301 
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ONCOLOGY  ASSOCIATES,  P.C. 


Methodist  Cancer  Center 
8303  Dodge  Street,  Suite  #225 
P.O.  Box  24639 
Omaha,  Nebraska  681 24-0639 
(402)  390-5660 
Fax  (402)  390-3790 

After  Hours 


Immanuel  Professional  Plaza  #13 
6801  North  72nd  Street 
Omaha,  Nebraska  68122 
(402)  572-3697 
Fax  (402)  572-3695 

390-6766 


Herbert  A.  Hartman,  Jr.,  M.D.,  FACP 

Medical  Oncology 
Douglas  R.  Jones,  M.D. 

Hematology,  Medical  Oncology 
John  L.  Bluhm 

Administrator  "-9# 
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PHYSICIAN'S  DIRECTORY,  cont. 

1 OMAHA,  cont.  1 | SCOTTSBLUFF  [ 


PHYSICIANS 
LABORATORY 
SERVICES.  INC. 


c.a.  McWhorter,  m.d. 

(1918-1988) 

H.W.  McFADDEN,  JR.,  M.D. 
M.  SIMONS,  M.D. 

B. Y.  ROFFMAN,  M.D. 
R.K.  KOERBER,  M.D. 

C. A.  WEBSTER,  M.D. 
R.E.  BOWEN,  M.D. 

W.R.  MARKUS,  M.D. 
M.K.  MITCHELL,  M.D. 


4840  "P  STREET 
P.O.  BOX  279S9 

OMAHA,  NEBRASKA  68127-0999 

PHONE:  402-731-4145 

WATS:  800-642-1117  2-94 


7441  "O"  STREET 
CORPORATE  CENTRE, 
SUITE  100 
LINCOLN,  NEBRASKA  68510 
PHONE:  402-488-7710 


PAPILLION 


RADIOLOGY  CONSULTANTS,  INC. 

401  East  Gold  Coast  Rd.  • Ste.  102  • Papillion,  NE  68128-4782 
© (402) 339-8974 


NIOSH  CERTIFIED  B-READER  SERVICES 


Dean  F.  Tamisiea,  MD 
George  E.  Humphrey,  MD 
Thomas  J.  Dworak,  MD 
Linda  S.  Head,  MD 
Allen  D.  Dvorak,  MD,  FACR 


John  C.  Robbins,  MD 
Paul  R.  Kenney,  MD 
Gary  J.  Peet,  MD 
Neil  L.  Sergei,  MD 
Douglas  W.  Nemmers,  MD 

12-93 


Mylan  R.  VanNewkirk,  M.D. 
Judson  C.  Martin,  M.D. 
Thomas  J.  Roussel,  M.D. 

OPHTHALMOLOGY 

Diseases  and  Surgery  of  the  eye  and  adnexa 
including:  retina,  vitreous  and  cornea 


329  West  40th  Street  Phone:  (308)  635-391 1 

Scottsbluff,  Nebraska  69361  Day  or  Night 


1.  SCOTTSBLUFF 

(308)  635-3911 

2.  ALLIANCE 

(308)635-3911 

3.  CHADRON 

(308)  432-5586 

4.  GORDON 

(308)  282-0401 

5.  VALENTINE 

(402)  376-2525 

6.  AINSWORTH 

(402)  387-2800 

7.  OSHKOSH 

(308)  635-3911 


8.  OGALLALA  10.  KIMBALL 

(308)284-4011  (308)635-3911 

9.  SIDNEY 

(308)635-3911  8-94 
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Advertisements  in  this  column  are  run  at  the  rate  of  $25.00  per  insertion,  for  an  advertisement  of  50  words  or  less.  An  additional 
charge  of  30  cents  per  word  will  be  assessed  for  advertisements  exceeding  the  50-word  limit.  Copy  must  be  received  by  the  fifth 
of  the  month  preceding  the  date  of  publication.  Each  advertisement  will  be  removed  following  its  first  appearance  unless  otherwise 
instructed.  If  desired,  advertisers  may  utilize  a box  number  in  care  of  THE  NEBRASKA  MEDICAL  IOURNAL,  233  So.  1 3th  St.,  Suite 
1512,  Lincoln,  Nebraska  68508,  phone  (402)  474-4472. 


ACUTE  CARE,  INC./EMERGENCY  MEDICINE/ 
LOCUM  TENENS:  Seeking  quality  physicians  inter- 
ested in  Emergency  Medicine  or  Primary  CAre  Locum 
Tenens  positions.  Full  -time  and  regular  part-time, 
Numerous  Iowa  locales.  Democratic  group,  highly 
competitive  compensation,  paid  St.  Paul  malpractice 
with  unlimited  tail,  excellent  benefit  package/bo- 
nuses to  full-time  physicians.  Contact  Acute  Care 
Inc.,  P.O.  Box  515,  Ankeny,  I A 50021,  phone  1-800- 
729-7813  or  51 5-964-2772. 

GOTE1ENBURG,  NEBRASKA:  Two  Board  Certified 
Family  Physicians  seek  associate  for  this  "All  America" 
Community  in  west  Central  Nebraska.  Obstetrics  re- 
quired. Send  CV  to:  Gothenburg  Family  Practice  Asso- 
ciates, Doctors  David  Hult  and  Larry  Wilson,  902  - 20th 
Street,  Gothenburg,  NE  69138. 

PART-TIME  PHYSICIAN  OPENINGS  WITH  FLY- 
ING OPPORTUNITY:  The  Nebraska  Air  Guard  is  seek- 
ing physicians  to  become  commissioned  medical  offic- 
ers. Duty  is  one  weekend  per  month  between  the 
hours  of  8 a.m.  and  4 p.m.  Responsibilities  include 
basic  medical  physical  and  flight  physical.  Physicians 
are  needed  in  the  area  of  aerospace  medicine,  emer- 
gency medicine  and  flight  medicine.  Training  will  be 
provided  if  needed.  Opportunity  for  promotion  to  the 
rank  of  Lt.  Colonel  (0-5)  or  Colonel  (0-6)  exists.  Prior 
commissioned  officers  from  any  branch  of  the  service 
are  urged  to  apply.  Contact  Smsgt.  Larry  Brooks,  1 300 
Military  Road,  Lincoln,  NE  68508-1090,  (402)  473- 
1145. 

OFFICE  EQUIPMENT  FOR  SALE:  Abbott  Vision 
Machine  and  supplies,  electric  exam  table-  5 complete 
sets  of  exam  tables  and  associate  equipment.  Call 
(308)  384-7100,  72 1 W.  7th,  Grand  Island,  NE  68801 . 

PACIFIC  NORTHWEST  AND  ROCKY  MOUNTAIN 
LOCATIONS:  Opportunities  in  primary  care,  and  other 
specialties.  Urgent  need  for  spring  and  summer.  Ben- 
efits include  malpractice,  lodging  and  transportation. 
Assignments  vary  in  duration.  Temporary  and/or  per- 
manent placement  available.  Call  or  write  Ed  Novelli  at 
Interim  Physicians,  41 1 5 E.  Jewell,  #1 01 8,  Denver,  CO 
80222;  1-800-669-0718. 

OPPORTUNITY:  New  surgical  positions  in  Ortho- 
pedics, Urology  and  General  Surgery  have  been 
authorized  for  the  VA  Medical  Center  in  Lincoln, 
Nebraska.  The  Center  is  affiliated  with  the  University 
of  Nebraska  Medical  Center  and  Creighton  Medical 
School.  Lincoln  offers  a University  setting  in  pleasant 
environment.  English  proficiency  is  required.  Con- 
tact: Denitsu  Flirai,  M.D.,  Chief,  Surgical  Service,  VA 
Medical  Center,  600  South  70th  Street,  Lincoln,  NE 
(402)  489-3802,  Ext.  6750.  EOE. 


OPPORTUNITY:  Three  board-certified  internists 
looking  for  a fourth  to  fill  vacancy  left  by  loss  of  senior 
internist.  Growing  medical  community  with  $43  mil. 
hospital  expansion.  Four-season  climate.  Good  schools, 
forward-looking  community.  Come  to  Missouri's  "most 
livable  city."  Salary  to  start  $1 1 0k+,  benefits.  Reply  to 
Box  045,  c/o  Nebraska  Medical  lournal  233  S.  1 3th 
St.,  #1512,  Lincoln,  NE  68508-2091. 

EXPLORE  MINNESOTA  AND  PRIMARY  CARE: 
Willi  the  North  Memorial  Medical  Center  primary  care 
network.  Opportunities  in  family  practice,  internal 
medicine  and  OB/GYN  that  allow  security  and  stability 
without  sacrificing  autonomy.  Single  and  multi-spe- 
cialty groups  in  urban,  suburban  and  semi-rural  set- 
tings. Teaching  opportunities  with  North  University  of 
Minnesota  residency  program.  Competitive  compen- 
sation structures  and  flexible  schedules  with  indepen- 
dent or  hospital-owned  group  practices.  Immediate 
access  to  Minneapolis/St.  Paul  attractions.  Central  to 
Minnesota's  abundant  lake  country.  If  you're  BC/BE, 
send  your  CV  or  call  in  confidence,  North  Physician 
Placement  Office,  North  Memorial  Medical  Center, 
3300  Oakdale  Ave.,  North,  Robbinsdale,  MN  55422, 
(800)  255-6353,  ext.  1336. 

OB/GYN,  INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE: Strelcheck  & Associates,  Inc.  currently  repre- 
sents FAMILY  PRACTICE  positions  in  Pennsylvania, 
Ohio,  Nebraska,  Illinois,  Minnesota,  and  Wisconsin; 
INTERNAL  MEDICINE  positions  in  Wisconsin  and 
New  York;  OB/GYN  positions  in  southeastern  Wis- 
consin. We  would  be  happy  to  provide  you  with 
further  information.  Please  call  toll-free,  1-800-243- 
4353  or  send  your  CV  to  STRELCHECK  & ASSOCI- 
ATES, INC;  1 0624  N.  Port  Washington  Road,  Mequon, 
Wl  53092. 

GASTROENTEROLOGY,  NEUROSURGERY, 
OCCUPATIONAL  MEDICINE,  ONCOLOGY,  OR- 
THOPEDICS, ORTHOPEDICS-HAND,  UROLOGY: 
Strelcheck  & Associates,  Inc.,  an  extension  of  our 
clients  recruiting  department,  has  positions  available 
in  Wisconsin,  Michigan,  Ohio  and  West  Virginia. 
We  would  be  happy  to  provide  you  with  further 
information.  Please  call  1 -800-243-4353  or  send  your 
CV  to  STRELCHECK  & ASSOCIATES,  INC.;  1 0624  N. 
Port  Washington  Road,  Mequon,  Wl  53092. 

MIDWESTERN:  General  Internist  — special  inter- 
est in  geriatrics.  Full  range  of  up-to-date  internal 
medicine  practiced.  Special  procedures  encouraged. 
Competitive  financial  package  including  signing  bo- 
nus and  loan  forgiveness.  Great  recreation  area. 
Financially  stable  hospital.  Send  CV  to  Medical  Man- 
agement, Ltd.,  807  Riverside  Drive,  Waterloo,  Iowa 
50703,  FAX  to  (319)  236-0376.  All  replies  confiden- 
tial. 
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COLUMBUS,  NEBRASKA  - ACUTE  CARE  INC.: 
Best  of  both  worlds  - rural  small  group  atmosphere, 
urban  large  group  amenities.  Seeking  quality  emer- 
gency physicians  interested  in  stellar  Emergency 
Medicine  practice.  Director  and  staff  positions.  Full- 
time, and  regular  part-time.  8K  volume/24  hour  shifts. 
Democratic  group,  highly  competitive  compensa- 
tion, paid  St.  Paul  malpractice  with  unlimited  tail, 
excellent  benefit  package/bonuses  to  full-time  physi- 
cians. Numerous  other  locales.  Acute  Care,  Inc.,  P.O. 
Box  515,  Ankeny,  IA,  50021,  phone  1-800-729-781 3. 

NEBRASKA/CLINICAL  PSYCHIATRIST:  BC/BE  pre- 
ferred to  join  the  VA  Medical  Center  in  Lincoln, 
Nebraska.  Center  is  affiliated  with  the  University  of 
Nebraska  Medical  Center.  Expanded  compensation 
package  and  relocation  expenses.  Lincoln  offers  a 
university  setting  in  a pleasant  environment.  English 
language  proficiency  required.  EOE.  Please  contact 
F.  E.  Whitla,  M.D.,  Chief,  Psychiatry  Service,  VA 
Medical  Center,  600  S.  70th  St.,  Lincoln,  NE  68510, 
402-489-3802,  Ext.  6620. 

IOWA:  Superior  FP  opportunity  with  great  call 
coverage  in  lovely  and  prosperous  Corning,  Iowa. 
BC/BE  FP  will  find  excellent  practice  opportunity  in 
"All  American  City"  offering  superior  schools,  low 
cost  housing,  great  recreational  activities,  and  a 
growing  community.  Aggressive  recruitment  pack- 
age includes  relocation  benefits.  Please  call  Steve 
McNeill  now  at  402-398-6658  and  fax  CV  in  confi- 
dence to  Mercy  Hospital,  402-398-6032. 

PAPILLION,  NE:  BC/BE  Internist  to  joint  two 
internists  in  expanding  multispecialty  gt;dup.  Papillion, 
a family-oriented  growing  community  offers  excel- 
lent schools,  low  cost  housing,  low  crime,  and  a short 
commute  to  the  wonderful  cultural  arid  recreational 
activities  of  Omaha.  Competitive  compensation,  full 
benefits  and  shareholder  opportunity.  Please  call 
Steve  McNeill  now  at  402-398-6658  onYax  CV  in 
confidence  to  Mercy  Midlands,  402-398-6032. 

COUNCIL  BLUFFS,  IOWA:  BC/BE  Internist 
needed  to  join  two  Internists  in  expanding 
multispecialty  group  serving  300  bed  Mercy  Hospi- 
tal. Council  Bluffs,  population  54,000,  has  excellent 
schools  and  housing  and  is  within  easy  access  of 
wonderful  cultural  and  recreational  activities,  includ- 
ing symphony,  ballet,  and  opera.  Competitive  com- 
pensation, full  benefits,  and  shareholder  opportu- 
nity. Please  call  Steve  McNeill  now  at  402-398-6658 
or  fax  CV  in  confidence  to  Mercy  Hospital,  402-398-6032. 


OMAHA,  NE:  Immediate  need  for  BC/BE  primary 
care  physicians  to  staff  two  Urgent  Care  Centers. 
Flexible  hours,  excellent  compensation  and  benefits 
including  relocation,  and  affiliated  with  top-rated 
Bergan  Mercy  Hospital.  Enjoy  Omaha's  wonderful 
cultural  and  recreational  activities,  access  to  two 
medical  schools,  low  cost  housing,  superior  public 
and  private  schools,  and  vibrant  economy.  Please 
call  Steve  McNeill  now  at  402-398-6658  or  fax  CV  in 
complete  confidence  to  Director  of  Physician  Re- 
cruiting, Mercy  Midlands,  402-398-6032. 

PHYSICIAN:  Primary  care  physician  for  NE  De- 
partment of  Correctional  Services  in  Lincoln.  Re- 
sponsible for  the  delivery  of  health  care  to  legal 
offenders  in  newer  facility  located  in  metropolitan 
area.  Modern  clinic  and  full  compliment  of  support 
staff  including  physicians,  physician  assistants,  24 
hour  nursing  coverage,  lab,  x-ray,  optometry,  den- 
tistry, mental  health,  etc.  Flexible  hours,  Monday 
through  Friday  with  minimal  call.  Excellent  State 
benefits.  Salary  negotiable.  Submit  a NE  State  appli- 
cation form  to  the  Department  of  Corrections,  801 
West  Van  Dorn,  Lincoln,  NE  68509-4661. 

NEBRASKA  THE  GOOD  LIFE:  VA  Medical  Cen- 
ter, Lincoln,  Nebraska  seeking  an  Internist  or  Family 
Practitioner  for  Ambulatory  Care  Clinic.  This  Center 
is  affiliated  with  two  medical  schools,  offers  a com- 
petitive benefit  plan  and  University  community  re- 
flects quality  living,  Reply  to  Timothy  J.  Judge,  M.D., 
ACOS/Ambulatory  Care,  VA  Medical  Center,  600  S. 
70th  St.,  Lincoln,  NE  68510.  (402)  489-3802,  Ext. 
6253.  English  language  proficiency  required.  EOE. 

CHIEF,  RADIOLOGY  DEPARTMENT/STAFF  RA- 
DIOLOGIST: The  VA  Medical  Center,  Lincoln,  Ne- 
braska seeking  candidates  for  Chief,  Radiology  De- 
partment and  Staff  Radiologist.  The  Center  is  affili- 
ated with  two  medical  schools,  offers  comprehen- 
sive benefit/relocation  package  and  University  com- 
munity offers  high  quality  of  life.  Reply  to  V.A. 
Nowicki,  Jr.,  M.D.,  Chief  of  Staff,  VA  Medical  Center, 
600  So.  70th  St.,  Lincoln,  NE  68510.  (402)  489-3802 
Ext.  6306.  English  proficiency  required.  EOE. 
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PRAMkCHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  ol  the  medication 

Active  Irver  disease  or  unexplaned.  persistent  efeatons  n liver  tuncton  tests  (see  WARNINGS} 

Pregnancy  and  lactation  Atheroscterosis  is  a chrome  process  and  discontruation  of  lipid  lowering  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  ot  long-term  therapy  ot  primary  hyper 
choiesterolenxi  Cholesterol  and  other  products  ot  cholesterol  biosynthesis  are  essential  components  for  fetal 
development  (iidudng  synthesis  ot  steroids  and  cel  membranes}  Snoe  HMG-CoA  reductase  inhibitors 
decrease  cholesterol  synthesis  and  possibly  ttie  synthesis  of  other  biologically  active  substances  derived  from 
cholesterol,  they  may  cause  fetal  harm  when  admmstered  to  pregnant  women  Therefore.  HMG-CoA  reduc 
tase  nhibitors  are  contrandicated  during  pregnancy  and  n nursng  mothers  Pravastatin  should  be  admin- 
istered to  women  of  childbearing  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
have  been  informed  of  the  potential  hazards.  If  the  patient  becomes  pregnant  while  takng  this  class  of 
drug,  therapy  should  be  ckscontriued  and  the  patent  apprised  of  the  potential  hazard  to  the  fetus 
WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  nhibitors,  hke  some  other  kpid  fcwemg  therapies,  have  been  assoa 
ated  with  bochermcai  abnormalities  of  Irver  fincton  Increases  of  serum  transamnase  (ALT.  AST)  values  to 
more  than  3 times  the  ipper  limit  of  normal  occumng  on  2 or  more  (not  necessanfy  sequential)  occasions  have 
been  reported  n 1.3%  of  patents  treated  with  pravastatn  n the  U S over  an  average  period  of  18  months 
These  abnocmalites  were  rot  associated  with  cholestasis  and  dd  not  appear  to  be  related  to  treatment 
duration  In  those  patents  n whom  these  abnormalities  were  beloved  to  be  related  to  pravastatn  and  who 
were  discontnued  from  therapy,  the  transamnase  levels  usually  fell  skxvty  to  pretreatment  levels  These 
bochemcaJ  tndngs  are  usually  asymptomatic  although  worldwide  expenence  indicates  that  anorsua.  weak- 
ness. and/or  abdomnal  pan  may  also  be  present  n rare  patents 

As  with  other  fcpd-bwemg  agents,  liver  tincton  tests  should  be  performed  dumg  therapy  with  pravastatin 
Serum  amnotransferases.  ndudng  ALT  (SGPT}  should  be  monitored  before  treatment  begins,  every  six 
weeks  for  tto  first  three  months,  every  eight  weeks  dumg  the  remainder  of  the  first  year,  and  periodically 
thereafter  (e  g.  at  about  six  moith  ntervols}  Special  attention  should  be  given  to  patients  who  develop 
ncreased  transamnase  levels.  Uver  tine  ten  tests  should  be  repeated  to  confirm  an  elevation  and  subse 
quentty  mentored  at  more  frequent  ntervals.  ft  ncreases  n AST  and  ALT  equal  or  exceed  three  times  the  ipper 
fcmit  of  normal  and  persist,  then  therapy  shcxid  be  discontnued  Persistence  of  significant  amnotransferase 
elevatons  toHowng  discaitnuaton  ol  therapy  may  warrant  consideration  ot  Irver  bopsy 

Active  hver  disease  or  inexplaned  transamnase  elevatons  are  contrandoatons  to  the  use  of  pravastatn 
(see  CONTRAINDICATIONS}  Cauton  should  be  exercised  when  pravastatn  is  admostered  to  patents  with  a 
history  of  liver  disease  or  heavy  alcohol  ngeston  (see  CLINICAL  PHARMACOLOGY  Pharmacoknet 
cs/Metabotem}  Such  patents  should  be  closely  maitored.  started  at  the  fewer  end  of  the  recommended 
dosng  range,  and  titrated  to  the  desred  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyotysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been 
reported  with  pravastatin  and  other  drugs  in  this  class.  ‘ neompkeated  myalgia  lias  also  been  reported 
n pravastatn- treated  patents  (see  ADVERSE  REACTIONS}  Myopathy,  defined  as  muscle  achng  or  muscle 
weakness  n concretion  with  ncreases  n creatne  phosphoknase  (CPK)  values  to  greater  than  10  tmes  the 
ipper  limit  of  normal  was  reported  to  be  possibly  due  to  pravastatn  n only  one  patent  n cirvcal  trials  (<  0.1%} 
Myopathy  should  be  considered  n any  patent  with  diffuse  rnyaigas.  muscle  tenderness  or  weakness,  and/or 
marked  elevation  of  CPK  Patents  should  be  advised  to  report  promptly  inexplaned  muscle  pan.  tenderness 
or  weakness,  partciiarty  if  accompanied  by  malaise  or  lever  Pravastatin  therapy  should  be  discontinued 
if  markedly  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy 
should  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition 
predisposing  to  the  development  of  renal  failure  secondary  to  rhabdo myolysis,  e.g.,  sepsis;  hypo- 
tension; major  surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncon- 
trolled epilepsy. 

The  nsk  of  myopathy  dumg  treatment  with  fcvastatn  is  ncreased  if  therapy  with  either  cyctospome. 
gemfibrozil,  erythromyan.  or  r*acn  cs  admmstered  concurrently  There  6 no  expenence  with  the  use  of 
pravastatn  together  with  cyclospome  Myopathy  has  not  been  observed  n dmcal  tnais  mofvng  small 
numbers  of  patents  who  were  treated  with  pravastatn  together  with  macn  One  trial  ot  limited  size  nvofvng 
oombred  therapy  with  pravastatn  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and 
patent  withdrawals  due  to  musculoskeletal  symptoms  n the  group  recervng  combined  treatment  as  com- 
pared with  the  cyotps  receivng  placebo,  gemfibrozil,  or  praostatn  monotherapy  Myopathy  was  not  reported 
n this  trial  (see  PRECAUTIONS  Drug  Interactions}  One  patent  developed  myopathy  when  clofibrate  was 
added  to  a previously  well  tolerated  regimen  of  pr»ostatn  the  myopathy  resolved  when  dofibrate  therapy  was 
stopped  and  pravastatn  treatment  contnued  The  use  of  fibrates  alone  may  occasionally  be  associ- 
ated with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
PRECAUTIONS 

General:  Pravastatn  may  elevate  creatne  phosphoknase  and  transamnase  levels  tsee  ADVERSE  REAC 
TIONS}  This  should  be  considered  n the  differential  diagnosis  of  chest  pan  n a patent  on  therapy  with 

pravastatn 

Homozygous  Famial  htypercholesterolemia  Pravastatn  has  not  been  evaluated  n patents  with  rare  homo- 
zygous familial  hypercholesterolemia  In  this  group  of  patents,  it  has  been  reported  that  HMG-CoA  reductase 
nhibitors  are  less  effective  because  the  patents  lack  functional  LDL  receptors 

Renal  Insufficiency-  A sngte  20  mg  oral  dose  of  pravastatn  was  admmstered  to  24  patents  with  varyng 
degrees  of  renal  mparment  (as  determned  by  creatrme  clearance)  No  effect  was  observed  on  the  pharma 
coknetcs  of  pravastatn  or  its  3a -hydroxy  tsomenc  metabofcte  (SQ  31.906}  A smal  ncrease  was  seen  n mean 
AUC  values  and  half-life  (tV2)  for  the  nactive  enzymatic  mg  hydroxyiaten  metabolite  (SQ  31.945}  Given  this 
smal  sample  size,  the  dosage  admmstered.  and  the  degree  of  ndrvxXial  vanabifrty.  patients  with  renal  impar 
ment  who  are  receivng  pravastatn  should  be  closely  monitored 

Information  for  Patients:  Patents  should  be  advised  to  report  promptly  inexplaned  muscle  pan  tender- 
ness or  weakness,  particularly  if  accompaned  by  malaise  or  fever 

Drug  Interactions:  immunosuppressive  Drugs.  Gemfibrozil  Niacn  (Nicotine  Ackfi.  Erythromycin  See 

WARNINGS  Skeletal  Muscle 

Antipyme  Clearance  by  the  cytochrome  P450  system  was  mattered  by  concomitant  admmstraticn  of 
pravastatn  Snce  pravastatn  does  not  appear  to  nduce  hepatic  dnjg-metabohzng  enzymes,  it  is  not  ex 
pected  that  any  significant  nteracton  of  pravastatin  with  other  drugs  (eg.,  phenyl  on  quimdne)  metabolized 
by  the  cytochrome  P450  system  will  occur 

Cholestyramre/ Colestipol  Concomitant  admmstraticn  resulted  n an  approximately  40  to  50%  decrease  m 
the  mean  AUC  of  pravastatn.  However,  when  pravastatn  was  admmstered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  befene  colestipol  and  a standard  meal,  there  was  no  dmcally  significant  decrease  n 
boavailablity  or  therapeutic  effect  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy  ) 

W&rfarr  in  a study  nvofvng  10  healthy  male  subjects  given  pravastatn  and  warlam  concomitantly  for 
6 days,  txoavailability  parameters  at  steady  state  for  pravastatn  (parent  compound)  were  not  altered 
Pravastatn  did  not  alter  the  plasma  proten-bndng  of  warfam.  Concomitant  dosng  did  ncrease  the  AUC  and 
Cmax  of  warfann  but  ckd  not  produce  any  changes  n its  anticoagulant  acton  fi  e.,  no  ncrease  was  seen  n 
mean  prothrombn  time  after  6 days  of  concomitant  therapy}  However,  bleed ng  and  extreme  prolongation  of 
prothrombn  time  has  been  reported  with  another  drug  n this  class.  Patients  receivng  warfam -type  anti- 
coagulants should  have  ther  prothrombn  times  closely  monitored  when  pravastatn  is  mtiated  or  the  dosage 
of  pravastatn  is  changed 

OmetKine:  The  AUC^^r  for  pravastatn  when  given  with  ametidne  was  not  significantly  different  from  the 
AUC  for  pravastatn  when  given  alone  A significant  difference  was  observed  between  the  AJJC's  for  pravastatn 
when  given  with  ametidne  compared  to  when  admmstered  with  antacid. 

Drgoxn:  In  a crossover  trial  nvofvng  18  healthy  male  subjects  given  pravastatn  and  digoxm  concurrently  for 
9 days,  the  boavai lability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatin  tended  to  ncrease. 
but  the  overall  boavaitabilrty  of  pravastatn  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 

GemfHxozU  In  a crossover  study  n 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  n urinary  excretcn  and  protein  bndng  of  pravastatn  In 
addition,  there  was  a significant  increase  n AUC.  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31 .906. 
Combnation  therapy  with  pravastatn  and  gemfibrozil  ts  generally  not  recommended 
i Iq  nteraefion  studes  with  aspim.  antacids  (1  hour  prior  to  PRAVACHOLj.  ametidne.  neotne  aad,  or 
probued.  no  statistically  significant  differences  m boavailability  were  seen  when  PRAVACHOL  (pravastatin 
sodium)  was  administered 

Other  Drugs  Dumg  chncal  trials,  no  noticeable  drug  nteractons  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensrves.  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers.  or  nitroglycem 

Endocrine  Function:  HMG-CoA  reductase  nhibitors  nterfere  with  cholesterol  synthesis  and  lower  arculat- 
ng  cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production. 
Results  of  ctracaJ  trials  with  pravastatn  n males  and  post-menopausal  females  were  nconsistent  with  regard 
to  possible  effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone 
response  to  human  chonoruc  gonadotropn  was  signtficantty  reduced  (p<0.004)  after  16  weeks  of  treatment 
with  40  mg  of  pravastatn.  However,  the  percentage  of  patients  showing  a >50%  nse  n plasma  testosterone 
after  human  chonoruc  gonadotropin  stimulation  did  not  change  significantly  after  therapy  n these  patents  The 
effects  of  HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate 
numbers  of  patents.  The  effects,  if  any.  of  pravastatin  on  the  pituitary-gonadal  axis  n pre- menopausal  females 
are  unknown.  Patents  treated  with  pravastatin  who  display  clnica)  evidence  of  endocrine  dysfunction  should 
be  evaluated  appropriately.  Caution  should  also  be  exerased  if  an  HMG-CoA  reductase  inhibitor  or  other  agent 
used  to  lower  cholesterol  levels  ts  administered  to  patients  also  receivng  other  drugs  (e.g..  ketoconazole. 
spironolactone,  dmetidine)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cel  infiltration  of  perivascular  spaces,  were  seen  n dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  n humans  takng 
40  mg/ day.  Smilar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class 

A chemically  similar  drug  n this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
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nogemculate  fibers)  n clnically  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day.  a dose 
that  produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  n humans  taking  the 
highest  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity}  This  same  drug  also  produced 
vestibulocochlear  Wa  Henan -like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for 
14  weeks  at  180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the 
60  mg/kg  dose 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses 
ot  10.  30.  or  100  mg/kg  body  weicfit.  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males 
at  the  highest  dose  (p-  0 01}  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given 
40  mg  pravastatn  as  measured  by  AUC. 

Trie  ora)  administration  of  10.  30,  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to 
5.0  times  human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant 
ncrease  n the  incidence  ot  malignant  lymphomas  n treated  females  when  all  treatment  groups  were  pooled 
and  compared  to  controls  (p-  0.05).  The  nadence  was  not  dose-related  and  male  mice  were  not  affected 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25. 100.  and  400  mg/kg 
body  weight,  which  resulted  n mean  serum  drug  levels  approximately  3.  15.  and  33  times  higher  than  the 
mean  human  serum  drug  concentration  (as  total  nhibitory  activity)  after  a 40  mg  ora)  dose  Uver  carcnomas 
were  significantly  ncreased  n high -dose  females  and  mid-  and  high -dose  males,  with  a maximum  ncidence  of 
90  percent  n males.  The  ncidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose 
females.  Drug  treatment  also  significantly  increased  the  nadence  of  lung  adenomas  n mid-  and  high -dose 
males  and  females  Adenomas  of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly 
higher  n high-dose  mice  than  n controls. 

No  evidence  of  mutagenoty  was  observed  n vitro . with  or  without  rat-liver  metabolic  activation,  n the 
toUcwng  studies  microbial  mutagen  tests,  usmg  mutant  strains  of  Salmonella  typhimurium  or  Escherichia  coli; 
a forward  mutafion  assay  n L5178Y  TK  +/  mouse  lymphoma  cells,  a chromosomal  aberration  test  in 
hamster  cells,  and  a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no 
evidence  of  mutagenicity  n either  a domnant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  n rats,  with  daily  doses  ip  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on 
fertility  or  general  reproductive  performance  However,  n a study  with  another  HMG-CoA  reductase  inhibitor, 
there  was  decreased  fertility  n male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
was  not  observed  n a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the 
entire  cycle  ot  spermatogenesis.  Deluding  epididyma!  maturation}  In  rats  treated  with  this  same  reductase 
Dhfextor  at  180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium) 
was  observed  Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicu- 
lar atrophy,  decreased  spermatogenesis,  spermatocyte  degeneration,  and  giant  cell  formation  in  dogs.  The 
chncal  significance  ot  these  frndngs  is  unclear 
Pregnancy:  Pregnancy  Category  X:  See  (XJNTRAINDIGATIONS 

Safety  d pregnant  women  has  not  been  established  Pravastatn  was  not  teratogenic  n rats  at  doses  up  to 
1000  mg/kg  daily  or  n rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or 
240x  (rat)  the  human  exposure  based  on  surface  area  (mg/meter?}  However,  in  studies  with  another  HMG- 
CoA  reductase  nhibitor,  skeletal  malformations  were  observed  n rats  and  mice.  PRAVACHOL  (pravastatn 
sodium)  should  be  admmstered  to  women  of  child-beanng  potential  only  when  such  patients  are  highly 
inhkety  to  conceive  and  have  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while 
taking  PRAVfl'CHCL  (pravastatn  sodium),  it  should  be  discontnued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatn  ts  excreted  n human  breast  milk.  Because  of  the  potential 
for  senous  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  n individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  r patents  less  than  18  years  old  ts  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatn  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4 -month  long 
placebo-controlled  trials.  17%  of  pravastatn- treated  patients  and  1.2%  of  placebo-treated  patients  were 
discontnued  from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy;  this  difference 
was  not  statistically  significant.  In  long-term  studies,  the  most  common  reasons  fa  discontinuation  were 
asymptomatic  serum  transaminase  ncreases  and  mild,  non -specific  gastrontestnal  complaints.  During  clini- 
cal trials  the  cverall  nadence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in 
younger  patents 

Adverse  Clinical  Events:  AJI  adverse  clinical  events  (regardless  of  attnbution)  reported  n more  than  2%  of 
pravastatn- treated  patents  n the  placebo-controlled  trials  are  identified  n the  table  below;  also  shown  are  the 
percentages  ot  patents  n whom  these  medcal  events  were  believed  to  be  related  a possibly  related  to  the  drug 


All  Events  % 

E\ents  Attributed  to  Study  Drug  % 

Pravastatin 

Placebo 

Pravastatin 

Placebo 

Body  System/Event 

(N  = 900) 

(N  = 411) 

(N  = 900) 

(N  = 41 1) 

Cardiovascular 
Cardiac  Chest  Par 
Dermatologic 

4.0 

34 

0.1 

0.0 

Rash 

Gastrontestnal 

4.0* 

1.1 

1.3 

0.9 

Nausea/Vbmitng 

7.3 

7.1 

2.9 

3.4 

Dianhea 

% 1 
> V 

5.6 

2.0 

1.9 

Abdominal  Pan 

6.9 

2.0 

3.9 

Constpaton 

7.1 

24 

5.1 

Flatulence  t 

3.6 

2.7 

3.4 

Heartburn  %J  » 

General  * /b 

1.9 

2.0 

0.7 

Fatigue  jt. 

Chest  Pa\nK y 
Influenza  * Jfs' 
Musculoskeletal 
Localized  F&n 
Myalgia 

3.4 

1.9 

1.9 

03 

1.0 

0.2 

0.7 

0.0 

0.0 

9.0 

1.4 

1.5 

°fl, 

,r>e  33 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

3.9 

1.7* 

0.2 

Dizzness 

Renal/Gemtourmary 

3.2 

1.0 

0.5 

Umary  Abnamality 
Respiratory 

2.4 

2.9 

0.7 

1.2 

Common  Cdd 

7.0 

6.3 

0.0 

0.0 

Rhnitis 

4.0 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo 
The  folla/ving  effects  have  been  reported  with  drugs  n this  class 
Skeletal  myopathy,  rhabdomydysis. 

Neurological:  dysfunction  of  certan  crania)  nerves  (rcludng  alteration  of  taste,  imparment  of  extra-ocular  rncxe- 
ment.  facial  paresis),  tremor  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve  palsy 
Hypersensitivity  Fractions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has 
included  one  or  more  of  the  follcwmg  features:  anaphylaxis,  angoedema.  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica.  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitrvity,  fever,  chills,  flushing,  malase.  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens- Johnson  syndrome. 

Gastrontestnal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change 
d liver,  ano,  rarefy,  antiosis.  fulminant  hepatic  necrosis,  and  hepatoma;  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS} 

Transient,  asymptomatic  eosrophilia  has  been  reported.  Eosinophil  counts  usually  returned  to  norma) 
despite  continued  therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-CoA  reductase  nhibitors. 

Concomitant  Therapy:  Pravastatn  has  been  administered  concurrently  with  cholestyramine,  colestipol, 
nicotinic  acid,  probucol  and  gemfibrozil.  Preliminary  data  suggest  that  the  addition  of  either  probucol  a 
gemfibrozil  to  therapy  with  lovastatm  a pravastatn  is  not  associated  with  greater  reduction  in  LDL-chdesterd 
than  that  achieved  with  lovastatn  a pravastatin  alone  No  adverse  reactions  unique  to  the  combnaton  a in 
addition  to  those  previously  reported  fa  each  drug  alone  have  been  reported.  Myopathy  and  rhabdomydysis 
(with  a without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
n combinaton  with  immunosuppressive  drugs,  gemfibrozil,  erythromycn.  or  lipid-lowemg  doses  of  nicotinic 
acid  Concomitant  therapy  with  HMG-CoA  reductase  inhibitas  and  these  agents  is  generally  not  recom- 
mended. (See  WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions. i 
OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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• Improves  key  lipids  — significant  reduction  in  LDL-C1 

• Excellent  safety  profile 

• Easy  for  patients  — once-dailv  dosing,  well  tolerated 

• Usual  dose:  20  mg  once  daily  at  bedtime,  witff or  without  food 


PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  I la  and  lib)  when  the  response  to  diet  alone  has  not  been  adequate 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy  and  lactation  are  contraindications  to  the 

use  of  pravastatin  sodium 

Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS  in  the  brief 
summary  of  prescribing  information  on  the  adjacent  page. 

Bristol-Myers  Squibb  Company 
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